TRANSACTIONS 


AMERICAN ACADEMY 
OPHTHALMOLOGY 


and 


OTOLARYNGOLOGY 


SEPTEMBER OCTOBER 


Published bimonthly, February, April, June, August, October, and December, the 
Douglas Printing Company, 109 North 18th Street, Omaha Nebraska, for the 
American Academy Ophthalmology and Otolaryngology. Editorial and business 
office, 100 First Avenue Building, Rochester, Minnesota. Subscription price $3.00 
yearly members, $6.00 yearly non-members. Entered Second-Class Matter 
November 28, 1938, the Post Office Omaha, Neb., under Act March 1879. 


ANNUAL MEETING OCTOBER 10-15, 1948, CHICAGO 


| 
if | 
| 
me 
| 
A 
a 
| 
a 
| 
| 
| 


TRANSACTIONS 


AMERICAN ACADEMY 
OPHTHALMOLOGY 
and 
OTOLARYNGOLOGY 


FIFTY-SECOND 
ANNUAL MEETING 


WILLIAM MANN, 


General Chairman Arrangements 


Palmer House 
CHICAGO, ILLINOIS 
October 12-17, 1947 


EDITORIAL BOARD 


WILLIAM BENEDICT, Editor Chief, Rochester, Minnesota 
M.D., Editor, Omaha, Nebraska 
HENRY WILLIAMS, M.D., Rochester, Minnesota 


THE BOARD SECRETARIES 


PRINTED BY 
DOUGLAS PRINTING COMPANY, OMAHA. NEBRASKA 


PRINTED IN THE UNITED STATES OF AMERICA 


| 
M | 
pe 
% 


American Academy Ophthalmology and Otolaryngology 


THE COUNCIL 1947 


Alan Woods, M.D., Baltimore, Md. 
Carl McCaskey, M.D., Indianapolis, Ind. 
Arthur Jones, M.D., Boise, Idaho 
Phillips Thygeson, M.D., San Jose, Calif. 
Norton Canfield, M.D., New Haven, Conn 
Lawrence Post, M.D., St. Louis, Mo. 
Gordon New, M.D., Rochester, Mirn. 


William Benedict, M.D., Rochester, 


Algernon Reese, M.D., New York, 
Van Alyea, M.D., Chicago, .... 
Ruedemann, M.D., Detroit, Mich. 
Dean Lierle, M.D., Iowa City, Iowa ...... 


Lawrence Boies, M.D., Minneapolis, Minn. 
Erling Hansen, M.D., Minneapolis, Minn. 
Carl McCaskey, M.D., Indianapolis, Ind. 
James Robb, M.D., Detroit, Mich. 
Blassingame, D., Memphis, Tenn. 
Thomas Allen, M.D., Chicago, 


President 

President-Elect 

Vice President 

Vice President 

Vice President 
....Past President, Senior Member Council 
Past President 


and Business Manager the Transactions 
Secretary for Ophthalmology 

for Otolaryngology 

Secretary for Instruction—Ophthalmology 


for Instruction— 
Otolaryngology and Maxillofacial Surgery 


Secretary for Home Study 
Secretary for Public Relations 
Councillor 
Councillor 


COUNCIL COMMITTEES 


EXECUTIVE, RESEARCH AND FINANCE 


Alan C. Woods, M. D.,Chairi Baltimore, Md. 
Lawrence T. Post, M.D. St. Louis, Mo. 
Gordon New, M.D. Rochester, Minn. 
Carl H. McCaskey, M.D. Indianapolis, Ind. 


William L. Benedict, M.D. Rochester, Minn. 


RESEARCH 
(Subcommittee Executive, Research 
and Finance Committee) 
Lawrence T. Post, M.D., Chairman St. Louis, Mo. 


Alan C. Woods, M.D. Baltimore, Md. 
William L. Benedict, M.D. Rochester, Minn. 
ACTIVITIES 

Carl M.D., Chairman 


Indianapolis, Ind. 
Detroit, Mich. 
Memphis, Tenn. 
Chicago, 
Boise, Idaho 


James Robb., M.D. 
C. D. Biassingame, M.D. 


Thomas D. Allen, M.D. 
Arthur Jones, M.D. 


JUDICIAL 


Alan Woods, M.D., Chairman 
Carl M.D. 

James Robb, M.D. 

C. D. Blassingame, M.D. 
Thomas Allen, M.D. 


Baltimore, Md. 
Indianapolis, 
Detroit, Mich. 
Memphis, Tenn. 
Chicago, 


BOARD COUNCILLORS 
Carl M.D., Chairman 
Indianapolis, Ind. 
Detroit, Mich. 
Memphis, Tenn. 
Chicago, IIl. 


James Robb, M.D. 
Blassingame, M.D. 
Thomas Allen, M.D. 


BOARD SECRETARIES 
Wim. L. Benedict, M.D., Chairman, Rochester, Minn, 
Reese, M.D. New York, 
Van Alyea, M.D. Chicago, 
M.D. Detroit, Mich. 
Dean Lierle, M.D. Iowa City, Ia. 
Lawrence Boies, M.D. Minneapolis, Minn. 


Erling Hansen, M.D. Minneapolis, Minn. 


PROGRAM 
Alane Woods, M.D., 
Carl M.D. 
Arthur Jones, M.D. 


William Mann., M.D. 
General Chairman of Arrangements 


William Benedict, Rochester, 
Algernon Reese, M.D. New York, 
E. Van Alyea, M.D. Chicago, 
A. D. Ruedemann, M.D. Detroit, Mich. 
Dean M. Lierle, M.D. Iowa City, la. 
Lawrence Boies, M.D. Minneapolis, Minn. 
Erling W. Hansen, M.D. Minneapolis, Minn. 


Baltimore, Md. 
Indianapolis, Ind. 
Boise, Idaho 
Chicago, 


Secretary-Treasurer 


STANDING COMMITTEES 


ADVISORY COMMITTEE THE REGISTRIES 
PATHOLOGY 
Brittain Payne, Chairman, New York, 
Col. J. E. Ash, M.¢ Washington, 1). ¢ 


Col. Raymond Dart, M.C. Washington, 
Andrew Eggston, M.D. New York, 
Edmund Fowler, M.D. New York, 
Jonas S. Friedenwald, M.D. Baltimore, Md. 
Stacy Guild, Ph.D. Baltimore, Md. 
Lyman H. Heine, M.D. Fremont, Nebr. 


Michael Hogan, M.D. San Francisco, Calif. 
John Keyes, M.D. Cleveland, Ohio 
Alfred E. Maumenee, M.D. Baltimore, Md. 
John S. MecGavic, M.D. 
Bernard M.D. St. Louis, Mo. 
Frank Novak, M.D. Chicago, 
Algernon Reese, M.D. New York, 
Benjamin Rones, M.D. Washington, 
Theodore E. Sanders, M.D. St. Louis, Mo. 
LeRoy A. Schall, M.D. Boston, Mass. 
Herman Semenov, M.D. Beverly Hills, Calif. 
Georgiana Dvorak Theobald, M.D. Park, 
Frederick Verhoeff, M.D. 
Helenor Campbell Wilder 


Phoenixville, Pa. 


Brookline, Mass. 
Washington, 


CONSERVATION HEARING 


Executive 

Dean Lierle, M.D., Chatrman Iowa City, Ia. 
Ernest Seydell, M.D., Secretary, Wichita, Kans. 
Gordon Berry, M.D. Worcester, Mass. 
George M. Coates, M.D. Philadelphia, Pa. 
Furstenberg, M.D. Ann Mich. 
William Grove, M.D. Milwaukee, Wis. 
Gordon D. Hoople, M.D. Syracuse, N.Y. 
Marvin Jones, M.D. New York, 
Charles Kinney, M.D. Cleveland, Ohio 
Carl McCaskey, M.D. 
Marion Mobley, M.D. 
Harris Mosher, M.D. 
Werner Mueller, M.D. 
Stewart Nash, M.D. 


Indianapolis, Ind. 
Florence, S. C. 
Marblehead, Mass. 
Boston, Mass. 
Rochester, 


Consultants 


Evanston, 
Chicago, Ill. 
Baltimore, Md. 
Philadelphia, Pa. 
Iowa City, Ia. 
Evanston, 


Raymond Carhart, Ph.D. 
Howard Carter, 
Stacy Guild, Ph.D. 

Lt. Eva Thompson 
Scott Reger, Ph.D. 
Harold Westlake, Ph.D. 


STANDARDIZATION TONOMETERS 
Jonas Friedenwald, M.D., Chairman 
saltimore, Md. 
Philadelphia, Pa. 
Sherman Oaks, Calif. 
Boston, Mass. 


Francis Heed Adler, M.D. 
Harry Gradle, M.D. 

Trygve Gundersen, M.D. 
Harrington, M.D. San Francisco, Calif. 
Peter Kronfeld, M.D. Chicago, 
John McLean, M.D. New York, 


Adolph Posner, M.D. New York, me Sa 
Algernon B. Reese, M.D. New York, N. Y. 
4 


SCIENTIFIC EXHIBIT 
James H. Maxwell, M.D... Ch 
Arbor, Mich 
Kenneth L. Roper, M.D Chicago, I 
UNDERGRADUATE 
OPHTHALMOLOGY 
Lawrence Post, St. Louts, 
Alan Woods, M.D. Baltimore, Md 
Dunphy, M.D. Mass 
Derrick T. Vail, M.D. Chicago, III. 
UNDERGRADUATE INSTRUCTION 
OTOLARYNGOLOGY 
James H. Maxwell, M.D., Chatrman 
Ann Arbor, Mich. 
Lawrence Boies, M.D. Minneapolis, Minn 
Dean Lierle, M.D. lowa City, 


Fletchet I). Woodward, M irlottesville, Va 


Representative the Academy on: 
ADVISORY COMMITTEE THE EYE HEALTH 
COMMITTEE THE AMERICAN STUDENT 

HEALTH ASSOCIATION 
Post, M.D. St. Louis, Mo. 


Lawrence 


AMERICAN ASSOCIATION FOR THE 
ADVANCEMENT SCIENCE 
Elliott Randolph, M.D. Baltimore, Md. 


AMERICAN BOARD OPHTHALMOLOGY 
Robert Masters, M.D. Indianapolis, Ind. 
Derrick T. Vail, M.D. Chicago, IIl. 
Algernon b. Reese, M.D. NeW York, N. 


AMERICAN BOARD OTOLARYNGOLOGY 
Boulder, Colo. 


Indianapolis, Ind. 


Frank Spencer, M.D. 


Carl M.D. 


AMERICAN COMMITTEE OPTICS 
AND VISUAL PHYSIOLOGY 
Philadelphia, Pa. 
Portland, Ore. 


Alfred Cowan, M.D. 
Kenneth Swan, M.D. 
Frederick C. Cordes, M.D. San Francisco, Calif. 


AMERICAN ORTHOPTIC COUNCIL 
Rochester, Minn. 
Milwaukee, Wis. 

Washington, D. C. 


Avery deH. Prangen, M.D. 
John Hitz, M.D. 
Frank Costenbader, M.D. 


JOINT COMMITTEE INDUSTRIAL 
OPHTHALMOLOGY 


Edmund Spaeth, M.D. 
John Hitz, M.D. 


Richard G. Scobee, 


Philadelphia, Pa. 
Milwaukee, Wis. 
M.D. St. Louis, Mo. 


| 
| 
| 
| 


Address the President 


THE 


PRESENT POLICIES THE AMERICAN BOARD 


OPHTHALMOLOGY AND THE NATIONAL SOCIETIES 
RELATION THE PROGRESS OPHTHALMOLOGY 


ALAN M.D. 


BALTIMORE, MD. 


the past two decades there 
lias appeared the American ophthal- 
mological journals series articles 
stressing the advances and high achieve- 
ments ophthalmology specialty, 
giving excellent historical outlines 
the 
Ophthalmology, 


the genesis and 
tionship between the activities the 
Board and the progress our specialty. 
The number these articles, editorials, 
and comments various committee re- 
formidable total. 
noteworthy that rarely ever there 


ports makes 
adverse note sounded any criti- 
cism offered. review 
this material gives one the impression 
that ophthalmologists are not loath 
festoon the facade their ophthalmo- 
logical mansions with garlands 
ers but are somewhat reluctant ex- 
amine the now 
desire challenge belittle any way 
the solid accomplishments the Amer- 
ican Board advancing the over-all 
standards clinical ophthalmology. 
realize fully the present power the 
tionship with our national societies, and 


have 


their almost impregnable position. They 


Wilmer Ophthalmological Institute the Johns 


Hopkins Hospital and University. 


Presented the Fifty-Second Annual Session 


the American Academy Ophthalmology and Oto- 
1947, Chicago, 


laryngology, October 12-17, 


are here Yet the risk com 
mitting venture ask 
the power and prestige the Amer 
Board Ophthalmology are now 
exerted the best advantage oph 
thalmology whole, and the pres 
ent policies the Board and our 


best conducive the future advance 
our specialty. Indeed, the time seems 
ripe make these inquiries because 
these policies were first formulated 
three decades ago, and with the excep 
tion occasional lone voice from 
the outside, they have 
questioned. answer the questions 
have propounded, one must first con- 
sider what have been the relative 
vances ophthalmology the general 
course medical progress, and along 
what future development will 
probably lie. 

Education, Dr. Alan Gregg 
takes the broad view that the progress 
medicine may divided into three 
general phases. Prior arbitrary 
date, roughly around 1870, the ener- 
gies medical men were devoted the 
study and description disease proc- 
esses, and the methods curing 
them. Beginning with the era Pasteur 
and Koch, medicine entered second 
phase, the study the cause disease, 
the etiology thereof. The third phase 
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now its inception—the psychologi- 
cal approach, treating the patient 
concrete entity himself, patient, 
not case. may fruitful ap- 
ply this concept medical progress 
ophthalmology and see how measure 
up. 

The first phase, the study the sub- 
jective and objective ophthalmic symp- 
tomatology, begins with the very dawn 
medicine. The modern study dis- 
eases the eye may said date 
from the invention the ophthalmo- 
scope von Helmholtz 1851, and 
still the course development, 
accelerated the later introduction 
biomicroscopy, gonioscopy, and the 
use various instruments precision. 
Significant advances have been made 
the study the ocular complications 
systemic disease, notably the case 
syphilis, tuberculosis, vascular disease, 
diabetes, and indeed many others. 
Advances have likewise been made 
the surgical side our specialty, the 
treatment separated retinas, glau- 
coma, and other surgical conditions. Yet 
noteworthy that took two hun- 
dred years bring the operation for 
cataract extraction its present 
stage, and the significant advances have 
been largely within the last two decades. 
However, the study ocular pathology 
this country has lagged far behind its 
development abroad. 1920 there were 
only two laboratories ophthalmic 
pathology this country worthy the 
name. Not until 1923 was the Army 
central laboratory established, and even 
now, with all the present stress the 
study ophthalmic pathology, there 
are scarcely dozen well equipped and 
properly staffed laboratories this na- 
ture this country. think fair 
statement say that, while have ac- 
complished the major portion the 
task studying the clinical manifesta- 
tions ocular disease and have made 
notable advances therapeutics, oph- 
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thalmology still some extent within 
what Dr. Gregg terms the first phase 
development. This indeed should 
be, for the exploration the fields 
clinical diagnosis and therapy are never 
complete. 

regard the second phase, are 
much worse off. Only within the last 
three four decades have ophthalmolo- 
gists seriously begun the study the 
While have made advances, the 
scratched the surface our major 
problems. The cause senile cataract 
unknown. Despite our profound in- 
vestigations the intraocular secretion 


disease. 


and fluid exchange, the cause chronic 
glaucoma almost much mys- 
tery now was the days Hip- 
pocrates. The etiology uveitis leaves 
vast fields explored. These are 
only examples our ignorance. 

The third phase, which Dr. Gregg 
terms the psychological approach, treat- 
ing the patient with ocular complaints 
patient, and not case, have 
scarcely considered. True, our sym- 
posium this morning take certain 
aspects this problem, and there have 
been various attempts the past im- 
press upon ophthalmologists the impor- 
tance this approach, yet the main 
ophthalmologists class have been 
too busy with the objective study 
ocular disease and investigations its 
etiology pay much attention this 
phase. Summing this up, think 
must frankly admit that while have 
made ophthalmology 
has, whole, lagged behind the gen- 
eral advance medicine, and that 
have immense fields for development. 

Along what lines does this future de- 
velopment lie? Here there may wide 
differences opinion. can only pre- 
sent you the views which believe 
correct. have done most the 
easy things—the meticulous description 
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tion specific organisms the causes 
certain specific disease, the study 
the action various drugs upon the 
eye, the use chemotherapeutic agents 
and antibiotics, mention but few 
the many. While there are still advances 
made along these lines, these are 
not now the fundamental problems. The 
future development ophthalmology 
must lie upon the intimate application 
teriology with all its newer ramifica- 
tions, immunity and hypersensitivity, 
our so-called basic sciences, the 
problems our specialty. stress the 
word get little noth- 
ing when present our problems 
the general physiological chemist, bio- 
physicist, bacteriologist. They, 
necessity and training, have little 
which confront for solution. Not 
until they join our teams 
workers and devote their special train- 
ing the study our problems, can 
real and sustained progress made. 
increasing number specially 
trained men are devoting their lives 
and talents just these ends, working 
hand hand with the 
trained clinical ophthalmology. May 
cite few examples illustrate 
point? impossible for under- 
stand properly treat the degenera- 
tive diseases the cornea until have 
sound knowledge the normal cor- 
neal metabolism and the changes there- 
wrought injury and disease. Re- 
current disease the eve can never 
fully understood until know all the 
immune and hypersensitive reactions 
the ocular tissues and the factors which 
influence them. shall never solve 
the full question the etiology and 
treatment uveitis until study the 
entire question viruses and hyper- 
sensitivity bacterial agents 
cerns the eve. cannot hope for any 


comprehension the physiology the 
neuro-pathways until enlist the 
whole-hearted support the biophysi- 
cist and physiologist. These examples 
may multiplied endlessly. The clin- 
ical ophthalmologist unable explore 
these problems fully without the full 
co-operation men especially trained 
these various fields. The 
entist unable study them without 
the aid the clinical ophthalmologist. 
The point endeavoring make 
that ophthalmology longer tight 
clinical specialty. The eye 
considered highly specialized orb 
surrounded mass amorphous, 
mology many-sided science, not 
merely touching other but digging 
down profoundly into their very roots. 
Institutes and foundations have been 
and are being established for just such 
correlated study. The men who devote 
their lives and their special training 
such investigations the field oph- 
thalmology are just much vital and 
integral part the ophthalmological 
team the practicing clinician. The 
clinician after all only the partner 
the firm who applies his 
and the crystallized investigations 
the fundamental workers the disease 
process. True, sits the cashier’s 
desk and rakes the majority the 
shekels, but unfortunately too often 
from the lofty heights the cashier’s 
stool looks with little arrogance 
the cooks who prepare the food. This 
attitude which must free 
ourselves are make actual prog- 
ress. There must division between 
the scientific investigators 
mology ophthalmologists. 
must realize that our major prob- 
lems lie fields that require special 
training other than clinical ophthalmol- 
ogy, that the casual enlistment the 
services the specially trained investi- 
gator insufficient solve our prob- 


lems. must recruit them part-and- 
parcel our specialty. Only such 
co-ordinated team can ophthalmology 
really develop should. 

Are the power the 
Board Ophthalmology and 
our national ophthalmological socie- 
ties, with their intimate interrelation, 
designed further such advance? 
the consideration this question let 
examine the development the Board, 
how achieved its present power, what 
its have been, and what are 
its relations with the national societies. 
story has already been ably and 
fully told and need 

the turn the century 
mology this country was sorry 
pass. The country was infested with 
three six weeks schools, which pro- 
fessed make competent 
mologist out the sorriest medical 
and the completion 
the course the graduate was presented 
Other doctors, by-passing this 
purchased trial case, spec- 
tacle frame, dropper and hung 
out their shingles ophthalmologists. 
The thoughtful and able ophthalmolo- 
gists that day realized the gravity 
this growing evil and sought ways 
rectify the situation. There were vari- 
ous false starts, the soundest and best 
being the plan brought forward 
committee headed Dr. George 
Schweinitz 1913. This plan envisaged 
turning the training ophthalmolo- 
gists back the medical schools, where 
properly and the setting 
graduate courses ophthalmology 
few selected schools, leading the 
degree Master Ophthalmology, 
much like the system now successful 
the University Minnesota. Unfor- 
this plan died a-borning. The 
difficulties its way were insuperable. 
The medical schools were not then pre- 
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necessity have created 
schism between older ophthalmologists 
not trained and the newer genera- 
tion. The national societies therefore 
took the task this 
The result was the American Board 
created 1915 with 
from the American Ophthalmological 
Society, the American Academy Oph- 
thalmology and Otolaryngology, and the 
Section Ophthalmology the 
Immediately the question was 
power this board would 
than moral suasion, and what was 
prevent other groups societies 
setting rival boards. This question 
was soon answered. 1916, the Amer- 
ican College Surgeons 
Board its committee for the admission 
ophthalmologists the simple expe- 
dient appointing the individual mem- 
bers the Board its Credential Com- 
mittee for the admission ophthal- 
mologists. 1921, the American 
thalmological Society wrote 
constitution clause stating that there- 
after membership the A.O.S. could 
the American Board Ophthalmology 
had been granted the candidate. 
1920, the American Academy ruled that 
candidate for the society would 
considered without certificate the 
Board, and 1922 section requiring 
such appeared its constitution. The 
Academy, however, qualified this ac- 
tion somewhat retaining its con- 
stitution clause which had been pres- 
ent since 1912. This clause provides that 
doctor medicine who has ma- 
terially aided the progress medicine 
its relation diseases the 


ear, nose, throat may, nomina- 
tion two Fellows and recommenda- 
tion the Council, and 
present 


mous vote the Fellows 
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Active Fellow.” This loophole has, how- 
ever, seldom been used, and fair 
statement that after 1921 the power 
the Board was almost absolute, holding 
actual veto power the admission 
members the national societies, other 
than the Section Ophthalmology 
the A.M.A. 

the early days the Board was leni- 
ent the granting its certificates, 
three 
ways: for ophthalmologists over 
ten years’ experience cer- 
tificates were granted the examina- 
tion the record only, for 
ophthalmologists less than ten vears’ 
experience practice, the submis- 
sion ten twenty-five case records, 
and for ophthalmologists less than 
five years’ experience, examination. 
with such easy certification for 
established ophthalmologists, the Board 
was evidently none too popular its 
early days, for find Dr. 
Standish pleading with the members 
the American Ophthalmological So- 
ciety, think all you gentlemen 
would manage get your names the 
list the Board, would very much 
aided its work the future.” This 
ears, for the minutes the 1928 
meeting one encounters the statement 
that the 188 members the Amer- 
ican Ophthalmological Society had not 
applied for certification, and again 
were urged Dr. Allen Green- 
wood. However, this historical in- 
terest only. The power the Board 
for the recognition young ophthal- 
mologists was complete. anything 
could make more solid, would 
the recent action the Veterans Ad- 
sons appointed its attending con- 
Roards representing 
and granting twenty-five per cent in- 


crease salary members its 
time staff certification. 
When the present and potential extent 
the Veterans Administration medical 
program and the high level salaries 
paid are considered, this means actual 
dollars the pockets the diplomates. 


How has the American Board 
Ophthalmology exercised this power? 
What have been its 
marily its efforts have been directed 
the improvement clinical ophthal- 
mology. the pursuit this primary 
aim, even the most severe critics the 
must admit has achieved 
high level success. The fly-by-night 
schools have been eliminated. their 
place, the country over, there have 
arisen groups societies of- 
fering instructional courses one type 
another, which their essence are 
While still possible for 
trained physician set himself 
ophthalmologist, the public better 
educated, and such 
meet with scant success. The 
Board has set minimum standards 
presently point out, these standards may 
the main the standards set have been 
reasonable and fair, and well within the 
scope the hospitals 
whose duty train ophthalmolo- 
gists. The Board has maintained itself 
upon high level, and there has never 
conduct. result its labors over 
the last thirty vears, can truthfully 
said that would-be-specialist eve 
diseases, uncertified the Board, 
the medical profession the 
general public. The certification the 
Board indicates that the diplomate has 
had least adequate amount or- 


ganized training, sufficient 
mal conditions, produce reasonably 
safe and competent practitioner. That 
may not always such fault 
the Board. human agency can 
make good egg out bad one—all 
can insist the article under 
consideration has the 
tions and structure egg before 
dignified with that title. 

Now this impressive record. 
its primary objective the Board has 
been successful. Wherein open 
criticism? There are two points the 
training program the Board which 
believe constructive criticism can 
made. The first pertinent 
American Board Ophthalmology, the 
second all specialty boards. 

The constructive criticism 
should offer relates the requirement 
year’s preliminary internship be- 
fore entering the study ophthalmol- 
ogy. theory this excellent—no one 
can obtain too much fundamental med- 
ical training before entering specialty. 
unwise and results, the average, 
poorer quality man entering oph- 
thalmology. one can build good 
house out poor timber. are 
train and develop first-class 
ophthalmology, must have good ma- 
terial begin with. every class grad- 
uating from medical school, there 
only modicum first-class men, 
larger number middle-of-the-road 
men with good but undistinguished 
ords, and the eternal problem the 
lowest twenty per cent. Every chief-of- 
service the good hospitals wants the 
first-class men his 
There are not enough these 
around. fair number these first- 
class men desire enter ophthalmol- 
ogy. most instances, through the re- 
quirements the Board and sometimes 
account unfortunate state laws, 
they take preliminary year medi- 
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cine, surgery, worst all, rotating 
internship. the end this intern 
year, the prospective ophthalmologist 
has made good, attractive offers are al- 
most invariably made him continue 
his training the field has already 
entered. Quite naturally has become 
interested this field, and this devel- 
oped interest and the attractive offers 
usually wean him away from his orig- 
inal intent enter 
say this feelingly, for time and again 
have seen men the highest promise 
diverted from ophthalmology just 
this mechanism. may argued that 
the original intent the prospective 
ophthalmologist was not very serious, 
and the desertion from his first choice 
shows some intrinsic weakness 
desire specialize, but not 
believe this so. usually forced 
take this first year the require- 
ments the Board, and the first 
flush his hospital training, nat- 
ural should fall love with the work 
doing. The net result that 
the end the preliminary intern 
the men entering ophthalmology are 
usually, although not always, the men 
whose undergraduate and intern work 
has been inconspicuous that their for- 
mer chiefs make effort keep them. 
great number the interns 
beginning ophthalmology are the cast- 
offs other services. 

Nor convinced the value 
the preliminary vear’s for 
ophthalmologists. That can them 
harm, grant. That may them 
modicum good, concede. But 
when the length time now required 
obtain medical education and the fur- 
ther length time necessary obtain 
adequate specialty training are consid- 
ered, seems largely waste pre- 
cious for man take prelim- 
inary internship. the ophthalmolog- 
ical service properly organized and 


| 

| 
| 1 

~ 
| 


THE PROGRESS OPHTHALMOLOGY 


1947 


trained all the essentials medicine 
that relate the specialty during his 
ophthalmological training. 

The second criticism the training 
standards set the Board more 
fundamental, and directed towards 
all specialty boards, and not especially 
the Board Ophthalmology. This 
relates the so-called basic science re- 
quirements. The case against the spe- 
cialty boards this respect 
ably summarized Dr. Alan Ches- 
meeting the Associa- 
tion American Medical Colleges. Dr. 
Chesney’s objections may summar- 
ized follows. First, the requirements 
for training the basic sciences, anat- 
omy, physiology, biochemistry, pathol- 
ogy, bacteriology, and pharmacology, 
the various specialty boards are either 
loosely drawn that well-nigh im- 
possible for the candidate shape 
adequate program study, are 
tightly drawn that they require the 
setting formal didactic courses 
particularly arranged for 
postgraduate student. This last 
the ability the average medical 
school with its present 
sources and depleted staff, nor in- 
deed load impose upon the 
staffs the basic science departments, 
whose chief duties are undergraduate 
instruction and investigation. Second, 
Dr. Chesney objects the principle that 
should forced take course, 
which may not interested, the 
dictum outside agency. meet 
these objections, advances the sug- 
gestion that the period work basic 
sciences now demanded the specialty 
boards should not made 
ment, but offered only suggestion 
outline for study. further advances 
the idea that when the specialty boards 
require formal instruction the 


basic sciences requisite for certifica- 
tion, that the faculty members already 
certified boards the various spe- 
cialties undertake the task conduct- 
ing the instruction the basic sciences 
related their specialty. This 
lieves would salutary and chasten- 
ing experience for these instructors and 
might even make them better specialists 
their own fields. 

These points cited Chesney are all 
sound and deserve the attention the 
specialty boards. That not alone 
these views borne out the recent 
editorials the Journal the Ameri- 
Surgery, Gynecology and 
Obstetrics (July, 1945). full justice, 
must admitted that the American 
Board Ophthalmology has long been 
aware the validity this criticism. 
This attested Dr. Walter Lancas- 
ter’s 1937 article which realizes 
that different schools and hospitals will 
choose different plans for preparing stu- 
dents and urges that they given con- 
siderable freedom action. 

second activity, indeed apparent 
objective, the American Board 
Ophthalmology does not call forth the 
same commendation does 
mary effort for the elevation clinical 
standards. refer the attempt re- 
quire certification the Board 
requisite appointment and promotion 
hospital and university staffs. The 
history this activity interesting. 
1934, the Advisory Board for Medical 
Specialties was formed. 1935, 
sued booklet setting forth the aims 
this super-board. These were expressed 
general terms but the statement goes 
read that some the results 
this Board work are already apparent. 
Thereupon cited recent action 
the American Hospital Association. 
its essence this consisted request 
hospitals that they seriously consider the 
question requiring certification 
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specialty board for ap- 
pointment the chieftainship spe- 
cialty service, that appointing junior 
members, the question 
uate training sufficient make them 
eligible for specialty board examination 
considered, and that the hospitals ad- 
just their various services both 
time and material conform with the 
This recommendation thereupon 
tals throughout the country. Octo- 
ber the same vear was considered 
the Medical Board the Johns Hop- 
kins Hospital, which adopted the fol- 
lowing 


That the Board (Medical Board 
the principle that certification any 
the specialty boards should 
condition appointment promo- 
tion any position the 
the Johns Hopkins Hospital. 

That the Board record its adherence 
the principle that the services 
the Johns Hopkins Hospital are 
arranged accordance with the 
interests the Hospital 
with programs for spe- 
cialty training formulated the 
Advisory Board for Medical Spe- 
cialties any individual specialty 


board. 
That the Secretary the Board 
requested notify such other hospi- 
tals deems proper the ac- 
tion the Board this instance. 
forthcoming address, these resolutions 
were sent number other hospi- 
tals, and matter interest that 
the next and subsequent issues the 
Advisory Board’s booklet the recom- 
mendation the American Hospital 
Association does not appear. 

Although the Advisory Board there- 
after omitted further reference the 
subject. nevertheless number the 
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drop the matter, and 
booklets considerable stress was paid 
the merits requiring certification 
their Boards prerequisite hospi 
tal appointments. The matter 
mately taken the Council Med 
sult their report, the House Dele 
gates the American Medical Asso 
ciation adopted 1946, 
which the following state 
ment: criterion whether phy- 
sician may member hospital 
should not dependent certi 
fication the various specialty boards 

Following this resolution, the Amer 
can Board Surgery adopted sweep- 
ing resolution wherein stated had 
concern with any 
gave its certificants any special priv 
ileges recognition and disclaimed any 
purpose define the requirements for 
membership the staffs hospitals. 
The American Board 
and adopted resolution 
the essence which was that the prin 
ciple certification the specialty 
board being prerequisite for hospital 
appointments should not apply jun- 
ior positions, but they adhered the 
principle that was desirable requi 
site for appointment senior positions, 
Several other boards have 
cently modified their pamphlets, omit 
ting any mention the matter. 


The American Board Ophthalmol 
however, does not appear have 
recanted any way. From the first, 
appears that this policy met with high 
favor. Thus, 1936, find Dr. Luther 
Peter, reporting for the Board, stating, 
tals now require the Board’s certificate 
for staff appointments and promotion.” 
1938, Dr. Conrad Berens reporting, 
stated that there were then thirty-seven 
institutions the United States which 


| 
| 
i 
| 
| 
| 
| 
4 
“dl 
| 
| 
| 
| 
a | 


THE PROGRESS OPHTHALMOLOGY 


104 
+/ 


require the certificate the Board for 
official booklet the American 
Board Ophthalmology the 

well general hospitals all parts 
the country require the certificate for 
quire the certificate prerequisite for 
membership. The number institutions 
and societies which require the certifi- 
cate the Board 

this activity specialty 
boards Chesney has applied the 
agree with him. The American Board 
Ophthalmology and all other special 
boards are essentially bodies for the 
examination candidates for 
tion. They are quite within their domain 
when they set minimum and 
training standards for those whom they 
examine. But when the 
the field hospital organization and 
medical education and training, and 
temps impose upon hospitals and 
cleties, suggests them that certi 
for appointment promotion their 
staffs membership their organiza 
tions, they trespass bevond their domain 
and enter field which they are not 
and primarily the duty the medical 
hospitals. The 
power for appointment 
vested them alone, and attempt 


teaching 


influence this prerogative should 
made any outside agency. 

What would the effect this rec 
ommendation were generally adopt- 
ed? the nonteaching hospitals, where 
research often unfortunately 
minimum, would have little effect 
other than make them more than ever 
straight clinical institutions. might 
some instances improve the level 


clinical care. the teaching hospitals 


would disastrous. would impos- 
sible appoint promote our fac- 
ulties teaching hospital staffs any 
qualified investigators spe- 
Whose services are vitally need- 
ed, unless they were also clinical oph- 
thalmologists holding the certificate 
this clinical board. The net result would 
selling our medical schools and teach- 
ing hospitals into bondage clinical 
would subject the veto power 
might easily eventuate fresh crop 
inspectors see the standards 
this outside were complied with 

another set medical carpet-bag- 
which, Heaven knows, now 
have The American 
Ophthalmology would well 
advised from this field, 
which neither appointment, training, 
act. 

The last point wish raise the 
question the present policy the na- 
tional ophthalmological societies, which 
certification the American 
Board prerequisite for admission, 
promote either the ad- 
vancement ophthalmology the 
mate the societies. should 
remembered that this policy approx 
imately thirty vears age, was adopted 
the infancy the Board, and was the 
action that armed the Board its bat- 
tle for the elevation clinical standards 
our The obvious reasons 
for the continuation this policy are: 
first, will continue the 
Board; second, will insure reason- 
able grade clinical proficiency 
training the members the national 
societies. can think other valid 
reasons. The reasons for the abandon- 
ment partial abandonment this 
policy are: first, reasonable as- 
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should the judge the fitness and 
competence its own members. This 
scarcely turned over outside 
agency. Second, the American Board 
pointment, and fact, board clin 


ical practitioners designated examine 


candidates for certification for clinical 
proficiency and fitness practice. 
requiring certification the Board 
prerequisite membership, the na- 
tional societies, with the single seldom- 
used loophole provided the consti- 
tution the Academy, limit their mem- 
bership solely clinical ophthalmolo- 
gists. course true that clinical 
ophthalmologists may develop into fun- 
damental investigators, and 
entists engaged the investigation 
the fundamental problems ophtahl- 
mology may acquire smattering 
clinical ophthalmology sufficient pass 
the Board examinations. But these are 
fortuitous accidents, for which neither 
the national societies nor the Board are 
the lines along which ophthalmology 
must henceforth develop, the present 
policies the national 
squarely across this pathway. 
stricting their membership clinical 
ophthalmologists and 
practitioners who are basic investigators 
the field ophthalmology, they di- 
vorce the fundamental research men 
the one hand from clinicians the oth- 
hand, the great loss both groups. 
This policy results the formation 
groups investigators with kindred 
aims. This turn deprives the large 
national societies intimate 
edge the fundamental 
research and scientific advances their 
field. the national societies are find 
their fullest usefulness and expression, 
they should educational institutions 
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and their annual meetings should the 
forums where the clinical 
advances the specialty are cleared. 
teriologists, and physicists engaged 
quainted with the clinical problems 
the field, and think one can deny 
the broadening clinicians 
first-hand information the problems 
which their more academic 
brethren. 

there any middle road which the 
national societies might 
schism? 


engage 


will prevent such believe 
there is. The solution, mind, lies 
the fundamental realization that oph- 
thalmology many-sided specialty, 
which clinical ophthalmology only one 
facet. The national societies would 
well open their ranks, without distine- 
tion the creation different classes, 
all medical men scientists whose 
primary interest lies the oph- 
thalmology. the candidate prac- 
ticing physician clinician, the na- 
tional societies may give weight cer- 
candidates 
can- 


considering 
for admission. If, 
didate not primarily 
didacy should passed upon the 
the 
regard 


however, the 


committees respec- 
societies, without 

Board the ques- 
teria for admission should 
look the facts squarely the face, 
admit, true, that the American 
Board Ophthalmology nothing 
more less than agency deter- 
mine clinical fitness candidates for 


admission 
tive cer- 


tification 


certification practitioners ophthal- 
mology, concede that ophthalmology 
cannot advance clinical grounds 
alone, and adapt ourselves the 
changing pattern medical progress. 
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PROBLEMS CONCERNING CONVERGENCE 
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your Guest Honor this meeting. 
satisfaction all the greater be- 
cause was selected your President, 
for whose critical judgment have the 
highest respect. vanity, however, 
kept from soaring too high the 
thought that chief qualifications are 
antiquity and having been nuisance 
many medical meetings the past. 

Your President informed that 
would duty give short ad- 
dress some general subject. not 
sure that the subject have chosen 
comes under this specification. How- 
ever, should general interest, 
since every normal person possesses the 
faculty convergence. many oto- 
must nearly enough 
normal possess this faculty. What 
have say has been mind for 
long but hope some will 
new Any resemblance may 
have anything practical value 
purely After all, this so- 
ciety called Academy, and 
therefore fitting that the problems 
shall discuss are only academic inter- 
est. For the faults that you will find 
this address have excellent excuse 
the short time allowed for its 
preparation. 

The first the problems shall dis- 
cuss the “why and the wherefore” 
convergence. The answer this may 
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that after the conjugate ocular mech- 
anism had been evolved, and then mac- 
ular vision developed, 
came important and this required con- 
vergence mechanism. Why the conju- 
gate mechanism was evolved difficult 
understand. each eye moved inde- 
pendently, bifixation would have been 
matter when became advan- 
mechanism would have been unneces- 
sary. Unfortunately was not around 
give advice when such matters were 
being 

The conjugate mechanism, however, 
with apparently stay, and the 
convergence mechanism must make the 
best it. The conjugate remark- 
able mechanism—the two move pre- 
cisely together mechanically con- 
nected. Much known concerning the 
gross and microscopic anatomy 
brain, and also what the brain can 
do, but almost nothing how does 
it. Discovery brain waves and some 
think are the way understand- 
ing the brain’s doings, but have not 
arrived anywhere. the conjugate 
mechanism not know where 
how the linkage the two eyes occurs, 
say nothing how the mechanism 
activated. have pointed out else- 
where that the conjugate mechanism 
that acts when one eve occluded 
not exactly the same that which acts 
when both are use, but for present 
purposes this fact may disregarded. 


lo 


What are the muscles actively used 
for convergence? This problem gen- 
erally ignored but nevertheless impor- 
tant. has been tacitly assumed that all 
the extraocular muscles take active 
part convergence they con- 
jugate motion. There are facts, 
however, which 
prove conclusively that this not true. 
These facts have long been known, but 
their significance regard this prob- 
lem has been overlooked. have con- 
firmed both them personal ob- 
servations, taking special precautions 
ensure that the test lines were perpen- 
dicular the primary visual axes. One 
fact that directed 
downward and inward the conjugate 
mechanism without the help conver- 
gence undergoes extorsion. The other 


when eve 


that when eye directed down- 
ward and inward, but the inward direc- 
tion produced the convergence 
mechanism, the eve 
sion. seems that this marked 
ditference the behavior the eye 
under these two conditions, 
conclusive evidence that convergence 
accomplished additional innerva- 
tion only the interni along 
duction innervation to, inhibition 
of, the externi. For obvious that 
when eye directed downward, 
contraction the internus with relaxa- 
tion the externus would produce not 
only convergence but 
This view the muscles producing 
convergence strengthened two oth- 
facts. One that eve can 
turned considerably further inward 
conjugate action than convergence. 
The other that after maximum 
metrical convergence has been obtained 
bifixation object the mid- 
line, one eve time can turned 
still further inward carrying the fix- 
ation object the left case the 
right eve, and the right case the 
left eve, while bifixation maintained. 


Just why convergence 
stricted than conjugate motion 
interesting problem. Three possibilities 
the convergence mechanism 
the internal rectus turn eve in, 
whereas the conjugate mechanism has 
addition the help the other ocular 
muscles, notably the superior and 
rior recti. the greater limitation 
convergence dependent solely upon this 
fact, there also insufficient inhibi- 
tion the external recti, even 
remotely possible that the two mech- 
anisms utilize different sets muscle 
fibres within the muscles concerned 

tary function. true that the 
persons can acquire more 
less voluntary control over it, but few 
this control never used. Many vears 


hthal 


mologist, acquired unusual degree 


ago, fact before became 


voluntary control over conver 
gence. Thus, have elsewhere stated. 
can produce and perceive the overlap- 
ping the images dot that .16 
mm. size and situated distance 
cm. This means that control 
convergence precise less 
than one minute the days 
when had accommodation, could not 
while both were occluded, open- 
ing them would find distant 
blurred. However, with both eves open 
could convergence produce consid- 
erable separation the double images 
distant object and still maintain 
clear view it. Here the convergence 
was voluntary but its dissociation from 
accommodation was involuntary. 


How convergence normally brought 
about? Ordinarily three factors act 
produce the convergence necessary for 
bifixation, namely, accommodation, 


sense distance, and disparateness 
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the images the fixation object. 
not difficult prove that each these 
important. Undoubtedly the extreme 
precision this process solely de- 
pendent upon the disparateness, but 
have been unable determine the exact 
part each factor otherwise plays 
fixation. This because their effects 
cannot completely dissociated. Thus 
noting the deviation occluded 
when distant object viewed 
through concave lens one 
that accommodation 
gence. But the convergence far less 
than that occurring with the same 
amount accommodation under usual 
conditions. here the sense 
distance hampers the convergence ef- 
fect accommodation because the fixa- 
tion object continues appear distant, 
and the concave lens makes appear 
more so. The effect nearness 
can demonstrated looking with 
one eve occluded, object 
through convex lens which prevents 
accommodation. The occluded eve con- 
verges, but far from enough, although 
the convex lens makes the object appear 
nearer than actually is. doubt here 
the association accommodation and 
convergence hampers the effect sense 

When the convergence effect ac- 
commodation the same for each eye 
separately probably also the same 
when both are used. For the sense 
distance, however, this certainly 
not true, because the distance near 
object does not appear the same with 
one eye occluded with both eves open. 
Hence the fluctuating results tests 
for heterophoria the near point, and 
their Normally 
such tests show from exo- 
phoria the near point. Presumably 
this means that about this amount 
deviation must overcome the ef- 
fect disparate images. 


The effect disparate images can 
case observer with good volun- 
tary control convergence, simply 
placing two dots card. When the 
two dots are made appear approach 
each other either convergence 
relative divergence, and strong atten- 
tion given them, the two images 
quickly unite and stay united without 
effort the part the observer. 
such experiments the effects accom- 
modation and sense distance con- 
vergence cannot completely nullified. 
There usually percep- 
tion depth produced the disparate 
images, but may that there sub- 
conscious perception and this con- 
tributes the convergence diver- 
gence. The less the disparateness the 
more easily bifixation occurs, and 
dinary vision the disparateness the 
images near object made slight 
the effects accommodation and 
that ordinary vision disparate images 
even the fixation object are not con- 
sciously seen two—one them 
completely they produce 
the adjustment necessary for bi- 
fixation. other words, ordinary vi- 
sion convergence not only involun- 
tary but finally produced sensory 
factor that entirely subconscious. 
this connection also call attention 
the remarkable facts that correspond- 
ence images maintains bifixation af- 
ter their disparateness has produced 
and that this true even when only one 
the images consciously seen. 

The anatomical and evolutionary evi- 
dence that Perlia’s nucleus has some- 
thing important with convergence 
seems convincing, but the 
mains just what this nucleus does. 
From its situation and connections 
would seem that here occurs the equal- 
ization stimuli the interni, but 
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how the same time the necessary in- 
hibition the externi occurs can only 
guessed at. Owing its close prox- 
imity the supposed centers for ac- 
commodation 
tion, would expected that Perlia’s 
nucleus was connected with each 
these centers such way ex- 
plain the association these functions. 
But this assumption makes difficult 
explain how convergence and accom- 
modation can dissociated the great 
extent actually possible. However, 
accord with this assumption the fact 
that the association convergence and 
accommodation seems not acquired 
but hereditary nature. Originally, the 
association may have about 
through conditioning process, sug- 
gested Pavlov’s work, since normally 
the conditions that cause accommoda- 
tion always cause convergence and vice 
versa. evident, however, that this 
conditioning does not now occur during 
the life individual but that the as- 
sociation hereditary characteristic. 
many cases which conver- 
gent strabismus has existed from early 
accommodation causes marked- 
increased convergence. Incidentally, 
would seem that this fact that 
explains the strabismus such cases, 
and explains also why the strabismus 
hereditary. There are cases conver- 
gent strabismus, however, which ac- 
commodation increases convergence 
very little not all. Here would 
seem that the association question 
had diminished result disuse. 


has been assumed many that 
there divergence center which op- 
poses the convergence center. There 
anatomical convincing phvsiologi- 
cal evidence for such center. The evi- 
dence for advanced some observ- 
ers, and thought them 
ing, that there pathological condi- 
tion known divergence paralysis which 
they think explained the assump- 
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tion divergence center. But the fact 
really difficult explain that the limit 
convergence abnormally restricted 
this condition. The conception 
divergence center does not explain this 
fact—paralysis such center should 
diminish the distance the near point 
convergence, least not increase 
actually the case. Convergence 
requires inhibition reduction 
nervation the externi. One might 
maintain that center required for 
such bilateral inhibition, but this could 
hardly called divergence center, and 
spasm, not paralysis, would re- 
quired produce anything resembling 
so-called divergence paralysis. When 
look from near object distant 
one, voluntarily reduce conver- 
simply relaxation effort. When 
seems that the double images 
the near object come together rap- 
idly effort can make them. But 
when look rapidly possible 
near object distant one seems 
that when fully relax effort con- 
vergence the double images lag behind 
relaxation. Such observations con- 
vince that there divergence 


center. 


1939 attempted the difficult task 
defining bifixation. Time will not 
permit try here improve upon 
this definition. doubt your concep- 
tion and conception the meaning 
this term are sufficiently 
serve the purposes this address. You 
should note that have not used, nor 
needed use, the ambiguous term 
world-wide favorite. Sursum- 
duction and convergence are both es- 
sential bifixation, but 
not, although may occur the proc- 
ess. have spent many hours during 


many years speculating the pos- 
sible nervous mechanisms for sursum- 
duction and but the only 
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positive result has been realization 
the tremendous complexity the prob- 
lem. Some observers have lightly passed 
over the matter assuming center 
for right sursumduction, one for left 
sursumduction, and others 
duction. This satisfying solution 
one content completely ignorant 
have the 
slightest conception how the centers 


act. comparison with this state 
affairs, Perlia’s nucleus center for 
convergence stands out established 
fact. 

The final problems that 
cuss are whether convergence and sur- 
sumduction are fundamentally the 
same nature, and not, whether proc- 
ess analogous sursumduction plays 
any part convergence. Perlia’s nu- 
cleus center for convergence, and 
believe is, then convergence and sur- 
sumduction must have highly dissimilar 
mechanisms. This indicated also 
important differences between the two 
processes. Voluntary over sur- 
sumduction has never been acquired. 
The range sursumduction, and also 
its velocity are much less than those 
convergence. Sursumduction 
persist for considerable time after the 
stimuli which produced have been re- 
moved, whereas even marked 
longed convergence causes 
Convergence 


est yphoria. 


case the amblyoscope, called 
adduction and divergence produced 
called abduction. assumed, ap- 
parently, that the deviations 
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duced are analogous sursumduction. 
But for adduction feel sure this not 
true, only for the reason that there 
persistence the convergence 
when the prisms their equivalents 
are removed. The fact that adduction 
more limited than ordinary convergence 
easily explained the fact that in- 
stead being helped opposed 
the accommodation and the 
sense distance. Abduction, 
other hand, slow and has such 
limited range suggest that real 
duction does play some part it. When 
looking distant object, can, 
covering one eye and relaxing all effort 
convergence, produce divergence 
proved the parallax test. 
But with both eyes open can over- 
come prism base in. Does this 
mean that have real abduction 34, 
only that the prism enables re- 
lax convergence more completely 
Against real abduction the fact that 
when one eye covered and the prism 
withdrawn there found residual 
exophoria comparable the persistence 
sursumduction. 

While may have exhausted au- 
dience, particularly you otolaryngolo- 
gists, have means exhausted all 
the problems relating convergence 
that merit discussion. Among these are 
problems concerning the 
convergence the perception dis- 
tance, relative depth, and apparent size. 
There also the problem 
cause the discomfort 
strong convergence. Only lack time 


prevents from continuing. 
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Tue purpose this paper re- 
changes which have occurred surgical 
hemostasis during the past decade. 
These changes are but part whole 
changing emphasis from the mechanical 
the biologic basis surgical therapy. 
The major contributions the mechani- 
cal control hemorrhage have occurred 
over period many centuries. Celsus 
recorded the use the ligature. This 
was forgotten, and its use revived 
Ambroise Paré when substituted the 
ligature for boiling oil. The use the 
ligature was enormously expedited 
the invention that relatively simple 
instrument, the hemostat, only 
over century ago. 

Before abandoning our brief historic 
must give due credit the 
contributions that 
neurosurgeons have made the tech- 
nical advances this field. Those espe- 
cially noteworthy contributions were the 
use electrocautery, introduced Sir 
Victor Horsley, the use the silver 
clip, introduced Cushing® nearly for- 
ago, the use suction and the 
cottonoid pledget, and the use the 
muscle pledget. Their peculiarly difficult 
problems hemostasis have continued 
give impetus investigation meth- 
ods hemostasis, and neurosurgeons 
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have made number stud 
‘ies the period under 


were made attack the 
One might say the beginning 
made with the introduction various 
vasoconstrictor drugs, such 
phrin, which cause temporary local con 
striction blood vessels operative 
field. Again, under the 
neurosurgery, brief the 
use fibrin was made long ago 
thirty Various crude clotting 
aids were used but generally discarded 
ineffective. The modern era might 
said have started 1933 with the 
purification thrombin Mellanby. 
Smith, started work 
purification thrombin over ten years 
ago. Their work culminated the prep 
aration bovine thrombin prepara 
tion many times more potent than pre 
vious Subsequently, Seegers, 
member that research group, and 
co-workers one the pharmaceutical 
and biological laboratories* made fur 
ther refinements the method pro- 
duction that almost pure thrombin 
product was the 
first clinical trials were 
bovine thrombin the University 
Twenty-one cases were studied 
that preliminary investigation. Be- 
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cause the associated with 
small scale production the material 
the laboratory, large series 
started until 1942. that time gener 
ous quantity this material was made 
available this group.* This made sub 
For the entire period 
careful observations were made 
the use bovine thrombin 
operations involving 545 different 
tal patients. These observations included 
the effect the agent the 
was used and subsequent follow 
the healing the wound and the 
course of the patient. Since that period 
investigation ended, bovine thrombin 
had general use the 
and has been employed 
mav seen from table thrombin was 
used for wide indications, 
ith heaviest use coming cate 
plastic surgery cases. This clin 
ical experience with thrombin has been 
similar that other workers who 
have published reports. certain fields, 
INICAL EXPERIENCE WITH 
BOVINE THROMBIN 
University lowa 
RECORDED 

No. 
Total No. Patients 545 


nts 
operations 
Bone Surger operations 
Mieeding les ns i 
blood procedures 
Miscellaneous 
Debridement or ex 
cision 
Phorace plasty or em- 
operations 
Mastectomy operations 
\ll others, excluding 
dental surgery operations 


HEMOSTASIS 


namely, and nasal 
their experience was much greater than 
ours. 

certain areas the body often 
impossible individual vessels. 
This applies particularly bleeding 
and the surface the brain, the 
dermis, bone, liver, and some extent 
other parenchymatous organs. 
areas cauterization often proves 
too destructive tissue. Packing with 
nonabsorbable packs usually means that 
the wound cannot 
and infection will almost 
Or, when the packs are 
moved, bleeding likely 
\bsorbable pledgets muscle have had 
somewhat tield usefulness 
inasmuch they are trouble- 
some obtain and frequently fail 
have the proper physical properties 
enhance hemostasis. the 
reaction engendered leaving 
undesirable. 
rugs generally are inclined allow re- 
sumption bleeding after the tempo- 
constricting effect wears off and 


secondary vasodilatation appears. 


review outline form the se- 
ies reactions which take place the 


clotting ot blood 


thromboplastin 
liberated. This occurs chietly from 
the rupture blood platelets and from 
wounded tissue. the next step, the 

romboplastin 

ith and the prothrombin the 
plasma form thrombin. the 
tinal step, thrombin reacts with fibrino- 
gen form the fibrin clot. the 
conversion the precursor substances 
thrombin that most the time 
ordinarily consumed clotting 
process. Acceleration the clotting 
action more logical and direct ap- 
proach enhancing than 
are the approaches, such in- 
direct alteration the clotting factors 


through the use such 


: 
patients, skin 
Pat Yar & 
j 
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horse serum snake venom. The sup- 
plving one the clotting factors 
preferable. general, the use prep- 
arations thromboplastin not very 
satisfactory. These preparations act 
appreciably shorten the time required 
for the formation thrombin, but too 
much time still consumed this re- 
action for effective hemostasis. 
excess preformed thrombin sup- 
plied, the preliminary steps the clot- 
ting process are eliminated and the clot- 
ting blood enormously speeded. 
Thrombin therefore supplied the log- 
ical approach this problem. 


After the extensive clinical trial over 
the seven and one-half year period al- 
ready mentioned, was our conclusion 
that preformed thrombin was 
useful agent controlling oozing 
capillary venous origin (fig. 1). 
also proved aid when used 
conjunction with other agents 
mentioned subsequently this paper. 
Against more profuse bleeding throm- 
bin alone was found limited 
use. The limitations nonabsorbable 
hemostatic packs pledgets muscle 
have been mentioned. These limitations, 
when the agents were used conjunc- 
tion with thrombin, held the same 


manner. 


against brisk bleeding led search tor 
hemostatic pledget, tampon, pack 
which could readily absorbed and 
which would not have the limitations 
nonabsorbable hemostatic packs 
pledgets Frantz and co-work- 
trial various agents devel- 
oped the use absorbable cotton which 
had been prepared Kenyon, Unruh, 
They had developed 
soluble cellulose oxidation 
trogen dioxide. This material was given 
rather extensive clinical trial various 
medical some instances 
was used the form cotton 
other instances the form 
loose mesh gauze. 


The absorbable cellulose naturally 
acid reaction. When comes con- 
tact with blood, the cellulose fibers tend 
swell, turn dark brown, 
workers report that absorption 
sues complete three five weeks. 

Our group conducted limited animal 
and clinical investigation this agent. 
these trials was found that the 
material did not local 
stickiness ideally conglutinate flat 


. . 
FIG. bovine thrombin split thickness donor area bleeding. 
| 
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Ri R lual soluble cotton pledget in subcutaneous areolar tissue 
(hum: day minimal inflammatory tion 


activates thrombin and cannot used 
with this agent unless 
neutralization carried 
This sometimes ineffective 
incomplete and, least, somewhat 
and has demonstrated that not 
only thrombin rapidly destroved 
penicillin also rapidly inactivated. 


the early climeal trials the use 
oxidized cellulose hemostasis, 
small pledgets the soluble 
subsequent exploration was indicated 
2). seventeen days two iden 
tical wounds were struck the vari 
ability the absorption the material. 
contirmed this impression. 
were interested the ultimate fate 
the material particularly 
poor vascularity. three dogs which 
were followed from two months two 
years, followed the 
course small pieces the oxidized 


gauze placed between loops small in- 
two months one dog two 
different loops showed the formation 


FIG. 3 Small abscess between loops of jejunum 


dog, site implantation small piece 


soluble cotton gauze months earlier. 

acute inflammatory reaction and many 
large foamy phagocytes the area (fig. 
months another dog there 
small abscess each site the im- 
plantation the gauze (fig. 3). Micro- 
scopic examination showed considerable 
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figure 3 No recognizable cotton fibers remain Note large foamy 
pl gocytes 
was still violent reaction around the perimental investigation was carried out 


months showed 
The dog was re-explored two and 
one-half years. The reaction had entire- 
subsided and the control loops 
which sites other materials had been 
used there was visible difference. 
peared rapid (rat thigh muscle and 
dog liver) and followed the pattern de- 
scribed the other workers who had 
studied this material more detail. 
our early series clinical trials (two 
dozen cases) encountered 
stances wound infection which the 


two 


wound expectancy had been considered 
clean. two seven dogs which 
comparative trials various hemostatic 
pledgets being made, draining 
sinuses thoracotomy wounds devel- 


were 


oped near the sites implanted soluble 
cotton pledgets. For these reasons 
did not adopt the general clinical use 
absorbable cellulose for hemostasis. 
About three years ago form gela- 
tin was prepared for use hemo- 
static pledget. This was made the 
form highly porous, somewhat rub- 
bery wafer cake. Clinical 


and others, and 
this very 
physical properties and made almost 
ideal carrier for thrombin. Additional 
Fincher,? 


material showed desirable 


experimental 
and 
workers have demonstrated 
range usefulness this material 
neurosurgery, cardiac and vascular sur 
the bleeding 


from parenchymatous organs. 


Histologic examination the gelatin 
sponge implants shows 
the thirtieth 


instances. 


action not severe, but there mod 
erate cellular infiltration about the ab- 
sorbing sponge during the early period 
after implantation. 


ence various workers indicates that 


the tissue reaction has not been any 
greater than observed with fibrin 


preparation known “Fibrin Foam,” 
and observed that was not 
severe seen with implanted 
cal catgut. one series the reaction was 
considered comparable that sol- 


| 
| 
| 
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uble cellulose. which the 
commercial preparation, 
some general use our institution.* 
has proved excellent carrier 
for thrombin, absorbing many times its 
own weight fluid. Its physical prop 
are desirable that can cut 
to the shape indicated, can be molded 
dampened with thrombin solution con 
faces. Another favor the 
absorbable gelatin the fact that 
universal protein and the theoretical 
danger species antigenicity apparent 
does not exist. does not inactivate 
our own clinical experi 
ence have employed 
under wide variety conditions and 
have found deleterious effects that 
could the material. 

again the blood clot 
ting reaction 
eration thromboplastin, then liberat 
thromboplastin reacting with 
and prothrombin form thrombin, then 
thrombin reacting with 
would appear logical that 
the use fibrin itself was suggested 
early this search for absorbable 
agent. has been mentioned earlier, 
Cushing and anticipated 
taken care the tissues the nat- 
ural process organization, some 
instances especially the presence 
may disappear lysis. 

was investigated different 
workers. Cohn and his 
tionation program carried out the 
past few were able separate 
both thrombin and fibrinogen from hu- 
man plasma rather high vields. Fibrin 


Prior the release the commercial prepara 


tion, Upjohn Company supplied for 
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which they designated 
laboratory 
and clinical investigation number 


tiveness these agents when used 
gether hemostasis. The pre 
pared this manner appeared under 
stances when considerably altered, was 
treated well tolerated foreign body 
with very slow dissolution. However, 
the physical properties this type 
dry cake were not quite desirable 
ideally indicated. The cake 
cut desired shape torm 
and relatively nonpliable. variety 
studies its reaction tissues when 
implanted was carefully followed. 
action did not appear severe and 
most instances absorption was com- 
plete tive weeks. While there may 
theoretical advantage the 


products human origin the 


standpoint antigenicity, the 
ties anticipated peace-time obtain 
ing large amounts human blood and 
blood plasma source for these 
terials may prove serious draw 
hack their adoption for general use. 

During the period our investiga 
tion thrombin was also emploved 
for the clotting bovine fibrinogen 
instances where artificially supplied 
brin was desired. This fibrin was found 
have wide range par 
ticularly the conglutination skin 
transplants recipient sites and the 
conglutination serosal surfaces. These 
investigations are still 
the course this 
freshly clotted fibrin was found 
highly useful hemostasis. The highly 
purified, readily soluble 
gen could quickly clotted with throm- 
bin. The fibrin could pressed into 
rather solid pledget left the form 
loose juicy clot. While most our 


experience has been with the use 
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FIG. 5—Operating room photograph 
fresh bovine fibrin for hemostasis cordotomy. 


showing use loose clot 


FIG. 6—Organization normal manner bovine thrombin 


human dermis (skin graft) at 


bovine fibrinogen conjunction with 
thrombin the clotting agent pro- 
mote conglutination, considerable ex- 
perience with the use this for hemo- 
stasis has also accrued. During this 
time have recorded observations 
operations which was used 
was for control bleeding from 
split thickness skin graft donor sites 
instances. was used thoracic 
surgical operative procedures in- 


days. 

stances. was used miscellaneous 
instances neurosurgery and general 
surgery. When used loose clot (fig. 
was found have remarkably 
good hemostatic properties fully com- 
parable thrombin-soaked 
and mechanically preferable soluble 
cellulose. When used for the control 
oozing from large surface which 
the oozing brisker than can con- 
trolled readily the use thrombin 
solution alone possesses some advan- 
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FIG. & —-Organization of bovine 
tages over inasmuch 
larger area can covered less time 


and with the tendency leave much 
less the material behind than the 
large raw surface covered with 
complete layer sponges 
controlled study biopsy material 
from patients which was made com- 
paring the fate fibrin human origin 
with bovine fibrin the use artificial 
supplied fibrin skin grafting, 
were able see reaction which could 
ascribed the bovine fibrin (fig. 6). 


series dogs which the fate 


fibrin rat omentum days. 


the material was studied respect 
behavior serosal surfaces, par- 
enchymatous organs and in_ parietal 
wounds, normal organization, fibrin 
was observed. appeared organ- 
ized manner when implanted 
various tissues the rat (figs. and 
Even under optimal circumstances 
there some cellular reaction around 
the soluble gelatin. 

The fibrinogen more diffi- 
cult use than the commercially pre- 
pared inasmuch the dried 
fibrinogen must put solution and 


fibrin in rat thigh muscle at 7 days e fae 


then clotted This fibrino- 
gen bovine origin has continued 
used experimental basis. 


The question the antigenicity 
bovine thrombin and fibrinogen one 
which arises naturally. There 
theoretical danger sensitizing the pa- 
tient protein different species 
with subsequent dangerous 
has long been known that the thrombin 
one species would exert its clotting 
effect upon the fibrinogen another 
species. our period clinical trial 
the use bovine thrombin ob- 
tained some data tests for the devel- 
opment skin sensitivity. 
tests for thrombin sensitivity were car- 
ried out patients who 
thrombin. these, patients were 
ones whom thrombin had been used 
repeatedly over many 
months. one instance thrombin had 
been used times. Intradermal tests 
were made with thrombin 
dilutions and found evi- 
dence skin hypersensitivity. More 
significant our opinion was the fact 
that there had been clinical evidence 
either local general reaction 
this large series which could 
tacked this problem from different ap- 
proach and experimental use 
monkeys failed develop 
cipitins their blood serums any 
local tissue reaction the brain upon 
subsequent injection small amount 
the antigen. performed precipitin 
tests with negative results patients 
varving periods following the use 
bovine thrombin hemostatic agent 
neurosurgical operations. From these 
data have concluded that there ex- 
ists real cause for concern regard 
the possible dangerous antigenicity 
bovine thrombin. also carried out 
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skin testing procedures with fibrinogen 
bovine thrombin had been 
ously. 11, both fibrinogen and throm 
bin had been used. None these 
tients reacted positively the fibrino 
gen. There has been nothing the clin 
ical experience gathered date which 
would indicate the developnient 
persensitivity this protem product. 


Two other substances may men 
tioned regard the search for 
sorbable hemostatic agents. The 
and others. This material has 
apparently not shown 
regard hemostasis. The other 
starch sponge reported and 
others. The physical properties starch 
sponge are not entirely 
there some evidence irregularity 


absorption. 


SUMMARY 


can stated that approaching the 
held surgical hemostasis. The most 
step this approach was 
production thrombin puri 
readily available. would 
our experience and from the review 
the extensive experience others that 
soluble gelatin probably 
the most promising the agents 
with bovine fibrin would indicate that 
sible that these substances will find per 
manent usefulness and will great 
armamentarium unless new and 
seen contraindications arise. 
sider that the role thrombin 
perimental period. 
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Highlights the Fifty-Second 


Annual Meetin 


THe American Academy Ophthal- 
annual meeting the Pal 
mer House, Chicago, October 12-17, 
1947. Registration, including members, 
guests, exhibitors totaled 

RECEPTION 

the Grand Ball Room Sunday 
afternoon, October and 
guests were received President and 
Mrs. Alan Woods; the Guest 
Honor, Dr. Frederick and 
his daughter, Mrs. 
thy; and Mrs. Carl 
the General Chairman 
the Local Committee, Dr. William 
and Mrs. Mann, the Chairman 
the Ladies’ Committee. 


SPECIAL SCIENTIFIC PROGRAMS 
The Committee the Conservation 
Hearing conducted meeting the 
Grand Ball Room Sunday evening. 
The Joint Committee 
Ophthalmology presented its program 


these meetings will be published in fu- 
ture issues the TRANSACTIONS. 
American Orthoptic Council and 
Orthoptic 


\merican 


Study conducted closed dinner 
meeting followed program pa- 


pers 


ANNUAL ACADEMY DINNER 

More than 525 persons attended the 
annual dinner held the Grand Ball 
Room Tuesday evening. Seated 
the speaker’s table were Dr. and Mrs. 
Alan Woods, Dr. Frederick Ver- 
hoeff, Mrs. William Dr. 
and Mrs. Morris Fishbein, Dr. and 
Mrs. Carl MeCaskey, Dr. and Mrs. 
Post, Dr. Mrs. 
Jones, and Dr. and Mrs. 
who had registered for the Academy 
activities. Presentation honor keys 


- 


was made Dr. Francis Heed Adler, 
Dr. Thomas Allen, Dr. Charles 
Bahn, Dr. Judd Beach, Dr. Law- 
rence Boies, Dr. Albert Brown, 
Dr. Frederick Cordes, Alfred 
Cowan, Dr. Dr. 
John Dunnington, Dr. Bruce 
Fralick, Dr. Furstenberg, Dr. 
Hendrie Grant, Dr. George Gui 
bor, Dr. French Hansel, Le- 
Hill, Dr. Wendell Hughes, Dr. 
Jones, Dr. Peter Kronfeld, 
Dr. Donald Lyle, Dr. Robert Mas- 
ters, Dr. Carl Dr. Wil- 
Dr. Werner Mueller, 
Dr. Frank Novak, Dr. Algernon 
Reese, Dr. Scott Reger, Dr. Fer- 
ris Smith, Dr. Van and 
Dr. Wiener. The Academy’s 
distinguished guest, Dr. 
bein, then spoke “Medical 
tion and Medical Leadership.” 


SCIENTIFIC EXHIBIT AWARDS 

Six awards were presented the 
tific exhibit. 

For original investigation 
Veins. The 
cally Visible Elimination Intraocu- 
lar award was made Dr. 
Cincinnati College Medicine. The 
same award was made Dr. Arthur 
Juers and his co-exhibitors, Dr. 
Whitaker (by invitation) 
George Shambaugh, North- 
western Medical School, for their ex- 
hibit the “Fenestration 
Improved Technic Based 
perimental 

award was made for excellent pre- 
sentation his exhibit “The Use 
otolaryngologic field, the award for ex- 
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New York for his 


Julius Lempert 


Surgery.” 

for the teaching 
their exhibits were made 


Surgery 


School for his display 
and Roentgen Anatomy,” and 
\dolph \braham 


1 


Schlossman (by invitation) 


Dr. 


exhibit “Some Newer Aspects 
the Problem.” 


tion were “Carcinoma the 
presented Dr. Maurice Snitman and 
Dr. Arnold Grossman (by invita 
tion) the University Col 
Tumors” presented Dr. Raymond 
Ingalls Presbyterian Hospital, 
New York. 

Awards were announced 
dent Woods the 


dinner. 


HONORARY FELLOWS 
Honorary Fellowships the 


~ 


emy were conterred upon the 
recognition their services the 
Helenor Campbell Wilder Washing 
ton, and Charles Sheard, 
Rochester, Minn 


PRESIDENT 

Carl MeCaskey India 
napolis, who has served 
for the will become 
President the Academy January 
1948. Dr. became Fel- 
low 1911 and has served the Acad- 
instructor, councillor, and 
chairman the Diversion Club. 
diana University School Medicine. 
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MEDICAL 


CONRAD BERENS, M.D. 
PRESIDENT-ELECT 
Conrad Berens, chief surgeon 
the New York Eve and 
the 
its annual business session 


Wednesday, October Dr. Berens 
Board Ophthalmology, director 
the Foundation and 
the National Society for the Preven 
tion Blindness, the author several 
the literature. 
newly elected officers are: Dr. 
Rea Ashley 
Francisco, second vice-president 
thi 
Maxwell Ann Arbor, Mich., secre- 


Dr. 


president 


VIC president 


Woodward Charlotts- 
councillor for term 


Fletcher 
\ ille, \ a., 
vears. 
following officers were re-clect- 
ed: Dr. 


retary treasurer ; 


Benedict, executive sec- 
Dr. 
for Ophthalmology 
Dr. 
Dean Lierle, secretary for Instruc- 
tion Otolaryngology and 
cial Surgery; Dr. Erling Hansen, 
secretary for Public and Dr. 


Kkeese, secretary 


Home Study Courses. 


CHICAGO 1948 
The Palmer House Chicago has 
been selected the Council 
place where the 1948 meeting will 
held. The dates will October 10- 
inclusive 


MEDICAL SOCIETIES AND MEDICAL EDUCATION 


for continuation medi 
cal education the graduate level have 
educational institutions this 
since the turn the century. But with 
each succeeding growth physi 
cal plants and expansion teaching 
cilities have fallen further and further 
behind the demand 

During the war there was lit 
tle for faculties take 
extra teaching duties because the 
need for men special research 
ects military Only grad- 
uate students who could not qualify for 
duty were able continue their 
Physically fit graduates medical 
schools were inducted into military serv- 
internship. 
Without the privilege securing spe- 


after 


these graduates were required 
form the work Many 
otolaryngology and decided take 
postgraduate work specialties 
when relieved from military service. 
addition the number 
students, there was widen- 
ing the fields graduate work oph- 
thalmology and 
neurological ophthalmology, 
lens 
were routine departments, 


and service 
while plastic surgery 
and prescribing hearing aids occupied 
the attention new group instruc- 
tors and required new laboratories. 
Postgraduate courses lectures and 
demonstrations medicine have been 
added the work regular school 
faculties. The extra burden graduate 
instruction was assumed during the war 
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school with lessening the under- 
graduate teaching load. Continuation 
studies were encouraged universities 
and extensive postgraduate instruction 
programs were sponsored medical 
schools. Continuation study 
graduate level has been provided 
versities. President Ruthven the 
University Michigan (The Univer- 
sity Faces the Future, Alum- 
nus, Vol. No. 15, March 1947) 
says: “This University now, has 
been the past, leader the field 
continuing education. This may noted 
the rather steady increase exten- 
sion courses, the program workers’ 
education, the formation community 
groups, the 
courses, and other activities. sure 
adult education will receive increasing 
attention the years come, for the 
University may properly expected 
provide some its resources for those 
who cannot come it, and there 
growing realization that worth 
anything education must continuous.” 


Begun modest scale with few 
students beyond the intern year who 
served assistants residents the 
clinics and hospitals, the for 
stimulated requirements the med 
ical specialty boards. The first these 
boards, the American Board Oph- 
thalmic Examiners, began function 
1916. Four years later 
board examiners was formed the 
American Academy Ophthalmology 
and Otolaryngology which 
came the American Board Otolaryn- 
through merging with commit- 
tees other otolaryngologic societies. 

Following the first World War there 
graduate instruction the medical 
specialties—a demand that was intensi- 
fied the general movement among 
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young medical men for additional 
struction beyond the 
ments for membership new medical 
over the country and, through means 
general transportation, were rapidly 
coming national and even 
scope. While there was steady 
crease postgraduate medical teaching 
during the next twenty the over 
whelming demand followed the close 
World War when thousands 
veterans were discharged trom military 
service take civilian 

are now engaged attempt 
meet that demand. What are the 
ties our disposal and what manner 
are they being utilized provide post 
instruction? There 
courses that operate large 
survey the medical field. They are 
the universities that maintain medical 
hospitals medical societies whose mem 
fulfillment stipulated 
and finally independent individuals, 
groups, and hospitals operating alone. 

Graduate instruction the medical 
two three years leads degree 
granted the Such 
courses are with graduate 
studies other departments the 
versity, but rule the requirements 
are higher. Two three years resi- 
dent work and thesis are required for 
Master’s degree. Ph.D. degree may 
also earned. The Master Science 
and Doctor Philosophy degrees 
medical specialties rank higher than the 
degree Doctor Medicine. has 
been possible for the university pro- 
vide for comparatively few graduate 
students this basis. 
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The other method 
struction which adopted 
schools known continuation 
courses. Such courses consist 
tures and demonstrations given part 
the faculty the school and part 
guest speakers. Such courses usually 
last one week two weeks. There 
Lecturers usually speak 
the part the subseribers 
courses not required. Attendance 
limited only the capacity the halls. 
Such courses are not regarded the 
“courses instruction” for 
vhich can given applicant 
tor Board examination. 

new source graduate instruction 
has veloped the past 
twenty vears and sponsored medical 
societies 
private hospitals clinics. Postgrad 
uate courses for veteran 
physicians sprang all over the coun 
try meet the great demand for grad 
uate work the part veterans. 
ical schools, hospitals, state medical 
institutions and organizations provided 
the Council the American Medical 
\ssociation with growing body 
formation courses designed primari 
meet the needs returning med- 
ical officers. The American Medical As- 
sociation incorporated this information 
and published December 1946. 
that publication, universities col- 
leges medicine were listed giving 
instruction ophthalmology. 
Such courses listed vary from one 
veek three months. 
versities and medical schools were listed 
giving courses ear, nose and 
throat. The fees for the courses listed 
vere not always given but they varied 
fee all several hundred 
lollars. 


J.A.M.A., many national 


are now sponsoring lecture and 
demonstration courses given an- 
nor planned curriculum. The courses 
are given guest lecturers who choose 
their own subjects are requested 
speak assigned topic with which 
they are known familiar. 


The instructional program the 
American Academy Ophthalmology 
1921 the oldest instruction courses 
provided national medical society. 
The beginning and the development 
the course instruction the Acad 
emy forms interesting 
medical education this country. 
meeting the Council the Academy 
1920 Dr. Allen Greenwood Boston 
said: “At the meeting the Council 
the minutes the 1919 
brought this question which very 
close and will make motion 
now that the matter referred the 
Council that have our meetings 
Monday, Tuesday, and Wednesday, and 
that Thursday, Friday, and Satur- 
day, give intensified courses 
struction occupying these other days. 
have men among that could give 
such courses that would helpful 
me. make motion that this report 
accepted and placed file and referred 
the Couneil for action this meet- 
This motion was seconded Dr. 
spoke emphasize the motion say- 
ing that doing this great society 
carries out the meaning the first word 
its name, the Academy feature it.” 
October 1920, Dr. Greenwood again 
addressed the Council follows: 
wish report the proposed post- 
graduate work which the Academy will 
undertake Philadelphia. has been 
practically agreed that have 
this intensive work two three days 
following the meeting. This one 
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the greatest things this Academy can 
will have Dr. (George E.) 
Schweinitz for intensive 
(Luther) Peter for work with the per- 
imeter; (Dr. Harris P.) Mosher could 
induced give some his excellent 

The Council appointed Committee 
Instruction which Harry 
was chairman; Dr. William 
Wherry, secretary. The other two mem- 
bers were Dr. Hanau Loeb 
Mever Wiener. The first course was 
given Philadelphia, October, 1921. 
Courses and demonstrations were given 
members the Academy. The 
instruction course soon became the most 
popular feature the annual 
emy convention. The regular program 
scientific papers was continued; 
special program made motion pic 
tures was added 1935. Means edu 
cation, visual and auditory, have been 
utilized extensively the Academy. 
educational feature once established 
has never been abandoned. 

the annual convention 
Academy 1947, 109 individual and 
continuous ophthalmic courses with 
faculty 163 instructors covered 368 
continuous otolaryngic wer 
provided with faculty instruc 
tors and covering 334 hours. 

1940 the Academy 
Home Study Courses fundamentals 
ophthalmology 
Students are aware 
that they learn more rapidly follow- 
ing course directed reading than 
merely browsing through literature. 
some hospitals the teaching faculty 
small and student must work out alone 
most his graduate work the fun- 
damental subjects. When the Home 
Study Courses were first proposed, the 
subject was discussed with members 
the Boards Otolaryngology and Oph- 


thalmology. 
those covered the Boards exam 
ination and courses reading were 
then outlined. The success the fea 
ture proven the fact that there are 
now more than 640 graduate students 
enrolled the Home Study Courses 
the Academy. Subscribers the course 
are found not only the smaller hospi 
tals and clinics but among the students 
there adequate medical and 
the Academy private practice also 
have the courses and tak 
revived interest the educational 
activities the society. 

Many state and some national 
societies have instituted lecture courses 
patterned after those sponsored 
tinuation courses similar those given 
societies, some small well 
tional, are providing lecture courses 
addition lieu the old stvle med 
ical meeting whose 
mostly case reports and short scien 
tific papers with discussion. 


This new development gradu 
ate medical education that calls for 
ful direction and supervision. The 
scientific programs prepared 
papers are augmented courses 
and demonstrations. The 
veterans two more vears 
tary service are now looking tor 
portunity continue graduate study 
the various medical specialties, priv 
ilege which was denied when they 
tered military service. effort has 
been made the profession 
through schools meet 
the demands these students. 
For the next few vears, courses 
struction are going the dominant 
feature many meetings the socie 
ties specialists. the present time 
the work entirely disorganized, 
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hit and miss without definite plan- 
ning, and for the most part unneces- 
sarily expensive. 
for the recent graduate should di- 
rected along lines study required 
the national boards. 

There now lack texts and oth- 
special publications designed for the 
graduate students our field. 
policy must developed 
medical society adequately covers 
the The Boards have established 


postgraduate education and training re- 
quirements, but have done nothing 
provide facilities for meeting 
quirements national The next 
step medical graduate education will 
the crystallization adequate cur- 
ricula and concerted effort the part 
the medical profession through the 
many societies establish graduate ed- 
ucation adequate basis fee 
that can afforded the average 
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INTRODUCTORY STATEMENT 


siruggled through the early attempts stimu 
late interest eve problems see 
that someone Dr. Leo Price the 
Ladies Garment Union also 
realized how vitally important visual 
are group werkers 
His program has been devel 
with care and precision, attention having 
heen paid to all factors 


for those who 


totaling over 


such adequate 


through 
proper check carefu 
optical shop pro ! 
merchandise; careful 


refraction and correctt e 


ly set up 


accurate, economica 


Statistics m 


the hope understanding the problem 


study 


and advancing the program 
attention, and 


defects, need 


henefits after correction fall 


whole. Your Secretary particularly inter- 
ested the careful study work distances 


related machine rigidity, presbyopia, and 
factors such the height 
Our personal experience study 
ing operators exactly 
vealed this study. Recommended particu- 
lar the stress laid service; 
namely, refractive findings and correction ad- 
vised based the age the individual, work 
habits demonstrated and studied THE 
MACHINE, and the finally, 
pair occupational glasses also THE 
MACHINE. have taken the liberty 
eliminating the use the word “screening” 
this report and substituting that “test- 
ing” “evaluation.” The word “screening” 
implies (to all but the statistically trained in- 
dividual) whereby someone 
eliminated. Technically speaking, that not 
what the word means, but are not deal- 
ing with technicians 
dealng with management and employees and 
very that all delete the 
word “screening” from our vocabulary. 


Koven, formerly the United States 
Public Health Service, has outlined very 


country 


wide by the consultation service of the 


n the on Vo criticism ts the use Of the 


Koven fully re MIMICS 

this and had thought 

n ther many contacts witl fate de rrmaent 
dustries, feachers and leaders hie re ft 

their insistence that the whol ray 

ne them m a program inspired en 

equipped with visual festin equip 

services that are 
towns, and other spot 

the country where difficult for the 

ee get to the OPT ice pr t na 
here continued and rigid adherence 

modern and technics and 


tu substitute idual Office of tests for 


SUCH 


recordimg the category of visual skills a ut 


technics carefully developed the war 
proper wherever employees are stud 
evaluated. furthermore would tre 


MUSCLE 


tests for 


color, depth 
distance and near) that can 
more accurately determined any one 
the three testing instruments. 
without for careful refraction, 


the study pathology, search for field 
defects, glaucoma, etcetera 
Bur Nor Best Our CHALLENGE 
The Committee members 


disturbed about the sent 
eye care who fall 
well within the range what had pre 
considered normal. first, did not 
seem ethically right change the glasses 
who had 20/20 for dis 
for that could 
20/15 better and bring already 


seem 


near, have 


tae the picture a 
ple ernis The picture a 
‘La 
An 
& 
| 
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higher degree perfection. Close work with 
Kephart Purdue has forcibly demonstrated 
that not enough —it must best.” 
For this reason Kephart has tried present 
stand more clearly why many employees 
whom any change lenses seems over 
refinement are referred them for care 
While the vast majority can 
work well with average 
large group precision workers 
who must have not good, but the best 


are always welcomed the Joint 
Committee, are contributions 


M.D 
Secretary, Commuttee 
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EYESIGHT CONSERVATION 
THE GARMENT INDUSTRY 
Leo Price, M.D. 


NEW YORK, N. Y. 


Ladies 
Workers’ Union has been interested 
the health problems its members for 
industry receive variety sickness 
insurance and some medical service 
the form ambulatory medical care, 
either prepaid subsidized low 
cost basis, the Union Health Center. 
conservation this industry 
developed 1945 when segment 
60,000 ladies’ garment workers acquired 
new source funds for health aid 
through collective bargaining. 

The garment industry concentrated 
the New York City area where about 
per cent all United States ladies’ 
garment workers are employed. The 
garment district New York 
constitutes small, self-contained entity 


within the larger metropolis. Most 


Director, Union Health Center, International Ladies 
Garment Workers’ Union 

Presented at the New York University College of 
Medicine as a course on Occupational Aspects of 


Ophthalmology, March, 1947, New York, N. Y. 


the shops center around streets 
the west midtown section, but some 
sprawl out from this center far 
the lower east side and Brooklyn and 
the Bronx. 


two seasons the year the 
pressure seasonal activity ceases and 
most the work stops. these slack 
times much the industry shuts down, 
sometimes for many weeks. During the 
war vears, however, the industry oper- 
ated without the usual seasonal inter- 
ruptions. 

About 165,000 women and men are 
engaged the various ladies’ garment 
trades the New York 
area. They work about 
shops which manufacture every article 
The shops vary size from 
many 500 workers, the very small 
Which fewer than ten workers are 
The average shop contains 
establishment that most the 
people work. 

industry composed widely dis 
persed manutacturing units would nor- 
mally tind almost impossible set 
health service under the auspices 
5,000 ideas about 
health. The element 
this needle trade the labor organiza 
tion which each garment worker be- 
longs the International Gar- 
ment Workers’ Union. This organiza- 
tion composed separate locals. 
example, the Cloak Pressers’ craft 
are umonized one local: the workers 
children’s clothing join anothér local. 
Some the workers affiliate with oth 
ers their trade the same national 
Cloakmakers form the largest such 
separate national groups. 

Some the local unions 
ther group with locals which 
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produce dresses, others those 
which manufacture only cloaks 
The Italian Dressmakers, all the 
dressmakers who are not Italian ex- 
traction into separate local), 
and Pressers and Cutters who work 
only dresses are joined into or- 
ganization called the Board 
Dressmakers, with combined member- 
ship 60,000 workers. The opportun- 
ity for this organization attempt eve- 
sight conservation was the result 
collective bargaining contract arranged 
with the employers 1944. The agree- 
ment stipulated that the employer would 
contribute per cent the payroll 
for health and vacation fund for em- 
plovees. The conservation pro- 
gram was recommended additional 
health aid for those engaged 
dustry where vision was important 
factor skilled production the 
workers concentrate their pro- 
longed close work. 


UNION HEALTH CENTER EYE CLINIC 

The Union Health Center has served 
the medical needs garment workers 
for vears and the eve clinic has always 
been one the most active and popular 
clinics. 1934 when 
and related services were performed 
the Center, 2,381 eye services were 
per cent all the med- 
ical services. 1939 total 98,246 
Center services were rendered, which 
were for eve care. 


Optical Shop 

The early and rapid development 
the eye clinic brought out conspicuously 
that good eye care started with proper 
examination and also that controlled fit- 
ting eyeglasses was essential part 
industrial eye service. 

estimated that 1936 there were 
about 1,000 optical prescriptions and 
other services rendered, average 
cost $5.34 per pair glasses. 
1939 the number optical prescrip- 


tions dispensed and other services per- 
formed had risen 2,730 and the aver- 
age cost eyeglasses had 
$5. 1944 the concession arrangement 
(previously used) was withdrawn and 
the Center commenced its own optical 
manufacturing and dispensing. The 
first operation (1945) resulted 
8,118 optical services being rendered 
average cost $5.80 per prescrip- 
tion. The average optical cost during 
the war period, when prices generally 
were mounting, varied but slightly over 
the average cost 1936. 


Age Workers 

very vital factor the work the 
Health clinic the ages 
its patients. 1943, per cent the 
patients were older. 1945, 
study 35,000 cloakmakers 
revealed that per cent these work 
ers were over vears old; and their 


mean age was 52.7. 


believed, not major factor the 
creation eve defects. recent 
factories whole have satistactory 
natural lighting and modern 
lumination. require 
special lighting usually have 
mentary light attached. However, the 
problem illumination garment fac- 
tories has not been 
industry-wide basis qualitied 
engineers, and might reveal 
data useful for the improvement eve 
health and production. 


Job Analysis 

the garment industry, the workers 
have been divided into four broad craft- 
groups for the appraisal visual re- 
quirements 


(shirrers, button-hole makers, blind 
stitchers, 
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Hand-workers whose working angle 
not limited the rigidity the 
machine examiners, drap- 
crs, spot cleaners, etc. 
Cutters 

preliminary job analysis studies 
Dr. Virginia Lubkin, the machine oper- 


w 


ators were found have two distinct 
working distances: the actual operat- 
ing distance, and the needle-threading 
distance. Among different individuals, 
wide spread inches was encoun- 
tered between these two 
tances. For example, 
usually operated machine with her 
eves inches from the material might 
need bend within inches 
needle order thread it. was also 
found that operators are conditioned 
the fixed heights the machines they 
operate, the tables which hold their 
terials, the chairs stools upon which 
they sit, and the stoutness and length 
their torsos. 

tall woman would have bend 
would have lean back from her work: 
stout woman might have hold her 
head unnatural angle when all 
three were required operate identical 
machines. these women were over 
vears age, additional visual perform 
ance problems would arise, particularly 
for near vision and muscle balance. 
cidences muscle imbalance become 
higher people over 
for workers the garment industry 
who work for hours short distance 
vith fixed gaze. Therefore greatest em- 
phasis must placed the crucial 
statement Dr. Hedwig Kuhn 
her monograph, “Visual Job 
inately refracted, exophorias 


d 


Ophthalmologists who have had long 


\perience the eve department the 


Union Health Center have found that 
there set average working dis- 
tances for operators, but that each in- 
dividual can decide his working dis- 
tances demonstration machine. 
is, however, important know the 
minimum distances and 
which the individual needs between the 
two distances uses. Prescriptions 
must made terms the individual 
rather than the average. 

The hand sewers were found need 
fewer special working lenses, since such 
workers can usually adjust their work- 
ing distances their reading glasses. 
However, more exact visual acuity 
required hand sewers than ma- 


closely watched hand sewing while 
machine operators tend 
line the material and need not scrut- 
inize stitches. 

have frequent variations working dis- 
tances. Most the time the working 
distance the same reading distance 

or wherever they choose to place the 
object upon which are working. 


} 


Some however, 


time, 

Wool «tl Vail Vil m Wo Lt) 
feet thev change the garment 


upon wl ih the: are W orl ing 
1 al TRING. 


come nearest having 
fixed occupational distance 
the length the area over which 
bend. They are seldom required bend 
closer than inches, and inches may 
considered the usual 
tance. 

Cutters operate cutting machine 
table upon which the matertal 
cut spread. Their vision must ac- 
curate for the entire area which can 
covered the spread their arms 
anywhere from inches—since 
usually the cutting point 
will walk around the table reach his 
work-point more easily. The workers 
this craft may need bifocals trifocals, 
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and prescribing and fitting their 
glasses are often complicated problems. 

has been found that bifocals be- 
come actual handicap many indi- 
viduals who had not previously used 
them and that careful and repeated 
structions are always required help 
the individual learn how 
with them. For the many workers un- 
able adjust bifocals who are not 
yet ready for bifocals, was found 
that two pairs were neces- 
sary, particularly for machine operators 
whose working distance was different 
from their reading distance. The choice 
frame was found particularly 
important for patients wearing bifocals. 
Plastic frames without adjustable nose 
pads prove unsatisfactory many 
cases because the glasses tend slide 
and the segment becomes completely 
out focus. metal frame with 
justable nose pad has been found the 
most satisfactory answer the prob 
lem. 

The understandable desire the 
part the patient see his work 
ter has often led his securing over- 
correction eyeglasses which ultimate 
whose working distance approaches 
within one inch two from their read- 
ing distance may over-corrected for 
one function and under-corrected for 
the other. 

proper fitting must supplement 
painstaking refraction and the correct 
prescription order. wrongly 
fitted may produce serious problem, 
and indiscriminate refraction sure 
produce many difficulties. The ideal so- 
lution would have the refractionist 
listen workers’ complaints the job 
and solve the problems then and there. 


Approach Eyesight Conservation 
The importance survey 
consists the aid might bring the 
comfort and well-being the individual 
worker well for the scientific eval- 


uation visual requirements 
dustrial efficiency. 

The human instrument industrial 
only for the industrial advantages such 
brings, but also for the 
general personal comfort the indi 
vidual. 

this industry attempt 
was made screen out workers with 
nor was there 
make any changes the work-jobs 
that is, recommend shifts workers 
from one craft another. Although 
such shift might bring comparative 
relief from strain, also might 
velop financial stress. change 
cupation was pressed which might 
sult lowering the individual’s earn 
ings and creating personal dissatisfac 
tion. The primary motive the pro 
gram was improve the vision the 
worker for his own benetit. 

\nother reason for this program was 
the burden that the working 

The purpose the optical 
department was provide the patients 
the Union Health Center with the 
accurately manufactured, and 
dispensed studied standards the 
special needs the various crafts 
the industry 
similar quality could else 


cost much lower than 


where. 

The workers’ eve problems cannot 
met limited incomplete examina 
tions, nor any methods correction 
and treatment which not concur with 
accepted professional standards. 


THE EYESIGHT PROGRAM 

conservation the garment 
industry was promoted means 
for the purpose studying the prob- 
lems cross-section the workers. 
The testing unit would set the 
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factory and tests would given during 
working hours. Those members 
have defective vision were 
thorough eve examination oph 
thalmologist the Health Cen 
determine whether the worker tested 
needed eve medical service, and upon 
this specialist’s recommendations, pre- 
advice, medical treatment would 
given. Sub-normal vision would cor- 
rected providing eveglasses. Muscle 
imbalance, infections, diseases such 
which the vision would 
treated the Center referred else 
where for the required service for the 
insurance, plus hospital surgical 
also provided the health 
fund, would serve subsidize further 
the costs the disabling conditions 
quiring surgery and hospitalization 


would performed the Center, The 
with replacement lenses eve con- 
ditions changed. Frames were 
but three vears 

estimating the costs the pro- 
gram, before the testing began, consid- 
eration was given the theory that the 
extra cost required for lenses high 
power should defraved the indi- 
members would not receive 
portionate amount the funds 
able for for all. For this rea- 
son restrictions the lenses fur- 
were made, and only lenses 
white toric white meniscus, single 
vision, spheres compounds, listed 
the first three divisions the stock 


manutacturers’ chart 
were made available through 


gram. higher power would 
have for the individual 
who needed them. 

showed that only 
workers required lenses high 
fieation, but those few rule could 
not pay for the high costs the lenses 
they required. Therefore after period 
trial and error, was decided that 
any worker could receive any lenses 
needed improve near distant 


sion. 


Surveys 
The Keystone Telebinocular was 

lected the instrument for testing the 
visual requirements garment work 
ers whose work primarily must done 
short distance. The Telebinocular, 
though limited its usefulness, was 
considered the most adaptable, simple 
operate, and convenient the testing 
devices available then. Dr. Kuhn 
pointed out: telebinocular tests 
for distance acuity are accurate. 

Their near tests, except for the phorias, 

are conspicuous their absence.” 

Lubkin, 
made the following recommendations 
for adjusting the Keystone Tests: 

new near point test devised 
clarify the testing for near point visual 
acuity and also for near point fusion 

Individual Snellen letter charts for each 
eve obtained, which would afford fine 
(whether eyesight measured 
20/30, 20/40). 

near depth perception test supplement 
the far depth perception test. 


During the time that the testing was 
out the garment factories, 
such supplementary near-acuity 
were not available. 

The following standards 
were set for grading the telebinocu- 
lar tests: 

work would marked unsatisfactory 
visual acuity, less than the equivalent 
20/50 either eye for distance 
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sewers would marked unsatisfactory 
visual acuity, less than the equivalent 
20/40 either eye for distance. 


w 


for failure near point visual acuity 
less than the equivalent 20/30 either 
eve for distance, for score zero 
depth perception. 


testing team was assembled, con- 
sisting two telebinocular instruments 
technicians thoroughly trained 
forming the tests and assisted 
optical clerk obtain other essential 
information for the records. 


Two telebinocular instruments work- 
ing simultaneously shop were found 
most efficient conducting the 
survey. Three persons functioning 
team could assemble the workers 
surveyed, complete the testing process, 
and have the workers returned their 
tasks with interruption only 
minutes each worker’s manufacturing 
process, provided language difficul- 
ties were encountered. 


The average garment shop employs 
workers, and one such shop could 
surveyed less than half day, in- 
cluding setting and dismantling the 
telebinocular machines and testing area, 
explaining the purpose the test the 
workers, and making appointments for 
those workers who obviously needed 
further examination ophthalmolo- 


gist. 


Findings 

sample testing (1,704 workers 
varying ages) proved that per cent 
needed some vision correction, per 
cent more had vision adequate for their 
specific tasks but needed correction 
vision for distance for some other 
visual factor. Only per cent the 
workers tested had adequate eyesight 
accordance with temporary standards 
established. 


detailed study was made one 
shop with 402 workers who submitted 
the testing. these per cent 
failed, per cent had vision adequate 
for their tasks but needed some other 
correction, and per cent met the 
sual standards suggested. near point 
fusion tests the telebinocular instru 
ment, per cent workers over 
vears old failed the available test given 
Among the shop workers per cent 
did not wear glasses, information 
eveglass wearing was collected for per 
cent and per cent wore eyeglasses. 
Twenty-four per cent these had pre 
viously been seen 
and per cent optometrist. 
those wearing glasses, per cent 
had purchased their glasses less than 
vears previously and per cent had 
had their present glasses more than 


Refractive Errors 

1943, two-thirds the patients 
who came the eve clinic the Cen 
ter were found have refractive errors 
and one-third presented themselves for 
pathologic Among the 
proximately errors 
found among Center patients 


refractive 


vear, 63.75 per cent were presbyopic. 

1945, after the conserva- 
tion program had stimulated clinic 
tendance because eveglasses well 
specialist’s care were 
out charge the patient, the number 
patients with refractive errors rose 
per cent. 


TABLE 
OPTICAL PRESCRIPTION, GROSS 
REFRACTIVE ERROR FOR 1946 


Refractive Error Number 


Presbyopia 5000 
Hyperopia 539 
609 
615 

TOTAL. 6,763 
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Astigmatism and other refractive er- 
rors are included under the gross classifica- 
tion 


Other includes repairs, parts frames, and 


error (except for cases). 


causes the visual 
greater the patients. Among 
those workers who 
without charge, pres- 
form combination with other re- 
errors emphasizing the fact 
that older age workers value the oppor 
tunity for vision correction and take 
vantage it. 


Reaction Bene fits 

When the workers the garment 
dustry learned that provision had been 
made supply eve examinations and 
glasses without charge, the very human 
desire get something without direct 
cost led those people who 
enced difficulties with their and 
had been previously fitted (or misfitted 
with glasses secure eve 
tion and pair quickly 
possible. 


apprehension about eve 
sight. was not surprising that ava 
scended upon the Center and swamped 
eventually achieved, and was possible 
according the high protes 
sional standards established. 


However, the number patients 
questing service kept well ahead the 
number examinations which 
could performed and 
Therefore further testing 


poned order take care patients 
immediate attention. 


CONCLUSIONS 


The experiment eyesight surveys 
demonstrated that interest eyesight 
conservation prevalent when the eye 
examination and eyeglasses are provid- 
without direct charge the work- 
own organization. All workers are 
deeply concerned with the health 
their eyes, but many workers with and 
without glasses have industrial visual 
problems. The main difficulty edu- 
cate the worker the necessity se- 
curing the best professional advice for 
his visual needs. 


evesight conserva- 
thorough knowledge the 
quirements each craft after careful 
job analysis has standards. 


Visual testing during the 
riod trained testing unit 
ably the most likely approach 
dustry-wide conservation program. 
fractions workers with sub-standard 
vision should done ophthalmolo- 
with 
standing the visual problems the 
industry. optical dispenser 
with the working conditions, 
with manufacture and pro- 
vide the ordered, use- 
ful and necessary adjunct, and 
part the industrial ophthalmol- 


ogist’s staff. 


Spectacle costs should subsidized 
minimize any financial 
that workers may obtain eveglasses for 
their industrial well their personal 
requirements. 


The maintenance records, 


careful reviews statistical studies 
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are essential part the program. 
Periodic review the vision work- 
ers must carried for 
program. And finally, educational train- 
ing should supplied lectures, sim 
ple literature, and personal instruction 
for visually handicapped workers. 


Betore the task undertaken, the 
time, equipment arrange 
ments which will involved should 
estimated and understood 
those sponsoring the project. 


Workers not realize that spectacles 
themselves are not the entire answer 
the industrial their own personal 
ophthalmologic problem. Nor they 
realize that although spectacles have 
been properly prescribed skillfully 
manufactured first quality materials, 
they are not adequate they have not 
heen adapted the worker’s particular 
working distance, industrial require 
ments. indiscriminately pre 
scribed are menace and handicap 
his future industrial ability. Every ef- 
fort has been made integrate the eve 
problem with other medical problems 
that often accompany visual difficulties. 


The natural capacity human beings 
compensate for handicaps has been 
amply demonstrated the workers 
the garment industry, but this ability 
should not abused. Even some 
the more skilled crafts, workers with 
failing vision bilateral cataracts 
have been able utilize their sense 
touch and long acquaintance with their 
machines make up, apparently, for 
their visual defects. Industrial workers 
can compensate for visual defects but 
doing they create new problems 
safety and discomfort. 


the job the industrial ophthal- 
mologist reduce visual handicaps 
minimum for the benefit the indus- 
trial worker well for industrial 
efficiency. 


KOVEN 


RIGHT EYES 
FOR THE RIGHT JOB 


Koven, M.D. 
WASHINGTON, 


operators are vital for 
duction. Proper vision 
factor industrial and has 
safety. 

\dequate measurement 
cation visual requirements job 
one the most effective means 
determining the potential efficiency 
applicants for jobs. the same means, 
more common methods testing vision 
industry will discussed 


Snellen Charts 

The most common test for 
the use the familiar letter 
chart the standard distance feet 
for far vision, and the reading 
ployee’s eyes, for near vision. The use 
ment visual acuity only step 
the eve examination employee. 
base criteria visual aptitude 
this one test inadequate and haphaz 
ard. For example, man, 
passing the Snellen test may 
inept, clumsy, and accident-prone 
visual skills have deter 
mined for adequate visual examina 
tion. 

Visual Screening Tests 
Battery Tests) 

The Snellen charts represent only 
measure the ability the eves 
discriminate black and white detail 
some standard distance (central visual 
Often, the distance which 
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the work must performed not con- 
sidered making and evaluating these 
tests 

Vision complex act, requiring 
where both eyes 
must work unison. understand 
the need testing several visual skills 
would well review brietly, the 


functions the eye. 


FUNCTIONS THE EYI 
Visual acuity 
Field vision 
sion 


Depth 


Nonessential 
sense 
lositional sense 


} \lotion 


Pupil adaptation 

Dark and light adaptation 

action 


1). ( r 

Certain these functions 
sidered basic visual data which indus- 
needs appraising the employee 


for his 


VISUAL INFORMATION 
FOR INDUSTRY 
Acuity for distant and near vision 
without glasses 
for distant and near vision 


with glasses 


distance and near vision 

Color appreciation levels 


these may added careful diag- 
nostic appraisal near 


acuity, near accommodation, 
near convergence, lateral and 
vertical phorias and others) for appli- 
cants for jobs requiring 
perception working distances less 
than inches and especially 
plovees over age. Desirable 
also assistance deter- 
mining the employee’s skill, but 
not often readily available industry, 
related more the health 
rather than the efficiency the 
for example, the estimate the ten- 
sion, perimetric, 
findings. some cases speed vision 
and recovery from glare may 
portant for some jobs. 

The significance any single one 
the above tests depends entirely the 
There must individual 
correlation between the visual demands 
the job and the visual qualifications 
the applicant. 

All the necessary data can secured 
ordinary, and time and space con- 
suming, individual tests. 
vears, binocular instru- 
ments discover visual and 
appraise visual skills have been offered 
industry. These have been designed 
for accuracy, speed (3-5 
portability, 
and are foolproof possible 
gards malingering. 

This battery tests should 
SCREENING TESTS, detect 
substandard visual They 
are not diagnostic! 
dures which are necessary may 
outlined as: 


who, screening tests, 
have high standard 
for the specific job can cer- 
the proper placement per- 
sonnel, 

who appear have limi- 
tations visual skills which are 
likely affect their work should 
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person who has knowledge the 
visual requirements the various 
job classifications the plant, 
the type job for which the em- 
ployee being considered which 
holds present. 

The need for visual assistance per- 
form his job should properly inter- 
preted the employee. turn, the 
referred professional help 
port the plant medical department the 
examiner’s findings corrective lenses 
are prescribed, the vision with these 
lenses, whether they are used for 
distance vision, near vision, some 
specific working distance, and also the 
approximate return for further exam- 
inations and for routine examination. 

The three most commonly used 
screening battery test 
struments will un- 
critically, and chronological order. 


This instrument was 
1933 screen out reading difficulties 
children who might have visual prob- 
lems. The Telebinocular 
scope, using test slides, composed two 
tubular units and sliding carrier 
shaft. light attached illuminate 
the pictures. The lenses the observa- 
tion end consist pair approx- 
imately 5.00 diopter spheres decentered 
produce prismatic effect about 
eight-prism lens outward. The shaft 
calibrated quarter diopters. Paired 
cards may inserted the carrier 
test fusion sense. The carrier may set 
infinity test muscle deviation for 
distance, may set that any 
diopters may brought into play de- 
termine the deviation for near. 

This instrument has been used rather 
widely vocational and industrial se- 
lection, and its performance has 
carefully studied the Joint Commit- 


tee Industrial Ophthalmology the 
American Medical Association.* the 
basis correlation thousands ree 
ords made with this instrument 
dustry with actual performance the 
job, with accident statistics, and with 
conventional professional clinical tests, 
the Joint Committee determined some 
the limitations the tests. 
fied, practical record form was worked 
out member the Committee, 
whereby visual acuity tests distance 
have been correlated with Snellen equiv- 


Recently mechanically improved in- 
strument has been designed tests 
have been redesigned that they may 
contorm better statistical tabulation. 
new near point visual acuity test has 
been added measuring visual acuity 
the 16-inch working distance binoc- 
ularly and also for the right and left 
eve individually. 


Ortho-Rater 

The Ortho-Rater moditied Brew 
stereoscope provided with photo 
graphic plates (and Kodachrome 
for color discrimination) set two 
drums rotated crank the outside 
the instrument, and not visible 
cept through the viewing 
Tests the “distance” drum are the 
optical equivalent meters’ distance. 
Tests the drum are down 
ward angle and the optical equivalent 
inches’ distance from the lenses 
the instrument. The tests, 
when decoded, correspond 
values. The phorias are 
units prism distance and prism 

The scores which are not translatable 
into exact clinical measurements 
ranges normal, outside which the 
danger zones imbalance 
opsis measured only, 


* The Keystone Telebinocular in) industry, J.-A. 
M.A., 123:558 (Oct. 30) 1943. 
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Color discrimination tests are slid- 
ing scale for color appreciation rather 
than hard and fast color blind rule. 
Thus the visual skills tests are: 


Far phoria vertical 
Far phoria lateral 

Far acuity both eyes 
Far acuity right 
Depth perception 

Far acuity left eve 
Color vision 

Near vision acuity both eyes 
Near acuity right eye 
Near acuity left eve 
Near phoria vertical 
12. Near phoria lateral 


able and the tests can conducted 
most anywhere except where noise and 
confusion will interfere with the exam 
work 


The Ortho-Rater has unique meth 
scoring the tests which lends 
very flexible classification. The test re- 
sults are recorded combined mar 
ginal punch card and record called 
The recorded data are 
punched the code the border 
the card order permit mechanical 
sorting. For each visual skill tested, 
space punched according 
degree. Thus, groups individuals 
having the desired visual characteristics 
given type job can selected 
from stack cards running 
knitting needle through the punch hole 
representing the visual score any 
given point. Cards having slotted hole 
that point are rejected shaking 
them out. means line drawn 
through the scores obtained each 
visual test, performance pro- 
can drawn the face the 
record chart. Such profile em- 


ployee’s visual status can quickly 
ompared with transparent “model 
profile, drawn show the acceptable 


and unacceptable visual scores for the 
particular job. 


> 


The Sight-Screener 
vectograms viewed 
lenses and filters (instead prisms 
for test for near). This instrument 
based translucent target screen be- 
hind which standard illuminating 
source. The target composed 
printed the various test characters, and 
mounted between two pieces glass, 
the near one being ground 
uniform diffusion light. The trans- 
parency and the glass plates are bound 
together “sandwich” and mounted 
rigidly metal frame. The 
slotted and notched along its edges and 
geared into the control mechanism 
such way that only one array test 
characters displaved time. The 
the housing turning knurled knob 
number corresponding with the test 
characters read. 

The testee looks into the machine 
with both eves open natural man- 
ner. The left eve cannot see the target 
intended for the right eve nor can the 
right eve see the target intended the 
left eve because the right angle po- 
larization through the polaroid lenses 
the Vectograph characters. 
binocular test, both eves 
see similar characters used 
gle images. test for distance, one 
turns lever which throws pair 
compensating lenses the 
eves (giving the optical equiv- 
alent whereby they are re- 
laxed for distance insofar focal pow- 
and convergence effort are concerned. 

test near point, one flips the lens 
lever which carries the compensat- 
ing lenses out the way. The near 
point test taken actual inches 
with optical system 
tween the eyes and the target. There 
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septum interfere with the conver- 
gence angle, and there are lenses 
convergence effort. 
color test consisting plates pro- 
vided accessory used where 
ment. Thus, the Sight-Screener 


for: 
Simultaneous binocular vision 
Visual acuity far for both eves, 


right and left 

Visual acuity near for both eyes, 
right and left 

Depth perception 

Phorias lateral for distance and near 
vertical for distance and 
near 

Color 


With the Sight-Screener, key card 
the quantitative interpretation the 
screening tests. Using these values 
indicates whether not the employee 
has adequate vision uncorrected, satis- 
factory vision with present glasses, 
needs eye examination and complete 
professional care. Along with the 
ord “Visual Capabilities” the em- 
ployee card depicting the “Job Vis- 
ual Thus, matching 
employee’s visual requirements deter- 
mines the individual occupational visual 
fitness. 

These various screening devices try 
afford accuracy and speed deter- 
mining visual aptitude and fit rather 
well for the wide differences that have 
heen found the visual requirements 
demanded for maximum proficiency for 
various types jobs. However, these 
tests should not considered any 
substitute for accurate 
clinical diagnosis. They 
for screening and have definite field 
usefulness industry. They must 
used with thorough knowledge 
their limitations. 


JOB ANALYSIS FOR VISUAL 
REQUIREMENTS 

The objective the 
tests not bar workers 
but rather place them 
evesight qualifications can 
best advantage. 

Too often visual tests are done with 
oul proper regard tor the type work 
Based such tests, far too many 
instances, the decision “good vision 
advantageous recall this point Dr. 
vision that degree visual function 
ability which adequate perform 
the visual Adequate 
measurement and visual 
one the most effective means 
termining the potential 
plicants tor jobs. Without this funda 
mental knowledge gained visual job 
analysis, the full value and meaning 
visual tests are markedly limited and 
wasteful 

Job analysis for visual requirements 
entails careful survey compo 
nent part given job relation 
the emplovee’s visual skills 
the performance that job. This type 
analysis requires broad knowledge 
visual abilities and limitations 
lems accommodation, convergence, 
presbyopia, co-ordination, 
ance, ete.), lighting, physical factors, 
and the host eve hazards the par 
ticular operation. This type survey 
best done co-operative undertak 
ing which the plant medical director, 
the consulting eve physician, 
tion, and safety engineers, 
the personnel director, and supervisors 
make their respective contributions 
necessary. some instances, one per 
son with unusual knowledge and expe 
rience can qualify for 


skills. The information job 
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for visual requirements may 
vary somewhat, but general the fol 


lowing are covered, 
Check List Visual Job 
relative type training 


number 

inches or teet from eves of work 


rapid rotation, vertical horizon 
central working area, depth 


perception factors (St reopsis 


Ji 


Type visual attention required: 
fixed changing, casual con 
centrated, detailed gross (or list 
pertect, average defective 


workpoint, well surround 
shadows). Reflected 
direct glares (to eliminated 
possible Brightness ratios 
(avoid sharp contrasts 

area (functional painting, 

even. Angle working surface. 
Position work relation nor- 


mal level eves, viz., does worker 


have look down, ahead, up- 

ward (determine whether bifocals 

10. hazards: objects, par- 


ticles dusts, fumes, splashing 


borne matter; radiation, 


Type protection required. 


Proper Interpretation Standards 

When this information compiled 
and one can then set visual 
requirements type job. How- 
ever, considerable amount judgment 
should exercised not make 
these standards too rigid. Many work- 
ers, experience, learn compen- 
sate somewhat for visual 
The development compensatory abil- 
can sometimes brought out under 
the proper guidance and instruction 
supervisors and foremen who are thor 
oughly familiar with the job and aware 
the nature and degree the 
visual handicap. 


point the task assem 
bling small machinery bench where 
part the operation calls tor sliding 
small shaft into bearing, the axis be- 
ing right angles the line sight. 
worker not having depth perception 
would have difficulty 
shaft the hole. supervisor 
might suggest holding the shaft such 
way that the end the index finger 
placed against the base the machine 
would act ‘depth angle.’ Repeated 
operations would quickly develop 
that would make depth perception un- 

Thus general job training can and 
should include the training visual 
skills where needed. Advantage should 
also taken the benefits derived 
from occupational orthoptics. some 
instances, the manner operation may 
not only regard necessary visual 
Such job simplification 
factors reduction the size the 
area over which work performed, use 
jigs and fixtures 
tools, substituting eye movements for 
head movements, and small eye move- 
ments for large ones. All these fac- 
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when setting visual standards for 
each particular type job. 


Statistical Methods 

Joseph his 
the division education and applied 
psychology, Purdue University, have 
approached the problem determining 
visual standards statistical basis. 
This involves testing number pres- 
ent employees job—emplovees 
all degrees ability and achievement. 
These employees are classified, the 
basis production, quality, rating, 
whatever measures job success are 
available, into categories from 
nitely superior” “definitely inferior.” 
Then the visual characteristics the 
different groups are compared order 
determine what visual skills the su- 
perior workmen possess that inferior 


associates 


workmen not possess, possess 
lesser degree. Since measurements 
job performance are influenced the 
amount training and experience 
the job, well aptitudes and 
skills, this and other factors are sur- 
mounted careful handling the 
data. 


GOOD, BUT NOT BEST 
OUR CHALLENGE 


M.D. 
HAMMOND, IND. 
and 
LAFAYETTE, IND. 


THE recent rapid development 
terest industrial vision bringing 
the office the professional man new 
type patient. This patient not seek- 
ing professional advice because has 
become aware problem which 
believes associated with his vision. 
not seeking professional advice 
because believes his vision faulty 


Reprinted from American Journal Ophthalmology 
(July) 1947. 


adequately with 
workers the job. 


compete 


Very frequently found that such 
patients were not originally aware, 
the basis their own observation, that 
their job difficulty might due their 
tween vision and industrial performance 
methods who have 
previous controlled study ascertained 
definite pattern visual skills for suc 
cess job. These are 
scrutinized further professional con 
sultants and are approved for use 
the plant. employee 
skills not fit this pattern directed 
professional man for investigation 
his vision. not personally aware 
ihat his vision faulty. has been 
told that all probability could 
his work better received visual aid. 

would expected, visual stand 
ards industry are sometimes more 
deliberately evaluated the 
symptoms which bring the usual patient 
the doctor’s office. Ordinarily 
tient does not seek advice until his 
sion obviously disturbed and has 
cause for alarm. industry, workers 
are being requested seek 
assistance before their visual skills indi 
cate serious trouble. They 


urged visit the professional man 
when visual disturbances fall into 


category where they can diagnosed 
only terms increased, though 
not always obviously recognizable, diffi- 
culty performing the industrial task. 

is, therefore, expected that 
among these industrial patients the pro- 
portion individuals with severe visual 
defects much lower than among ran- 
dom group ordinary patients. The 
visual demands industry are intricate 
and sometimes the worker whose visual 
skills are only slightly lowered the 
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usual may none the less 
ing his seems the that 
these workers come for 
skill that would say, “Why, 
handicapped the performance his 
job because requires BETTER THAN 
NORMAI eves. 

job which the authors recently 
observed printing establishment 
volved the preparation lithographic 
plates. These workers were comparing 
negative plates with orig 
inal copy for shading colors 
tained varying the concentration 
the dots which the plate will 
transter the color to the page These dots 
are small barely discernable 
with the naked eve but the worker must 
obtain the proper concentration 
sure the proper shade) and the proper 
distribution (to insure proper silhouet 
ting the picture detail). The worker 
such job must seek “better than 
normal” eves. His visual skills are 
greatest importance. The best work 
ers this job showed 
the usual 20/20 
Therefore, workers whose near vis 
ual acuity was the equivalent 20/20 
men for visual aid, since their 
equivalent 20/15. Here the profes 
sional man must expand his usual clin 
ical concept defective vision and rec 
ognize the need these workers for 
the best possible near visual acuity. 

the medically trained individual 
there must first natural hesitancy 
from 20/20 20/15. since 
this greater than normal 


the specilied needs as best we can. 


are necessary for such jobs 
hosiery looper, gager parts, as- 
sembler small mechanisms (such 
cameras and watches), name but 
Among 450 industrial jobs studied 
the Research Center, 
Purdue University, per cent were 
found require better than 
\mong the same group jobs, 
cent were found require acuity better 
than 20/20 inches, and per cent 


These illustrate the number 
where visual demands are such 
that workers with normal nor 
mal vision May Neve rtheless be hand) 
capped performing their in- 
dustrial tasks. the stand- 
ards used industry are usually 

and represent only the 
needed keep the indus- 
trial more success and more 
outstanding performance, 
visual acuities may often desirable. 


becomes apparent therefore, that 
the professional man treating industrial 
patients must think less correcting 
visual defects and think more im- 
proving visual skills which may already 
already use can expanded im- 
vision beyond the limits indicated 
the usual practice. New 
methods and new pre wcedures will be de- 
veloped meet this increasingly 
task 


problems where our equipment com- 


especially for 


pletely inadequate. 

longer the professional man 
limited only giving assistance where 
now responsible for 
necessary assistance which will raise 
the visual skills above the cate 
“good, but not best.” 
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VISION INDUSTRY 


HAMMOND, IND. 


privilege indeed for Hoosier 
from the realm the smoke stacks 
industrial northern Indiana invited 
the story “Vision Industry.” 
father’s old friend, Dr. Alice Hamilton, 
the chairman your opening lecture, 
will surely agree with that the most 
difficult hurdle pioneering her great 
work industry was find ways and 
means getting the physician work 
inside the gates industry. Not until 
leaves the “ivory tower” his private 
office, his class rooms 
tories, clamber over and under greasy 
swift moving machinery given plant 
with its specific problems life, 
will that physician truly understand the 
picture, the complete picture. 
age super specialization, all too few 
get the complete picture. Let belong 
those who do. 

Both management and the worker are 
uncomfortable 
physician until they become acquainted 
the environment their work. The 
consulting physician also feels awkward, 
until able speak with 
and first hand knowledge the many 
factors involved. Confidence doesn’t 
come out books and 
theoretical deductions, but out what 
one could call plant experience. The key 
success industrial medical pro- 
gram (and I’m sure that the other 
speakers your Course have, would, 
bear out) close liaison between 
management, the workers, and the med 
ical expert. Anything else artificial, 
sterile, and unproductive the rich 
results that follow team work. 

equal importance stress, the 
importance recognizing the over-all 


Lecture given Yale University Institute 
pational Medicine, March 25, 1947. 


program, and the relative merits 
component parts. A complete program 
is, course, the blue print 
used vardstick, whereby any 
vidual plant can measure check 
ing off those that already 
should apply. There large 
plants particular, all parts 
ota complete program are both 
and advisable. There are plants 
that can solve most their needs 
vidual sections program 
While Institute uses the 
our discussion today the lit 
dustry. must indicate, course, 
that private practice the ophthalmolo 
does concern himself with 
dividual’s occupation 
home her sewing machine, have 
occupational problem; but the sew 
ing machine operator, transplanted into 
ting mill where several hundred sewing 
machine work fixed 
chines with fixed 
and illumination and rigid eight hour 
day, has many additional problems prop 
erly called industrial. 

sequence the individual units that 
gether make the whole industrial 


eve program. 


Medical and Surgical Care 

Injuries: 

all know that the services first 
made industry ophthalmologists 
were the field medical and surgical 
care eye patients. The picture here 
has not changed too much the 
days, the general over-all 
improvement our knowledge drugs 
and technics. One very important pro 
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cedut howeve r, iS vel completely icals have been added to the alread, 
appreciated ever\ where. nor carried previously complicated list, and it is 
out; the man with injured something keep with the 
hould sent straight from the these hazards, their effect 
tor the ophthalmologist, not first to the the eye externally Or s\ stemically, and 
onsulting physician, who, after digging proper treatment for injured eves. 
sends the man the oph present sponsoring 
Novist Jur chance to do a good the compilation of a handbook ot tOXic 
injured eve never too hazards they eves—detailed, 
need the chance start giving the each chemical, 
without any handicaps. Many naming the toxic elements some 
untrained care the first hours. what, any, special treatment indi 
embedded the cornea, lems are limited, need under- 
chemical burns various types, and vhich are 
know, course, that any chem 
icky job and distigurements result all 
ical that splashes into eye, any 
vapor that makes contact with the 
eve, any chemical particles that get 
plea that industrial nurses work 
into the eve, whether they dissolve 
the tears not, requires one thing: 
and that these orders 
IMMEDIATE AND IRRIGATION. 
incorporated her complete med 
the risk indicating something ut- 
terly simple this group experts. 
mon practice putting ointment the 
would like emphasize this urgent 
eve aman has been burned with 
stream water can irrigate the 
T1¢ our hands more etfectivelv. The 3 : 
lid spasm too great. The result 
medical man perhaps does not 
that the face has been 
realize this when sets his standing hed. 
from the eve consul 
can irrigated. correct this tragic 
eve injury. The removing the 
signs within the gates industry 


and replacing them “Dispensary” 
contributing 
notes layman, Red Cross trained in- 
connotes medical personnel. 


fair knowledge the toxic hazards 
ine) which worke rs’ eves are exposed is, 


course, Many new chem 


where the chemical hazard great 
should have available pails water 
low, shallow that can instantly 
with water. man will 
his head into pail water and open 
his eves, will the best job possible 
irrigating the conjunctival sacs, 
immediate measure. Such provision 
is, the opinion those who work 
around chemicals and eye injuries, 
prime importance. The second step 
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rush him plant dispensary where 
after anesthesia, copiously 
irrigated trained individual 
Here, careful plant medical aid 
treatment can much greater 
portance than that which doctor can 
after gets burn case. The con 
tinuing action alkalis from cell cell 
isa very terrible problem with which 


Protection Equipment 


medical consultant industry 
playing fair himseif manage 
ment until has made careful and 
thorough study the actual eve haz 
ards the plant question all 
the industries for whose eve programs 
msible. The ordering and choice 
safety eye protection equipment 
pends entirely the type existing 
hazards found the individual 
plant. This high the list 
ommended practices” they are being 
set the National Safety Council. 
Management errs very frequently 
deciding details from its home office 
for instance, ordering hardened safety 
spectacles with side shields put 
everyone the plant. Such order, 
carried out, would kill all prospects 
successful eve protection program. 
The employees know better; know 
that side shields are for specific types 
eve hazards, not for general wear. Too 
many industries choose eye protection 
equipment for their men either from 
catalogue, salesman’s line, the 
untutored desires and requests their 
employees. illustration the case 
drop forge shop. Here the men, 
fearing the infra-red radiation heat, 
requested “goggles with heavy tints.” 
shop dark and 
poorly illuminated. The reaction when 
these men removed the heavily tinted 
goggles after day’s work was 
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and problems irritability and quar 
reling were common. Upon detailed 
were only small group within the forge 
shop that really needed the type 
filter that everyone 
Dark lenses were removed from per 
ent the workers with excellent 
afraid. They had asked for tinted 
and the safety man had 
The amount color filter means noth 
ing the chemistry the glass 
that stops the infra-red ultraviolet 
rays, not the density tint which 
fects mainly visible 
vou see, important that the medical 
consultant general medical 
study eve hazards and 
eve protection equipment, and that 
really knows the facts before voices 
opinion. Some very dreadful recom- 
mendations eve protection have been 
made armehair medical men. 


Close Co-operation 

with Management 
Co-operation with management 
portant for general principles 
pediting and mplementing industrial 
eye program and for three additional 


reasons: 


The many phases over-all 
dustrial eye program 
correlated the medical director 
consultant. 

while primarily based 
evaluations, nevertheless 
scrutiny and guidance the medical 
consultant and his thorough 
edge the human being for pre- 
placement purposes. 

We, doctors, would well 


learn participate the analyzing 
and evaluation fact-finding data 
have lot learn spite our 
allergies statistics. Interest and 
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sharing laying out the basic pol 
icies for corrective procedures and 
for research work has proved 
fascinating and satisfying. 


Thorough Knowledge 

Joh 

Here strike item which 
perhaps our real success with 
program industry depends. Hay 
ing tramped the aisles and poked around 
chemicals, aircraft, cement, soap, 
automobiles, superchargers, textiles, 
drugs still have find the plant 
and important. One must from job 
job with guide who acquainted 
with job operations the foreman 
the shop During the war end 
less stions were received the 
Joint Committee Industrial Ophthal 
what would solve this problem 
shipvard, that problem gas 
mask plant, what could suggested 
unsnarl the tangle rejected items 
the assembly line radar equip 
ment? was privilege well 
duty study visual skills required for 
many widely differing jobs. One looks 
back with amusement mixed with shame 
vears ago. essential through 
plant. for which one medical per- 
responsible, with great care from 
the standpoint understanding the joh 
demands and the visual skills 
You will see little later that one can 
Set uba simple method of checking iob 
operations from and 
for our self education. The important 
thing “know how” many things, 
through direct and personal contact. 


Testing 

and many questions asked 

what visual testing should 
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used various industries. Here, let 
agree once the necessity for elim 
inating the word Screening 
separating out. the thinking 
and interested all types preplace- 
ment and testing, vis 
diseriminatory 
used just that, and cannot 
the worker for suspicions. 
Now, however, the facts are just the 
opposite. use the term 
scrutinizing skills and 
use rigidly and with justification. 
What provide testing tech- 
accurately record all 
the visual skills individual. These 
skills form pattern, speak, and 
this pattern matches certain job 
demands. ten individuals being 
interviewed and examined for five dif- 
ferent can actually place each 
these ten men the job for which 
his visual skills are best fitted. There- 
vidual who previously might have been 

jobs. Previously many instances 
individual with one blind eve very 
low vision one Was automatically 
when this fact was discovered. 
Now our visual standards, profiles, 
will indicate the job which he, 
one-eyed individual, may better than 
two-eved individual. While there are 
legal complications certain states 
employing one-eyed individuals, these 
will eventually eliminated and both 
management and the emplovee will ben- 
efit proper preplacement procedures 
including placement men. 

The tests that have been de- 
veloped the last six seven years 
are nothing more than the mechanical 
dividual tests they have been, and 
still are, made the office the profes- 
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sional eve man. have always been 
able test acuity for and near, 
test for muscle imbalances phorias 
for and near, test for ster 
and for color 
dividual tests are time consuming, are 
uneven their application, and require 
lot paper work. The objective 
hind the development 
used industry has been bring 
together the group above named tests 


into machine which accurately: 


standardized and smoothly recording 
possible. all know, for instance, that 
acuity readings taken the 
people the same individual can have 
ten different recordings, depending 
such factors illumination, patience 
memorizing, and what-not. the bat 
tests, these factors 
are eliminated, there can maling 
ering, the results are standard, the oper 
ator the equipment not vulnerable 


The question often asked, and 
lieve was the minds Commit 
tee, here, the the 
various visual testing 
large and small plants. other 
would best plant different 
from what best another 
When should record the visual 
skills and all the data obtainable and 
when just part and what part? 
Here, everything depends one’s real 
istic practical understanding job 
eration, available personnel, and 
plant problems. perfectly true that, 
for instance, not know how im- 
portant knowledge the phorias 
the auto industry may prove be, and 
though know that the 
ing technics testing procedures 
might well supply many unexpected 
answer, must realistic. Un- 
less want bog down, seek set 
visual testing program that right 


fully convinees management 
their “first needs 
building from there. example, 


steel mills and the industry, 


except for certain departments cram 
operators, 


that the not present 
same eve problems the 


not) itself very great step tor 


All too many plants 
not have record individ 
ual’s betore him. 
other plants have records which are not 
another man and landed his 
this man was found have verv low 
sion due senile cataract, not the 
impact the Management had 
fact. no record at all of this man's vi 
sion. had not been pretty decent 
individual and acknowledged the 
that his vision was low before the 
jury, would have won his case 
fore the Industrial for 
other reason than that previous 
ord had been made and the 
would have given the the bet 
the doubt. 

There are three U\ pes ot battery tests 
this time: the 
the Keystone instrument; the 
Screener, worked out the 
Company and the Ortho-Rater 
Company. 

companies nor brief for any 
one type instrumentation. The 


choice plants the test chart 
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changed. The has been 
qualifications 
for testing visual skills. The 


mie the 


rather 


record sheet and the, present, 
the use the instrument industry 
supporting program 
Calumet region. Here, after test 
sand individuals, were able 
cover all the things did not want and 
much what did want and need 
and testing program 
important thing not the instru 
el itself, all three of these imstru 
technically 


MPORTANT THING Is TO HAVE \ 


orderly sequence fact 
oft what isto be done with the 


formation recorded each 


vhat turther investigation research 
ceeded : Where does it lead one and 
What does possible; how can 
he data be used for corrective proce 
lures; and the many, many other 


tressed Never 


and cons individual instrument 


divert vou from the real value and 
You 1s to secure accurate 
records and something usetul and 


with them 


Understanding 
and ( ol r in /ndustr\ 


and the use color 


again, can and should 


assistance management the over-all 


understanding what light glare, con- 
trast, and color does the eves. 
the mere hanging lighting 
salesman and calling that 
illumination, found the 
commercial salesman setting fixtures 
with three times the total illumination 
necessary because the fluorescent tubes 
use the electricity (current). This 
brought the utility companies one-third 
the previous meter readings. That con- 
dition has been corrected, but many 
due lack training the 
part salesman called indus- 
try study illumination are taking place 
constantly. Management has right 
expect its professional eye consul- 
tants understanding what illumi- 
nation required and what illumina- 
tion some plants, this 
greatest importance. One thinks 
where all too often every conceivable 
type illumination found present 
the department where original color 
copy work done: every man for him- 
trial and error basis. The 
principles illumination are not easy 
understand, least, most medicos 
not tind them so. But can, work- 
ing closely with 
engineer, learn great 
deal, and he, turn, working with 
us, can learn much also. 


medicine have responsibility bring 
lems the attention our medical so- 
The general medical man the 
outside given community can learn 
very much through our guidance. 
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would all very did not 
tell his private patients, the plant 
change vour job. The glare where vou 
work injurious your when 
(the doctor) never has seen either 
the alleged glare and knows nothing 
the job operations involved. greater 
disservice rendered the furthering 
effective industrial medical pro- 
gram, than having the 
titioner making hard 
ments about matters which knows 
nothing. 


need also impart some our 
knowledge management itself and 
organized meetings foremen and 
safety committees the plant. Time 
spent with industrial nurses and other 
groups participating various phases 
industrial eye program are also 
fruitful contacts make. talking 
the foreman and safety men plant, 
the use Kodachrome slides actual 
eve injuries far more effective than 
putting glass eye frame with 
black ribbon around it. Pictures 
injured eves stick one’s mind. 


IX. The Private Office vs. 
the Plant 

There are many industrial problems 
including preplacement and pre-employ- 
ment visual testing, addition the 
care-for-injury program, 
need make decision who, 
where and when. Whether best 
conduct such tests one’s own office 
not depends its location with 
erence the plant, plant transportation 
facilities and the actual physical 
layout one’s office. Men, sent com- 
pany time, must taken care 
promptly both management 
employee become irritated 
sponsive. There are many situations 
which there alternative and 
essential work inside the plant. 
some parts the country, the large 
plants have several ophthalmologists 


certam number hours designated 
the plant departments. 
cially true where visual survey 
ing made, where accelerated pro 
gram corrective procedures being 
set up. During the war, for instance, 
had one retractionist, who was mem 
ber our staff, duty plant eight 
hours day, six days week, refracting 
down and all applicants who 
meet the visual requirements. Some 
members special department where 
there have been eve problems, visual 
these 


The question who should these 
and how should done 
very much the news” 
speak. own experience indi 
cates that essential have 
operative and properly trained individ 
uals doing refractions, and these are 
done inside plant, work 
closely associated with the medical 
with the medical consultant that 
plant. When say properly trained, 
mean able careful and accurate 
the “job distance” and able choose 
whether actually neces 
sary. Here, might indicate that our 
office over the last twenty where 
refract both with and without 
cloplegics, have found many more 
cases than had expected where 
can excellent job without drops. 
Here too, run into controversial 
sues which one must the 
strong light realism, else manage- 
ment will throw over the whole plan. 

most, there are four five thou- 
sand ophthalmologists country 
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Few, any ophthalmologists 
ence and worth will content 
fract and only. The 
the war where optometrists 
portion the refracting and the 
country during the war where optome 
trists were the and bore the 
brunt the refracting program 
ed the need for this tvpe ot co-opera 
tive Dr. Jean Felton the Mon 
Company says: 

services that comprise the full 
eve program are being executed pro 
fessional eve people, vou wall, spe 
the optometrists, and 
nel. have been perhaps more far 
and have either con 
vinced management the wisdom 
such have been secured 

job done us. Frankly, this has 
sulted trom the aloofness, disinterest, 
and some oculists 


leave their office buildings 


for the work performed 
them has been and 


satistactory the medical This 
mandatory, for want very 
best prevention and ex- 


tended the This vour func 


tion, and unless effort 
made vour group, this vast will 


oculist level.” 


recent article Lawrence 
Post the Journal Oph 
thalmology has presented this situation 
very realistic framework. per 
true, would the leaders the 
American Optometric Association deny 
it. that there are regions this country 
where the optometrists, through 
proper local leadership and because 
inadequate training have tried 
the “bit their Several situa 


tions the east are especially 
able. But, and large, top leadership 
the has indicated and demon 
strated sincere desire control its 
sheep, even our medical leader 
control our black sheep. 
have make decision some time, 
and soon, whether want co- 
operate with, help train, and set 
and ethical program, not only 
generally but especially for industrial 
refracting with the 
sion will have frankly admit 
and guide indus 
trial eve programs. 

The part industrial 
program vital its full success 
and its endurance. This especially 
truc, those industries where near 
sion skills are paramount importance 
the suceess the industry itself, 
such the textile industry, small parts 
assembly, electric light filament, kodak 

sembly and many, many others. You, 
medical leaders today 
tomorrow, surely, groups, 
have axe grind. regularizing, 
some other way, the con 
tributions made optometrists 
dustrial problems, surely everyone 
will seems actually that 
fusing the co-operate and 
over-all eve program which optome- 
trists have place, invite our own 
would like make our own decisions 
choice staff, not have arbitrary 
ruling made hedge in. Manage- 
ment wants results and with the tre- 
spurt interest and activity 
ccived during the war, management 
not going sit idly while settle 
leological differences. 

Angles 

any discussion industrial 

problems, the medico-legal angles are 
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many and varied, depending the state 
which one works. The Joint 
the moment, gathering material 
Industrial Commission fee 
their general set-up the various states 
and studying variations their work- 
rules. 
found 


mendous 
the various states and the serious in- 
justices both employee and man 
agement, indicate how far behind our 
medico-legal program is. For 
instance, relatively few states have 
second injury fund, which clearly indi 
cates the complications arising 
state where advocate the placement 
one-eyed individuals. The 
generally has worked parallel to, 
instead with, the medical profession 
sired and would all 
parties concerned. 


between 


Constant Search for Knowledge 

The blue print, one might call 
outlining industrial eye pro 
gram, both whole and part, 
dicates, how each and every one 
ent connected with industrial work 
contemplating entering into it, will 
search for more knowledge. The sur 
face has barely been scratched this 
working with every type 
industry, every type eye program, 
working with illuminating 
with insurance underwriters, with man 
agement groups, applied psychologists, 
and employees themselves, shall, 
piece piece, add the picture. 
spending many, many hours large 
drop forge shop, and talking their 
foremen groups, have learned more 
about the actual eye protection 
these men who work with infra-red haz- 
ards than could have learned from any 
book reports laboratory experi 
ments raciation. The optical com- 
panies have also too often pushed mer 


chandise without the necessary “on the 
knowledge. our plants, have 
been taking off lenses 
about fast uniformed people put 
them on. 

May urge particular that ATTEN 
GIVEN ESSENTIAL OBJECTIVES, 
WITH LESS EMPHASIS 
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News 


AMERICAN ACADEMY ALLERGY 

The American Academy Allergy 
will hold its annual convention Hotel 
Jefferson, St. Louis, Mo., December 
inclusive. All physicians interested 
allergic problems are cordially invited 
attend the sessions guests the 
Academy registering without payment 
fee. The program, the scientific, and 
technical exhibits have been arranged 
cover wide variety conditions where 
allergic factors may important. Pa- 
pers will presented dealing with the 
latest methods diagnosis and treat- 
ment well the results investiga- 
tion and research. Round table confer- 
ences will held Monday 
December 1947. Advance copies 
the program may obtained writing 
Charles 634 North 
Grand St. Mo. 


NATIONAL SOCIETY FOR THE 
PREVENTION BLINDNESS 

data the relationships between cer- 
tain maternal infections and congenital 
malformations. nation-wide study 
being sponsored the American Acad- 
emy Pediatrics and the National So- 
ciety for the Prevention Blindness. 
Questionnaires are being sent obstetri- 
cians seeking the reporting cases 
German measles expectant mothers 
and children with congenital defects 
that might attributed other infec- 
tions the expectant mother, such 
fluenza. 

Although association has been es- 
tablished between the occurrence Ger- 
man measles early pregnancy and cer- 
tain congenital defects the 
information lacking the fre- 
quency with which this happens and 
the possible influence other com- 
municable diseases that might have been 
contracted the expectant mother. 

Data will studied the following 
committee: Herbert Miller, M.D., 


Professor Pediatrics, University 


Notes 


Kansas Hospital, Kansas City, 
Stewart Clifford, and Clement 
both Boston, Mass.; 
bor, Mich.; and Herman Yannet, M.D., 
Southbury, Conn. Physicians know- 
ing cases are urged register them 
with Dr. Miller, chairman the com 


The Leslie Dana Gold Medal, awarded 
annually for outstanding achievements 
the prevention blindness and the 
this year Dr. Frederick 
National Society for the Prevention 
The medal was presented 
Dr. Lawrence Post, St. 
the meeting the American Academy 
Ophthalmology and Otolaryngology, 
Chicago, Thursday, October 

Dr. Verhoeff was selected for this hon 
the St. Louis Society for the Blind, 
through which the medal offered 
Mr. Leslie Dana St. Louis. This highly 
prized token recognition the field 
public health given upon the recom- 
mendation the for Re- 
search Ophthalmology. 

Dr. Verhoeff professor emeritus 
ophthalmic research Harvard Medical 
School and consulting chief ophthal- 
the Massachusetts Eye and 
Ky.. received his degree Doctor 
Medicine from The Hopkins 
School Medicine and studied 
served major the Medical Corps 

Dr. Verhoeff Fellow the Ameri- 
can College Surgeons and the 
American Academy Arts and Sciences. 
has served president both the 
American Ophthalmological Society and 
the New England Ophthalmological So- 
ciety, and chairman the Section 
Ophthalmology, American Medical Asso- 
ciation. Renowned for his research 
diseases the eye, Dr. Verhoeff the 
author numerous scientific 
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Symposium: Psychosomatic Manifestations 


GENERAL ASPECTS 


NEW YORK, 


BY INVITATION 


today present certain generaliza 
tions about psychosomatic approach 
and understanding problems that 
will encountered the practice 
ophthalmology and otolaryngology, and 
suggest that combined attack upon 
them specialists and psychiatrists of- 
fers valuable leads for research and 
therapy. 

called the Wilmer Clinic, 
was privileged see great variety 
patients whom emotional factors pro 
foundly influenced the picture 
presented. Most these were patients 
whom psychoneurosis manifested 
atypical pictures. Some were 
with bizarre and delusional 
eve complaints. Others 
postoperative excitements and delirious 
reactions, and drug induced, and 
there was interesting group appar 
the bandaging both eves, and often 
operated eye. shall not bore you with 
details of case histories, with one excep 
tion, but will try touch upon some 


derstanding. 


Presented at the Fifty-Second Annual Session of 


the American Academy Ophthalmology and Oto 
laryvngology, October 12-17, 1947, Chicago, Ill. 


Having been myself occasions 
patient your hands, have often 
wondered how you interpreted the find- 
ings audiogram visual field ex- 
amination with such preciseness when 
obviously the state attention 
inattention, the amount fatigue, the 
tion, the prevailing level the sub- 
could materially affect 
his test performance. would expect 
that marked could ex- 
pected, even normal subjects. Fur- 
thermore, along with others, have deaf 
friends, and have long noted, 
commonly known, that they frequently 
hear well what they want hear, 
when they are ease and free worry, 
and fail hear that which they 
want hear, which bores them, 
fails challenge their attention. This 
realize that vision and hearing are both 
simultaneously physical and psycholog- 
ical processes. Not only must the 
tures eve, ear, and nervous pathways 
intact, but psychological attitude 
toward the experience must exist which 
active order that the sensory expe- 
rience not only perceived but 
tegrated into the totality previous 
Dissociation the visual 
auditory sensation may occur whenever 
the subject changes his psychological 


State. 
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And then, course, psychiatrist, 
great range patients states psy- 
choneurosis, depression, schizophrenia, 
ete., often harping deluded about 
eves, nose, ears and throat, where was 
evident that the organ was longer 
the service the person, but the person 
the service the organ. Among them 
are those who demand 
examination, those who insist nose- 
straightening, those who search cease 
lessly for the perfect pair glasses, 
who are convinced that their depression 
would over only some ophthalmol- 
ogist would adjust their glasses prop 
erly, and those with compulsions gaze 
and look sexual organs, who dam 
age even destroy their eyes their 
need free the guilt associated 
with visual sexual memories phan 
tasies. 

The answer, believe, obvious. 
are treating human beings, not organs, 
and every organ profoundly moditied 
its physiology and pathology the 
personality its This the 
fundamental tenet psychosomatic 
medicine, better phrased Dr. 
David Barr, “comprehensive 

striking that this orientation has 
come lately into the acceptance 
internists and specialists. Yet today 
sure that would all agree that 
the function treat people, 
not diseases. There are few diseases that 
have not their emotional components, 
and this often first importance 
the etiology, the course the disease may 
take, the length convalescence and 
recovery chronicity. Could all put 
into practice such orientation, there 
would less unnecessary surgery per- 
formed, fewer sinuses punctured, fewer 
monotonous and unending blowing out 
eustachian tubes, more patients would 
provided support and understanding 
throughout their illness and numbers 
human beings could 
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process running from one 
specialist another search help 
which they not 


There doubt but that the field 
psychosomatic medicine has illuminated 
and detined many the hitherto 
scure correlations 
and bodily disturbances. 
medicine the study and treatment 
bodily disorders the nature which can 
only understood when emotional and 
physical facts are jointly appreciated 
view about medicine. All good medicine 
and always has 
merely reasserts the prin 
ciple that has been 2,000 
vears, that human being patient 
must considered his entirety, that 
emotions and are medical faets, 
that emotions frustration, 
depression, anger, fear, ete., can throw 
entire organism off balance and lead 
upsets organs organ systems. Con 
crete proof hand through methods 
that changes blood vessels, intestinal 
gastric secretion, muscle tonus, 
and humoral and hormonal regulation 
occur whenever any strong emotion pre 
vails, and can lead and 
even permanently irreversible structural 
changes within the human body. Char 
acteristically, over-activity the au- 
tonomic nervous system appears 
diate the physical changes which are 
most often expressed end organs 
spasm smooth muscles. Wherever 
autonomic innervation exists, the possi- 
bility modification through feelings 
and emotions exists. Psychiatry one 
aspect medicine predicated upon 
the certainty that the emotions which 
operate bring this about can 
and logically studied. They 
have their own causes and law ac- 
tion, and their understanding only 
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found the personality the in- 
dividual. 

While the most 
tions disturbance have 


manitesta 


orders diabetes, hypertension and 
hyperthyroidism with their known 
fects on the eye, cardiac clisease, bron 
chial asthma, arthritis, colitis, and 
skin disorders, there increasing evi 
dence that the same factors operate 
many the conditions treated 
and the 
gists, particularly such states glau 
vertigo (or dis 
ease), rhinitis, phar 

deafness, retinal 


Much 
explored 


hemorrhage, ete remains 

widowed 


waitress who had been under observa 
for York 
Hospital for over When 


first she complained having had 


glaucoma 


two attacks pain and diminution 
vision the right during the pre 
ceding month. Although 
elicited the time, was later learned 
that the time onset she felt under 
considerable stress because her 
and the necessity having 
support and care for her helpless and 
seme mother, This, oft course, does not 
constitute proot 

However, during the next four vears 
she had seven eight attacks charac 
terized pain the right eve and blur 
ring vision, lasting long 
hours, and often occurring 
relax and sleep. 

Five vears after she was first placed 
under observation she became acutely 
upset emotionally when her mother ran 
out the house, disappeared, and was 
hour 
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later. this time the patient began 
have and steady pain her 
right eve. She came the eye clinic, 
where examination 
the right eve and normal intraocular 
pressure. The pupil was mildly dilated 
and inactive light. There was 
nite but the patient denied 
having taken any which 
might cause this. 

pressure was found 
and the left 


eve. days later iridencleisis was 


the right eye 


performed the right eye. Her blood 
pressure this time was 120/68. 
the next twenty-nine months 
pressure her right eve varied between 
and and her left eye between 
sions during interviews when she dis- 
material, somewhat 
hivher readings were obtained. 
intervals, however, when she 
laxed and free anxiety, pressure rare 
Six months later she was unusually 
tense. During another interview, while 
talking about her many years worry 
regarding her epileptic son, intraocular 
eve and the left eye. Again later, 
she stated that she 


and since having quarreled 


worried 


with her boss several hours previously. 
While speaking about this her intra- 
ocular pressure was found 
the left 
Blood pressure was also somewhat ele- 


the right eve and eve. 
vated. 

This patient was born and reared 
New York She was Scotch 
Presbyterian extraction. Her early life 
had been unhappy because her mother 
was domineering, inconsiderate, and 
later life drank excess. The patient’s 
father was alcoholic, was abusive, 
and often stayed away from work for 
weeks time. died when the pa- 


é 
aye 


tient was age and she had 
she married happily. Three years later 
her husband died tuberculosis. She 
then went work waitress sup- 
port her small son and her mother. Since 
this time she has devoted herself their 
welfare and has not had vacation 
over twenty She has never used 
alcohol tobacco. 

this patient, was possible 
tain history anxiety and 
producing life situations 
cided with the onset her disability 
and with exacerbations increased 
symptoms and elevated pressure. More 
however, the evidence 
rise pressure which accompanied the 
increased anxiety associated with dis 
cussion life situations. 
can assume, therefore, that the eve par 
ticipated the emotional upheaval. 

That emotional factors 
cause fluctuation pres- 
coma has long been noted. Ina series 
New York Hospital 
possible demonstrate definite changes 
intraocular pressure during psycho- 
therapeutic interviews and correlate 
these with emotional reactions frus- 
trating personal problems. Elevations 
pressure were found associated 
with emotional reactions anxiety, 
anger, depression, whereas other 
times, when the patient was relatively 
happy and well relaxed, the pressure 
tended low. 

Evidence accumulates from second 
area. The same reactions emotional 
stress have been demonstrated 
relation the mucous mem- 
branes the nose. The changes ob- 
served were two main patterns. The 
first involved vascular constriction 
the nose with shrinking the mem- 
brane and increase the size the 
air passages, and such changes accom- 
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panied feelings fear 
The second type was 
hyperemia the turbinates and 
nasal septum, engorgement the nasal 
mucosa, and increasing 
companied obstruction breathing 
and often Often this was fol 
lowed secondary pallor with mucous 
membranes the remaining 
and edematous. This defensive 
pattern shutting out with 
emotional 
and teelings frustration, well 
following weeping. one subject stud 
continuously over eight months, 
terations function were 
served during day day life stresses. 
During period fear and depres 
sion following his illness, pallor 
the mucous membranes 
served, with increase the size the 
air situations where felt 
threatened, the reaction was one 
peremia and sneezing, with cre 
tion and obstruction 
such times had frequent colds with 
sneezing and coughing, postnasal dis 
charge and sinus headache. Further 
more, series patients with chronic 
nasal disease was found 
correlate the onset and 
riods exacerbation with episodes 
special situational and emotional stress. 
subject with large gastric fistula, 
vascular changes the nose involving 
hyperemia pallor were 
parallel such changes the mucous 
membrane the stomach. Presum 
ably such vascular fluctuations occur 
all organs, not excluding the brain and 
its end organ, the retina. has been 
further demonstrated mucous 
viduals, deeper structures, including the 
bronchi, constricted during emotionally 
shown result asthmatic attack 
brought discussion bitterness, 
failure, and helplessness during sodi- 
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interview. When such nasal 
gave rise troublesome 
coupled with infeetion, chronic nasal 

The these for 
the otolarvngologist seem evident, and 
point far greater need for study 
and understanding the emotional lite 
every patient suffering with 
Loo, it has its pertinence to the proble mm 
the common cold. 
cho 


third special organ, the ear, for evidence 


support our plea for 


vealed that functional hearing loss and 
funetional elaboration organic hear 
ences. Army hospital per cent 
the were found 
detinite personality abnormalities. About 
per cent the group were 
hearing loss. other words, about 
the hospital because defective hear 
ing was have emotional prob 
lems causing aggravating his disabil 
itv. quite possible that the same 
proportion would found operating 
blots out extraneous sounds 
environment active mental pro 
cess Because all hearing 
only partial hearing, strong 
emotions prevail likely that this in- 
exaggerated, and 
some diminution hearing results. The 
normal process hearing undoubted 
dependent upon healthy emotional 
state. This factor deserves increasing 
emphasis, lest the findings examina 
tion wrongly interpreted and the 


factors. Case histories presented 
give ample evidence the 
protound 
and importance “not lis 

have drawn our first two 
where there can demonstrated phy 
diated through 
and itself through concom 
itant changes smooth muscle contrac 
tion, muscle tone, secretory and 
changes vascular supply. This the 
vestigation. these states strong emo 
tions are usually 
perceived and recognized 
only partially and 
however, the large 
manifestations, which 
the symptoms are usually 
tions deeply repressed 
contlicts expressing them 
selves through the substitution svmp 
toms which are not always clearly 
lated to emotional factors. For the sake 
likely that hysterical 
leading contributing role many 
such 
plopia, amblyopia, photophobia, detects 
visual fields (usually concentric 
contraction), myopia due spasm 
the ciliary muscle, hyperopia, nervous 
various 
states headache and eve-ache. sur- 
vey literature reveals one more 
articles touching upon the possible psy- 
chogenic all these disorders. 

Such wide variety disturbances 
gives proof the profound psycholog- 
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ical significance the individual the 
special organs sight, hearing, smell- 
ing, and respiration. short, these or- 
function the personality or- 
ganization. While this 
usually functions unconscious lev- 
cance the adjustment the person 
his total environment. Otherwise, how 
can explain how one man reacts 
loss eve with depression and an- 
other with stoic Evidence 
this found the frequeney with 
which visual terms permeate our lan- 
guage. Common expressions include 
have his eyes open” indicate astute 
you see?” for “do you under- 
stand “to look “to overlook” 
“to “to see thing through,” 
ete. Similarly, “the odor 
“it smells bad” indicate far more than 
olfactory sensation. Let also remem 
ber similarly literally 
means One needs 
remember that the appearance the 
commonly believed indicate the 
state mind behind it. Primitive peo- 
ples universally look upon the eve 
having special and mysterious quality. 
The possession the eves slain an- 
imals considered secure tor the 
possessor the power their natural 
owner. The eye frequently symbol 
divine power. The the window 
the soul. The also possesses 
tentialities for evil. The also 
sin. “If thine eve offend thee, pluck 
have known schizophrenic indi- 
viduals just that. 


Obviously, then, the special organs 
are invested with tremendous emotional 
significance, commonly associated with 
the sexual evolution and charged with 
powerful unconscious guilt. not re- 
markable, therefore, that some individ- 
uals can and must psychologically blot 
out the sight and sound those expe- 
riences which are intolerable. They blot 


RENNIE TRANS. 
ACAD. OF O, & UO 
out those things which they dare not 
must not see and hear, because they are 
charged with anxiety guilt that 
they are unacceptable them. Since 
sight, hearing, and smell play 
found role sexual life, not sur 
prising that those individuals 
who unconsciously must “hear evil” 
and “see Thus, the 
mechanism hysterical phenomena 
comes 
Furthermore, organs 
play profound role the development 
structure. 
know their great significance the 
velopmental pattern infant growth. 
Sight and hearing are impor 


personality 


tance the establishment emotional 
relations between the infant and indi 
viduals his environment, long before 
mechanisms 
Similarly, the mouth region 
nized having the earliest and most 
orientation life and later personality 
patterns. This true not only 
taking food and the pleasure 
sucking, but the achieving love 
and Why else many 
tense, loveless people 
gan orientation life the mouth 
basic significance, since most the 
infant’s early exploration the world 
about him terms putting all 
jects into the mouth. The mouth too 
comes organ aggression and hos 
with its capacity for biting and 
devouring. Since the personality 
literally formed the and 
childhood 


psychologically the function these 


period, heavily determined 
organs, then obviously this function 
adult life remains intimately related 
whenever the adult personality becomes 
threatened, whether from external en- 
vironmental stress internal emotional 
need not surprised find 
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these organs participating the per 
blindness and but also hyper 
function nasal structure seems 
vironmental threat. This nasal response 
mechanism for shutting out and wash 
Ing away noxious environmental sub 
stances the head the organism, 
whether they fumes, pollens, the 
emotions grief, anger, 
logical aberrations become the pathology 
seen the otolaryngologist. Unless 
keep constantly mind the full signi 
ficance these special organs psy 
chological components the growing 
are likely miss the real 
many the conditions that 
occur structures. How, then, 
can better understand the true sig 
nificance of these responses ¢ 


these disorders, 
would well remember that most 
patients who turn the physician are 
anxious and frightened, and that unless 
deal constructively with their 
ties shall miss the full import the 
clinical state. safe rule assume 
that every patient insecure and anx 
necessary, therefore, that try 
understand what the patient 
trving express, what his disability 
means terms emotions, 
and how this sums into regularly 
current and recognizable clinical reac 
tions. 

There can real understanding 
does not recognize the fact that emo- 
tional contlicts behind all them. 
These states are never conscious 
feigned they are beyond 


the average patient’s capacity resolve 


MANIFESTATIONS 


the true causes are largely unconscious 
unknown the and they are 
always indicative emotional 
within the person, 

The simplest example that which 
happens with anxiety. are 
with normal anxiety responses, 
because have all experienced them 
the form dry throat, trembling 
hands, tightening the chest, nausea, 
diarrhea, polyuria. the moment 
these sensations recog 
nize there nothing which 
atraid. Cannon, Bard, 
have shown, the entire organism 
volved fear responses, and 
have learned recognize the phy 
sological SIgTIS, Increased pulse and 
respiration, blood pressure, in- 
gree the anxiety. Instead being 
mild, transient, and reversible phenom 
ena, states may become pro- 
tracted, chronic, and sweepingly dis 
They may attain the status 
panic, and may arise whenever external 
stress threat present whenever 
the threat derives 


natural defense mechanism the 
man being which called play 
the person threatened. 
Most the phenomena psychoso- 
disease can understood the 
attempt manage this anxiety. 
There are only few ways that the 
dividual can handle anxiety. may 
experience directly with all its atten 
dant physical discomforts. may at- 
tempt protect himself from its dis- 
the development physical 
complaints. may deny and escape 
from the substitution hysterical 
with the characteristic emo- 
may project his anxiety upon others 
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guised and false explanations. 

human being attempts avoid 
the pain anxiety. may this 
avoiding fleeing from the anxiety- 
producing situation. cannot escape, 
nisms. None these mechanisms de- 
liberate. One might view anxiety the 
attempt the sick individual achieve 
some kind balance within himself. 
The degree anxiety can tolerate, 
the point which any human being 
made sick it, depends part upon 
his constitutional and capacity 
bear stress, upon the severity the 
noxious stimuli events his life, 
upon the degree and stress 
nize also that just with anxiety, the 
organism can similarly 
balance other emotions such 
tility, anger, rage, resentment, fear, 
jealousy, and suspicion. The specialist 
will only partially effective, there- 
fore, until learns recognize and 
deal with the vast range emotional 
responses which people are capable. 


Any all these mechanisms are 
found the psychoneurotic. psycho- 
somatic states deal with the somatic 
expressions emotions and_ feelings. 
Usually some awareness the patient 
emotional unrest present, although 
its connection with the symptom not 
always recognized. The emotions may 
suppressed the point unaware- 
ness, although rarely are they com- 
pletely repressed and blotted out con- 
scious awareness the psychoneu 
roses. Most patients least recognize 
the role anxiety aggravating their 
symptoms. Most have taught the 
importance emotional factors caus- 
ing their disorders. must remember, 
too, that while psychosomatic process 
can remain fluctuating 
there growing evidence lead the 
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belief that there can come time when 
the structural changes become irrevers 
ible and permanent. Furthermore, dif 
ferent emotions affect organs different 
with rage, and the process, does 
every other organ the body. Person 
ality types need further for 
there some indication that ulcer, 
pertension and other conditions fall into 
broad general personality constellations. 
These have been detined with too much 
specificity literature, but 
the subject needs further study. One 
should least the lookout for the 
accident-prone personality, with 


that immediate emotional disturbances 
have been present the onset the 
psychosomatic illness. These 
overwhelming and catastrophic noxious 
experiences, they may 
trivial, susceptible individuals. Many 
factors may operate precipitating 
trigger stimuli. These may 
physical, such poor nutrition, 
tigue, exhaustion, accident; they 
may largely emotional factors 
erating home domestic difficulties, 
sexual difficulties frustrations, 
feelings, financial worries. 

These comparable human emo 
tional factors may seem sufficient 
plain the onset the disorder. They 
not explain the fact that many 
viduals under exactly the same 
stances illness does not 
develop. One must hypothesize, there 
such experiences merely set off 
activate earlier conflicts emotional 
imbalances. New threats serve 
activate old patterns response dan 
ger, and contemporary stresses render 
the individual vulnerable that unre 
solved reservoirs anxiety engulf him 


uJ 


person may 
sate.” Those who have worked with 


are recognize that 
early patterns behavior 
hood experiences are being drawn upon 
the attempt readjust the 
attempting restore harmonious bal 
ance the threatened self the individ 
val retreats earlier patterns secur 
not vet know what determines the 
the psychosomatic illness, 
what particular somatic arca will 
ate the This deter 
mined certain extent psy 
chic emotional the sug 
vestive nature recent traumata such 
particular organ. 

seem clear: they point new mode 
attack upon disease, not alone 
patient who presents 
with signs abnormality whatever 
experiences anxiety, although 
his controlled behavior or conscious 
lack awareness may deny it. job 
see what extent diverse emo 
tions enter into the disorder are 
called upon relieve. With such focus 
sure that the doctor will 
common pitfalls. may tell the 
tient there nothing wrong with him, 
that his troubles are 
may put too much attention the phy 
sical examination, thereby heightening 
the patient’s anxiety and implanting the 
wrong impression that serious abnor 
malities are present. may waste time 
may employ physical proce 
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dures that knows are 
doesn’t know what else 
do. may create dependence even 
“addiction” these procedures 
patient. may err cither the direc- 
tion too much sympathy, paternalism, 
show the problem, abrupt 
dismissal the patient, peremptoriness, 
disdain, anger. 


may far too much expect the 
busy specialist psychothera- 
peutic even though the basic 
principles are acquired, ac- 
quire real skill, some training neces- 
sary the kind that increasingly 
courses. training psychotherapy 
impossible, shall need content 
with his recognition these psychoso- 
matic disorders, good will 
helping for these patients the 
psychotherapy they need. 

There remains, however, fertile 
area for study and research which must 
jointly carried out psychiatrist 
never possesses the skill and knowledge 
these special areas the ophthal- 


mologist and 


point view approach 
for co-operative study therapy, 
toward the end greater knowledge 


and healthier 


Herbert S.: pressure 
changes glaucoma associated 

reaction, Unpublished material 
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take for text this morn 
ing the following passage 


Oh, the world’s not crazy, Ko- 
It’s the people it. Life’s pretty 
simple you just relax 

Kolenkhov: How can you relax times like 
these 

times like these. just 
point. Life simple and kind beautiful 
you let come you. But the trouble 
is, people forget that. know did. was 
right the thick it—fighting, and 
scratching, and clawing. Regular jungle. 
One day just kind struck me. 
wasn't having any fun. 

Kolenkhov: you did what? 

ago, that was. And been happy man 


Our clienteles are filled with people 
who just can’t relax and who present 
physical signs account for their symp- 
toms. There the teacher who lost her 
voice and, having spent $300 for hospi- 
tal study, was permanently cured with- 
hour the time she arrived 
hospital for the correction speech dis- 
orders. There the Southern girl who 
married the Northern boy only 
cover that the climate the North gave 
her continuous cold. Later she was 
know that drunken father-in-law, not 
the climate, was the cause her diffi- 
culty. There the high-school girl who 


Act Two You With You 
Moss Hart and George Kaufman. Copyright 
1937. New York. Rinehart Company. 

Presented at the Fifty-Second Annual Session of 
the American Academy Ophthalmology and Oto- 
laryngology, October 12-17, 1947, Chicago, III. 
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became hoarse when her parents tried 
course instead letting her follow 
natural bent the field tine arts 
There the man with the odor burn 
ing wood his nose; the woman with 
mouth; the innumerable patients with 
lumps their throats; and that large 
group individuals who pro 
whom have ever been able 
forms psychotherapy. These people 
not 

such statements are the words 
psychiatry, let assure you that 
When one patients that 
two and two make five, equipped 
neither temperament nor training 
treat that patient. agree with Weiss 
and English that illness 
and treating sick people 
something more than knowledge 
disease.” 

bromidic assert that every new 
measured against our concept the 
norm? The patient presents his sub 
jective symptoms observe his objec 
tive signs. has organic disease, 
the summation symptoms the 
summation signs will check has 
emotional disease, with without 
organic pathology, the summations 
not check. such predicament all 
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ask ourselves the same two ques 
tions: (1) Have missed some 
pathology and (2) Are deal 
ing with emotional problem 

tail recognize organic pathology. 
But who cannot sympathize 
physician whose case glohus hysteri 
cus dies malignaney, and 
aphonia presents polypus the right 
vocal cord. 

predicaments 
are, they occur only infrequently and 
are usually minor importance con 
trast that vast number emotional 
conditions which pass through our 
unrecognized, unappreciated, and 
often treated. 

may true that one-third one’s 
practice made sick people who 
are not out their minds and vet who 
not have bodily disease 
account for their that 
other one-third includes those “patients 
dependent upon emotional and 
that the last one-third comprises dis 
order generally considered wholly with 
should able classify 
his patients according that grouping 

but outside this boundless company 
are few who, without war 
rant invitation, have appeared before 

The son complained 
pressure the nose which was 
relieved palliative measures. Against 
his better judgment but deference 
the father’s wishes, competent rhin 
tion and but 
there was relief from the pressure 
his nose. one our outstanding 
medical centers, secondary submucous 
resection was done, and then the patient 


became worse. later 
jumped off the Driving Park Avenue 
bridge. 

middle-aged woman consulted 
because mild conduction 
Two months later heard that she had 
comitted suicide because had told her 
that her deafness was incurable. She 
was wrong; have never told anyone 
that ailment was incurable, but why 
argue with psychosis 

toms the throat, was later found wan- 
field midnight. 

These psychotic cases are potentially 
dangerous, particularly themselves. 
soon doctor realizes the explo- 
sive nature such patients, 
automatically them the care 
arises his not sensing their 
hidden violence soon enough. 

May emphasize with special force, 
however, that the general run emo- 
tionally patients does not show 
the severe mental disturbance 
but consists rather 
sons Whose symptoms are based only 
come from inability adjust them 
selves their environment and the 
people with whom they come contact. 

convinced that, times, every- 
one indulges thinking and 
fails properly adjust himself the 
exigencies the day. this thought 
correet, then there medicine that 

the the oph- 
thalmologist who accepts this premise, 
may suggest the following: 

should know 

(1) That the doctor who interested 


psychosomatic phenomena not 
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(2) That “the normal personality 


(b) unhampered mental con 


(c) has satisfactory working 
pacity, 


able love someone other 
than 

(3) That the pathology 
develops early life but may 
unnoticed for many 

(4) That the bodily consitution most 
sonality formation comparison 
the impact experience the 
dividual 

(5) That anxiety and the self 
preservation lie the root all 
and for that mat 
ter play important part 
mal behavior; 

(6) That “psychosomatic persons are 
potentially normal persons whom 
the reaction erly tense, 
overly symbolized, unhealthy, and 
disturbing, for there border, 
sharp 
normal and the and 

(7) “That the reaction patterns both 
normal and neurotic persons are 
the result the stress 
upon the personality make-up. 


the 


understand neurotic symptoms one 
must understand the forces which 
bring them about, just under- 
standing normal relations one must 
know the background the per 
son. Man’s over-reactions life 
situations may not only psycho- 
neurotic, but also psychotic, for 
there are many categories 
sponse which are listed 
ing the province 


MANAGEMENT 
EMOTIONAL DISTURBANCES 


not believe that otolaryn- 
gologist knowingly should treat purely 
emotional state regardless the fact 
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that the symptoms lie within the scope 
his particular specialty. Obviously, 
will not take care psychosis. 

should share responsibilities with com 
petent 

The should learn 
easy and early transfer 
the psychoneurotic from his service 
that 

should develop his own mind 
attitude toward the not 
one who treats imaginary 
who commits irresponsible but 
one who attempts solve 
emotional problems before they 


complex Ones. 


“si 


should not insult the 
intelligence telling her that there 
nothing wrong, that she 
distress. 

should inform himself 
ically such terms 
sions, conversions, displacements, 
sessions, rationalism, and the like, the 
better understand the mech 
anisms that his patients present. 

resolves itself into 
five component parts: 
pline, reassurance, environmental 
nipulation, psychoanalysis, and re-edu 
ophthalmologist should have working 
knowledge all these procedures, their 
aims and their purposes. 

the preparation this paper, 
asked psychiatrist let inspect 
the confidential files some the 
tients whom had referred him, 
not those patients with psychotic trends 
but only those mildly affected persons, 
the summations whose symptoms and 
signs did not check, and who, 


untrained mind, presented sense 


insecurity. was amazed and astonished 
the dislocations and, shall say, 
the conscious and 


the putrescence 
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subconscious minds these apparently 
mnocent people. 

The returned soldier, who complained 
dizzy spells, had lost his wife, child, 
mother, and sister during his absence 
enough make any 
one dizzy. But, symptoms 
enjoyed psychotherapy indi 
cation the cause these 
then the dizzy spells were not the result 
these misfortunes but childhood 
dreams 
his second wife, Japanese sol 
diers, and others were sadistic the 
ammonium chloride, histamine, 
nor meotime acid improved his 
tion. 

The prim little lady with the 
plained pain the ear had stress 
from anxiety over her 
tions. She presented the problem 
adequacy, sexual frigidity, 
curity. open discussion her prob 
lem gave her comfort and, 

The congenial army with 
recurrent upper 
had sexual rhinorrhea and many 
psychosomatic manifestations. 
has shown little permanent improve 
ment. 

Why, say some the otolaryngolo 
trists, for they never help the patients 
Frankly, deny the import 
this assertion. doctor will admit 
that does not know the cause 
me’s symptoms; willing per 
mit himself error make 
proper physical diagnosis; 
hould ask for consulta 
ion, for doing will get not only 
opinion that seeks, but may 
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also instrumental curbing psycho 
neurotic tendencies before they become 

Certainly, 
who have qualms 
noises the ear and lumps the 
throat should not too severe with 
the psychiatrist who has acceptable 


percentage recoveries. 


Grandpa was right. pretty 
simple and kind beautiful vou let 
come vou. But the trouble is, peo 
and take life and themselves 
the antidote for taking oneself, ves, 
vou have sense humor, will 


never become over-conscious 
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psychosomatic 


medicine has been 
tiously remarked that other brand 


face 


medicine veterinary medicine.” 


the question psychogenesis gives 
point this statement when says, 
distinctive feature psychogenic 
factors such emotions ideas and 
fantasies that they can studied also 
psychologically through 
verbal communication from those 
take place. automobile climbing 
hill has sensation tiredness 
built machine the organism climbing 
mountain has awareness certain 
its internal physiological processes 
the form effort, tiredness, discour 
agement, and on. Moreover, man, 
contrast the animal organism, 
convey these internal sensations 
others verbal communication. 
communication therefore one the 
most potent instruments psychology 
and consequently psychosomatic 
search. When speak psychogenesis 
refer physiological processes con 
sisting central excitations the nerv- 
ous system which can 
psychological methods because they are 
perceived subjectively the form 
emotions, ideas, 

Presented 


the American Academy Ophthalmology and Oto 
October 12-17, 1947, Chicago, 


Annual Session of 


pline has not taken kindly the con 
cept psychosomatic medicine. The 
past twenty vears have shown revolu 
tionary changes the study and clin 
ical application psychology 
chiatry, but ophthalmologists have tak 
changes. They have, the whole, eith 
new 


ignored this vital 


knowledge have been 


hostile its development. 


example, when the late Dr. Mark 
presented extremely 
conservative paper the therapeutic 
implications chosomatic interrela 
“damned with faint praise” most 
the discussers. When the pub 
lished article last the 
lar Manifestations Psychosomatic 
Medicine” only fifteen per cent the 
two hundred requests for reprints came 


from ophthalmologists. 

Perhaps there are several reasons for 
this attitude. verbal 
communication one the most potent 


noted above, 
instruments the Words 
are, the psychiatrist, what the stetho 
scope the cardiologist; and oph 
thalmologists are notoriously short 
words. There precision diag 
nostic and therapeutic procedure avail 
able ophthalmology which 
couraged too accurate particularization 
and has led conspicuous neglect 
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factors our ocular disease. 

medicine ascendaney and its 
sympathetically studied and understood 
appreciated and medical dis 
cipline can escape its 

very apt detinition psy 
chosomatic medicine 
does the idea visual fusion: 
and somatic represent merely two angles 
rests pictures from 
these two angles viewed 

somatic research, Alexander! states that 
there 
and physiological ditferences between 

neu 
roses, and psychogenic organic disease 
suggests that restrict hysterical 
the voluntary neuromuscular 
tiate them from symptoms 
which occur vegetative 
tems, the functions which are under 
the control the autonomic nervous 

conversion symptom symbolic 
expression well detined emotional 
content, attempt although 
Freud originally expressed 
bring 
full the express the 
same time both the repressed emotion 
and its rejection. Because they not 
fully relieve the tension, have 
pathologic condition. 

vegetative neurosis such emo 
tional hypertension not attempt 
express emotion but the physio- 
logical accompaniment constant 
periodically recurring emotional states. 
chronicity emotional tension 
what makes such condition 


morbid. 

considering ocular disturbances 
tional divide them into the above 
two groups follows: 

conversion symptoms 
(a) Blepharospasm 
(b) Convergence spasm 
Asthenopia 
Photophobia 
Hysterical amblyopia and 
Ocular vegetative neuroses 
(a) Cihary spasm 
(b) Amaurosis 
Central angiospastic retinopathy 
(d) 


(e) Glaucoma 


These are the more common ocular 
which will discussed here. That 
there are others, aware, especially 
the vegetative neurosis group. These 
will require further psychosomatic 


search for their proof. 


OCULAR PHENOMENA OF 

CONVERSION HYSTERIA 
There hardly sign symptom 
organic disease which hysteria cannot 
simulate. While there have been many 
published articles on the subject ot ocu- 
lar hysteria the majority cases are 
thorough ocular examination has failed 
reveal organic cause for the visual 
loss the condition labeled “hysterical” 
virtue the purely negative result. 
Seldom any attempt made deter- 
mine positive sense the existence 
hysteria, absolute necessity for both 
adequate diagnosis and rational therapy. 


This symptom may vary 
most transient the nerv- 
ous child the most severe and con- 
stant spastic closure the lids. One 
the most common all ocular com- 
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plaints especially the 
early school years, frequent, nerv- 
ous “blinking” 
hardly noticeable increase 
the normal wink and becomes 
rapidly worse until noticed 
actual grimace the parents 
school nurse. Many these children 
are brought the ophthalmologist for 
examination with this 
symptom. the majority instances 
they are refracted and pair glasses 
prescribed the hope that 
minor strain will relieve the 
tom. 


Starts 


this type will found have con- 
siderable degree uncorrected refrac 
tive error with secondary chronic con 
junctivitis and consequent lacrimation 
and irritation leading the develop- 
ment the symptom, but most in- 
stances the disturbance 
from the mother with some sympathetic 
questioning observa- 
tion the child will reveal 
ground for conversion hysteria 
doubted. 


can 


The symptom may have started “after 
severe “after school fight 
with bigger boy,” “after 
fright These are manifesta- 
tions “shrinking from danger” 
where “squinting” closure the lids 
natural protective reflex. Often 
the symptom first noticed when the 
school. The more difficulty the child has 
stumbles and for the 
more apt develop obvious signs 


“audience 


read 
gropes words, 
anxiety, increased nervous tension, 
stuttering and stammering, and finally 
blepharospasm. This attempt escape 
from difficult situation typical ex- 
ample conversion symptom hys- 
teria. 
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this mild “nervous 
verity and duration 


which produces the elaborate muscular 


twitchings the orbicularis oculi and 
the grimacing spasm the entire face 
until finally the relatively uncommon, 
adult, constant spastic closure 
lids seen. 

attribute these phenomena “eye 
refractive uncorrected 
phorias and the like, frequently 
done, manifestly improper. Even 
make the diagnosis “exclusion 


error, 


ganic disease” negativistic approach 
must, proper psychiatric evalua 
tion, establish the positive diagnosis 
successful, can based upon 
ploration the subconscious for 
adequate explanation the repression 
responsible for the 


Convergence Spasm 

This perhaps one the most clear 
which may occur symptom con 
version hysteria. 

reported case this type 
brietly 
which rather meager. states that 


and reviewed 
the disturbance represents excess 
convergence usually associated with 
comparable excess accommodation 
which becomes pathologic because its 
duration susceptible psychoneurotic 
patient. Ample evidence for psycho 
genic background offered, but again 
the diagnosis made “exclusion 


organic disease” and therapy 
suasion and counter suggestion” 


clared unsuccessful. 


suggested that cases such 
severity and long duration one 
justified pronouncing them 
until all the possibilities pro- 
longed psychoanalysis have 
plored. 
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have seen cases severe con- 
vergence spasm, associated however 
with hysterical 
cured sodium amytal narcosis, fol- 
lowed briet psychoanalytic 
tvpe therapy. Both were acute cases 
short duration and both were 
proach their hysteria rather than 
negativistic exclusion dis 


Case. 


This term has become bas 
the eve symptomatology which 
has been used everything 
from headache, 
and eye strain psycho 
origin. Numerous articles have 
written dec the practice 
preseribing for evestrain when 
vealed the real cause his trouble. 

believed 
gists produce more neuroses than they 
Too often the neurotic patient 
dismissed with minor change his 
prescription when what really needs 
careful analysis his condition and 
explanation how his various aches 
would like see the word 
“eyestrain” banished from our vocabu- 
and states that “if the general pub- 
lic could learn that eves are seldom 
strained this would much happier 
world live in.” 

identifies asthenopia 
psychoneurosis distinguish from 
simple and becomes consid- 
erably confused himself the process. 
the discussion which 
paper, Lancaster called attention the 
rule that psychoneurosis should never 
diagnosed negative evidence 
ilone. 

Asthenopia, like all forms conver- 
ion hysteria, extremely susceptible 
cure suggestion, but only be- 


ing constantly alert and interested the 
subject can the ophthalmologist avoid 
the common pitfall temporarily cur- 
ing symptom while 
its cause. The prescription 
pair glasses, matter what their 
dioptric power may result immediate 
ring vision, and the like, but without 
analysis the underlying cause 
with its psychotherapy, 
one can expect transient improvement 
best. 


Photophobia 

the absence organic pathology: 
and keratitis, the most common cause 
of photophobia 1s psychogenic. 

states that “nearly 
bright light, whether natural 
had either detinite fear the 
dark could remember 
get rid this fear when child.” 

extremely common one the armed 
services during the war and was report 
disturbance, frequently only part 
more complicated conversion hysteria 
symptom-complex, but may reach such 
order its own right. markedly in- 
creased fatigue and anxiety and 
emotional stress. 


The exclusion irreversible disease 
severe photophobia not difficult, 
but even more important establishing 
the origin the symptom 
careful analysis the history and 
personality pattern. There frequent 
association photophobia with bleph- 


arospasm, facial tic, and transient am- 
from ciliary spasm. These as- 
sociated symptoms and the photophobia 
itself can often abolished direc- 
tion the patient’s attention away 
from his symptoms. 


if 
a 
| 
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typical example severe and dis- 
abling photophobia was reported 
the case aviation cadet who de- 
veloped such anxiety over failure 
pass his Morse code “blinker light” sig- 
nal test that, unconscious attempt 
“escape” from intolerable situa- 
tion, transferred his fear failure 
fear the light itself. When the 
psychogenic nature the disturbance 
was understood the patient was 
able overcome his difficulty, 
for advanced flight training, 
photophobia disappeared. 


Hysterical Amaurosis and 

There vast literature the sub- 
ject hysterical blindness. The ma- 
jority articles however deal with in- 
dividual case reports hysterical am- 
which the diagnosis the 
psychogenic nature the disturbance 
has been made the purely negative 
method exclusion organic disease. 
Many authors make reference 
“intolerable situation” factor the 
production the amblyopia, but almost 
none them make any attempt ex- 
plore the nature the factors 
which alone will explain 
any individual case. 

Little attention has been paid oph- 
thalmologists comprehen- 
disturbances the light 
analytic knowledge. 

numerous and peculiar ocular neuroses 
disease entities not permissible. 
not only that addition the neu- 
rotic eye symptoms there are always 
spheres but also that the neurotic symp- 
tom always merely the expression 
psychic conflict the total personality. 
with this total personality and its 
situation that have deal. Con- 
fronted with neurotic amaurosis 
must deal not with this but with the 
underlying disturbance psychic equi- 
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librium are understand the 
symptom and the necessary course 
treatment. There always conflict out 
which the neurotic individual finds 
other way than that flight into 
cure, even though unsuccessful. Per- 
suasion and suggestion can best elim- 
inate symptom. The deep sources 
the neurosis are reached only psycho- 
analysis.” 

not advocated that ophthalmolo 
gists should attempt 
their patients, but study and apprecia 
tion depth psychology essential 
intelligent co-operation with the 
therapist. 

Amblyopia much more common 
amaurosis. the majority cases 
which the amblyopia the dominant 
symptom there are however other com 
plaints and symptoms which 
readily uncovered psychiatric evalua 
tion and which fit into the picture 
hysteria. 

recent article reports 
typical cases hysterical amblyopia 
service men about discharged 
from the Army. 

All the classical symptoms are 
demonstrated including the resigned at- 
titude the patient his disability 
the slow, hesitant reading the Snellen 
test chart, matter what letters were 
chosen minimum visual acuity the 
patient the typical tubular, sharp mar- 
gined, visual fields found almost all 
cases and the marked amenability 
suggestion resulting rapid improve- 
ment vision with only the most super- 
ficial psychotherapy. 

Yasuna points out that while mono- 
symptomatic hysteria not uncommon, 
the greatest number cases present 
variety manifestations and that the 
acute type which the amblyopia de- 
velops suddenly relatively uncommon. 
Most the cases belong the chronic 
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group which definite time onset 
can and the course complex, 
the mixed type which other 
present and frequently are the more 
obvious factors the individual. 

generally agreed that suggestion 
plays most important part the treat 
phasized again that the transient 
means cure the underlying psycho 
genic factors producing the symptom. 
Cure suggestion therefore more 
value diagnostic procedure than 
rational form therapy. Frequently, 
and especially the 
cated routine careful ocular exam- 
suggestion that during the procedure 
the vision shows distinct improvement 
and the correct diagnosis thus estab- 
lished. 

Lastly must remembered that 
the amblyopia hysteria 
may superimposed upon visual dis- 
turbance with organic basis. have 
recently established such diagnosis 
patient with extreme colloid 
generation the choroid. The appear- 
ance the fundus oculi suggested the 
possibility considerable loss visual 
acuity and the patient had been accepted 
blind the extent 
large monthly pension and seeing eve 
dog. had lectured before numerous 
groups the opportunities and occupa- 
tions open the blind and 


ning his own successful dairy farm. His 
vision was reduced light perception. 
Associated with his amblyopia however 
were other symptoms, such 
photophobia and blepharospasm, which 


vere strongly suggestive the psycho- 
nature the disturbance and 
areful psychiatric evaluation 
otal personality the 
ealed pattern which left doubt 
the real nature the disability. Im- 


MANIFESTATIONS 


provement vision 20/20 with nor- 
mal visual fields suggestion and psy- 
chotherapy further confirmed the diag- 
amblyopia. The 
eventual “cure” this individual’s un- 


hysterical 


derlying psychoneurosis will most 
problem. Cases this sort de- 
mand the closest co-operation 
derstanding between the ophthalmolo- 
gist and the psychiatrist. 


OCULAR VEGETATIVE NEUROSES 

This one the most fertile all 
noted above, vegetative neurosis 
not attempt express emotion 
but the physiological accompaniment 
constant periodically appearing 
emotional state. 

There ample anatomic 
evidence the cortical control 
the system 
through the hypothalamus. 


very comprehensive review 
the experimental data the anatomy 
conservatively concludes that 
the evidence clearly indicates that this 
portion the brain contains important 
integrating mechanisms for 
called vegetative functions. Many 
these mechanisms produce their effects 
influencing lower, subordinate com- 
plexes. turn, the hypothalamus un- 
doubtedly under certain measure 
control higher regions, including the 
cerebral cortex. 

lengthy and well documented 
psychosomatic interrelations, 
concludes that “as cephalic represen- 
tative the autonomic nervous system 
the hypothalamus has with the en- 
ergies visceral origin which are the 
forces the instincts.” 

was able show conclusively 
that central autonomic center resided 
the hypothalamus and that there 
also direct inhibitory effect exerted 
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the hypothalamus the cerebral cor- 
tex. 

related autonomic interrelations with 
the somatic nervous system and found 
that anatomical and 
relations between the autonomic and 
somatic nervous systems can demon- 
strated many levels; that emotions 
are known produce responses both 
autonomic and somatic nervous systems 
and that these interactions take place 
chiefly within regions containing the 
extra-pyramidal representation 
forebrain. 

From the ophthalmological point 
view all this simply evidence for 
the cortical emotional control the 
vasomotor system most the ocular 
vegetative neuroses are primarily vaso- 
motor disturbances. 


Ciliary Spasm 

This perhaps the single exception 
the foregoing statement. 

The action the autonomic nervous 
system the pupillary constrictor and 
dilator fibers and the ciliary body 
well known and has been reviewed 
Cogan.* 

Many authors have called attention 
the dilation the pupils both animals 
and human subjects under conditions 
emotional stress such rage and 

Since the days Helmholtz accom- 
modation for far vision has been con- 
sidered passive process, the cili- 
ary muscle being relaxed; while accom- 
modation for near vision said 
active process, the ciliary muscle be- 
ing state contraction. 

Several authors have questioned the 
validity this theory and Olmsted,?! 
the basis careful animal experi- 
mentation, flatly states that “both divi- 
sions the autonomic nervous system 
can act the lens; that the influence 
the sympathetic the direction 
hypermetropia, and the parasympathetic 
the direction myopia; that there 
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action both divisions the 
autonomic nervous system, 
moval either leads permanent di- 
optric that the radial fibers can 
act groups; and that the same gen- 
eral picture resulting from sympathetic 
stimulation shown man well 
lower mammals.” 

Relatively has been 
garding the production transient my- 
opia emotional disturbance such 
fear anxiety states, and yet 
relatively common phenomenon and one 
which must familiar most ophthal- 
mologists. 

The limited young 
people and manifests itself periodic 
and transitory blurring distance vi- 
sion usually associated with prolonged 
reading. There often sensation 
ocular fatigue even fairly severe pain 
and the visual loss may vary from slight 
low 20/200 and may last from 
few minutes days even weeks 
time. The change refraction the 
may vary from 0.50 much 
2.00 manifest refraction and 
characteristically altered rest 
employment the method 
refraction. The use homatropine 
reduces the change but this 
provement only temporary the 
symptom becomes manifest soon 
the effect the cycloplegic wears 

careful analysis the history 
these patients will reveal definite and 
sometimes severe anxiety state and 
only analysis the psychogenic fac- 
tor that cure can accomplished. 

Ciliary spasm from 
amaurosis fugax the measurable 
change the refractive power the 
both conditions may occur the same 
eye. 

typical example ciliary spasm 
seen the young student who the 
verge failure school. Because 


| 
| 
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poor scholastic ability forced 
spend more than the average amount 
time study. His anxiety over his 
incipient failure causes him work un- 
der more and more pressure until vi- 
cious circle more reading and greater 
anxiety results spastic myopia 
less degree. 

have found this disturbance quite 
was extremely common pre-flight and 
basic training schools naval aviation 
the last war. Here the consequences 
failure were loss the coveted 
and commission the air 
chogenic factor. 

Whether one adheres the Helm 
holtz theory accommodation the 
newer theories dual autonomic inner- 
vation the ciliary muscle does not 
ter the fact that this disturbance 
vegetative neurosis; the physiolog- 


state. 


This symptom complex differs 
spasm the absence measur 
able dioptric change refraction. 
true vegetative neurosis which vaso 
only the matter de- 
gree vasospasm from central angio 
spastic retinopathy discussed later. 
includes all those ocular disturbances 
such periodic dimness vision and 
“black out” which are associated with 
autonomic but leave 
manent visible organic change. 
frequently part the symptom com 
plex neurocirculatory asthenia. 

The chief complaint periodic 
visual loss which varies from transient 
fogging vision complete “black 
out” lasting for seconds and 
identical with the “black out” described 
aviators the termination “pull 
power dive. The frequency 
and severity the amaurosis may 
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such actually incapacitating but 
exhaustive ocular examination reveals 
evidence organic disturbance suf- 
ficient account for the symptoms. 
casual observation will reveal, 
most cases, other evidences vaso- 
motor instability, notably increased 
sweating the hands, tremor the fin- 
with blanching the when the 
hands are held above the head and cy- 
anosis When they are dependent. 
evaluation psychogenic 
factors will always reveal marked anxi- 
ety state, frustration, fear, excitement 
homesickness and treatment must 
directed these causative factors. 


Central Retinopathy 

This the term applied Gifford 
retinal lesion which they felt defi- 
nitely circulatory origin. They, and 
and and the au- 
have established evidence gen- 
eral vasomotor instability these cases 
and demonstrated the vasospastic etiol 
the disease. 

large number cases central 
angiospastic retinopathy were reported 
the armed services during the last 
war and have seen number cases 
the past 

Visual disturbance usually sudden 
onset and may quite severe with 
central vision reduced 20/200 less. 
The condition may unilateral but 
more frequently bilateral. Visual fields 
show central scotoma varying size 
and density. There frequently com- 
plaint distortion objects meta- 

acute stage the process shows defi- 
nite greyish edema the macula with 
loss foveal reflex and 


appearance the macula. 
the earlier names for the condi- 
tion was descriptive this stage the 
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process, “central serous detachment 
the retina.” 

the edema subsides the macula 
takes mottled, granular appear- 
ance due redistribution the retinal 
pigment. The absence foveal retlex 
persists. The vision may improve mark- 
edly but seldom comes back its previ- 
ous acuity. 

large number cases show, 
their final stage, minute, sharply out- 
lined, irregular hole the fovea with 
corresponding minute central scotoma 
and vision 20/30 20/40. These 
macular holes are difficult see but 
with adequate illumination and especial- 
with red free illumination they are 
usually quite visible when searched for. 

searching for the etiology this 
condition the only constant factor 
nearly 100 cases seen was au- 
tonomic instability and excessive stim- 
ulation the vegetative nervous sys- 
tem. Practically all cases studied showed 
definite clinical evidence vasoneurotic 
diathesis with hyperhidrosis, cyanosis 
pallor the finger tips and deficient 
peripheral vascular systems 
fested abnormal skin temperature 
readings fingers and toes. 

Psychiatric studies have revealed al- 
most uniform anxiety states, often 
considerable severity and even peace 
time the psychosomatic aspects the 
disturbance are quite evident even 
fairly casual study. 

has approached the subject 
psychosomatically and has pointed out 
the occurrence anxiety common 
type factor the production central 
angiospastic retinopathy. 

realized that any autonomic stim- 
ulus sufficient severity and duration 
can produce this condition, but the most 
common stimulus psychic trauma. 

This classical example se- 
vere vegetative neurosis with associated 
physiological disturbance such in- 
tensity and duration become ir- 
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reversible. The end result organic 
pathology. 


While the visual disturbances asso- 
ciated with migraine are primarily cere- 
bral origin, the ocular symptoms are 
dominant nature that large 
percentage sufferers first consult the 
ophthalmologist and surprising how 
few ophthalmologists have 
thetic understanding the disorder 
can even recognize its symptoms. 
complaint headache carefully an- 
alyzed will frequently reveal associated 
visual disturbances, slight severe 
nausea, aura which may vary from 
vague sense depression out- 
standing burst physical energy and 
post-headache period lassitude 
symptoms migraine and they vary 
tremendously intensity and duration. 
Further inquiry will 
demonstrate period tension, anxi- 
ety, frustration, other psychic trauma 
preceding each attack, and the associa- 
tion peptic ulcer with migrainous 
history too common merely 
incidence. 

have observed cases severe 
migraine over considerable period 
time whom could easily demon- 
strate visible vasoconstriction 
retinal arterioles during the 
ceding the attack and continuing into 
the period pre-headache hemianop- 
sia. numerous other instances have 
found overwhelming evidence emo- 
tional disturbance and 
agreement with observa 
tion that subjects with migraine show 
certain typical personality features and 
reactions. has been observation 
that most migrainous patients show 
strong evidence vasoneurotic dia 
thesis. Most them are overly 
entious. They accept responsibility but 
only great cost their peace mind. 
They often suffer from insomnia. The 


4 
| 
> 


PSYCHOSOMATIC 
creased during periods stress, notably 
during the last war. 

cepted that migraine 
that the pre-headache scintil- 
lating scotoma and homonymous hem- 
occur the result severe 
cerebral vasospasm and that the 
headache. 

the somatocists with their elim 
ination diets have come feel that the 
allergic reaction vasomotor one and 
those who are using the 
vital staining dye method treatment 
concede that its action lower vaso 
motor tone. 

migraine 
subjects admittedly but 
the condition recognized vege 
tative neurosis much progress will have 
been made toward its 


Glaucoma 

This one the most fascinating 
all subjects from 
psychosomatic interrelationships oph- 

The importance the 
tor glaucoma recognized every 
ophthalmologist. Many 
have cited instances psychic 
tation single attacks acute glau- 
coma and almost every ophthalmologist 
can duplicate these case histories from 
his own records. 

assumed that attacks acute 
glaucoma may precipitated 
shock, not also possible, 
suggested that the latent 
causal basis the unconscious life? 

More and more evidence being ac- 
cumulated show the close relationship 
culation, the secretion the intraocular 
the level intraocular pressure, 
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and their control the autonomic 
ous system. 

has been pointed out above, our 
present knowledge the anatomic and 
physiologic connections the autonom- 
nervous system with the higher cere- 
bral centers through the hypothalamus 
makes logical assume direct effect 
intraocular pressure these higher 
centers. 

Certain that there are many 
aspects glaucoma which cannot 
explained the purely mechanical the- 
aqueous drainage. 

extremely interesting recent 
study personality patterns se- 
lected cases primary glaucoma, Hib- 
has demonstrated that more than 
marked deviations one more 
the personality scales measured 
the Minnesota Multiphasic Personality 
Inventory. many instances the per- 
suggest behavior bordering the psy- 

contended that the 
some patients with glaucoma 
registered states anxiety which acted 
precipitating factor for the develop- 
argued from this 
that some the glaucomatous crises 
attention the patient’s emotional life. 
stated that the ophthalmologist must 
familiarize himself with 
therapy and must become interested 
the personality problems his patients 
and that somatic diagnosis without 


survey the patient’s emotional life 


incomplete diagnosis. 

these statements Dr. Schoen- 
berg complete agreement though 
believe was somewhat conservative 
limiting his thesis the precipita- 
tion glaucomatous crises anxiety 
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states previously glaucomatous eyes. 
belief that emotional distur- 
bances may play part the 
progress primary glaucoma with- 
out reference congestive failure 
crisis. 

For this view anticipate criticism 
and repeat statement from ear- 
lier “It not purpose 
advocate the thesis that glaucoma 
purely 
psychotherapy over all other 
forms treatment glaucoma. feel, 
however, that psychic trauma may 


psychosomatic disorder 


important causal factor many cases 
glaucoma, and that its recognition 
will lead more rational and com 
plete therapy the disease.” 


SUMMARY 

Ophthalmologists have not appreci 
ated availed themselves the 
cent advances and 
psychotherapy applies their spe- 

The fundamental differences between 
conversion symptoms vegetative 
neuroses discussed. 

The following ocular disturbances 
psychogenic origin are described and 
discussed. 

Ocular Conversion Symptoms 
Blepharospasm 
Convergence spasm 
Asthenopia 
Photophobia 
Hysterical amblyopia and am- 
aurosis 
Ocular Vegetative Neuroses 
Ciliary spasm 
Amaurosis fugax 
Central angiospastic retinopathy 
Migraine 
Glaucoma 
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INDUCED HYPOTENSION THE CONTROL BLEEDING 
DURING THE FENESTRATION OPERATION 


Harris, M.D. 


and 


Hate, 


BY INVITATION 


CLEVELAND, OHIO 


hypotension for the control 
bleeding during operation, first 
described has proved 
new and valuable aid for the control 
less severe but 
during the delicate and confining fen- 
estration operation. 

our experience approximately 
per cent the cases submitted the 
Lempert fenestration operation have 
troublesome bleeding. Bleeding 
controlled the usual methods 
clamp and cautery the skin 
cutaneous tissues, and burnishing burr 
will usually control any the bone 
bleeders the mastoid cavity. How- 
ever, some cases the bone extreme- 
vascular and oozes blood quite pro- 
fusely also vessels along the facial ridge 
and fallopian canal not lend them- 
selves readily cautery the burnish- 
ing burr, because the possibility 
injury the seventh nerve. 

For this bleeding one 
forced use adrenalin tampons one 
The adrenalin usually only tempo- 
rarily effective and the thrombin must 
allowed form clot which overlies 
the operative field and 
landmarks, chiefly the bony horizontal 
canal and the site the new fenestra. 
During the removal partial removal 
the clot further bleeding will usually 


From the Department Otolaryngology 
Department Anesthesiology, Cleveland Clinic. 
Presented the Fifty-Second Annual Session 
the American Academy Ophthalmology and Oto- 
laryngology, October 12-17, 1947, Chicago, Ill. 


This bleeding reduces the speed 
the operator, and, because the 
fort removing the blood Irrigation 
and suction, added trauma induced 
the vicinity delicate structures such 
the ear drum, tympanomeatal flap, 
and the seventh nerve. 

More important, however, the com 
plete control bleeding the 
preparation the fenestra. 
less desirable, any blood en- 
tering the fenestra must removed 
from the perilymphatic 
the bony labyrinth. This 
creases the amount trauma 
membranous labyrinth, and many times 
impossible remove all the vis 
ible blood even with irrigation and suc- 
tion. therefore becomes obvious that 
any method effective control this 
bleeding desirable. 

The procedure controlled induced 
hypotension has been used patients 
undergoing the fenestration operation. 
all these cases the troublesome 
bleeding encountered during the prep- 
aration the tympanomeatal flap and 
the construction the new fenestra has 
been satisfactorily controlled. The fre 
quency and severity postoperative 
labyrinthitis has been reduced, probably 
due reduction the amount blood 
entering the fenestra and also less trau- 
the membranous labyrinth. Post- 
operative labyrinthitis usually occurs 
the patients having increased 
bleed during operation. there- 


fore believe that the control bleeding 
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cannula leads to receptacle fo 


tered betore being returned 
heparin supply, arterial 
flask fitted with pump 


blood to patient. 


during preparation the and con 
struction the fenestra contributes 
better hearing result. 

EXPERIMENTAL FINDINGS 
method 


This blood 


pressure was Kohlstaedt 


controlling 


and 1943. They were studying 
hemorrhagic shock dogs arterial 
bleeding and arterial infusion. Briefly, 
their method consists placing can 
the directed 
toward the heart. This cannula leads 


nula femoral artery 
closed reservoir into which the dog 
bled until the blood pressure low- 
‘red mm. Hg. The blood mixed 
vith anticoagulant during its with 
lrawal. The arterial pressure record- 
raise the blood 
ressure the blood infused 

moral artery increasing the pres- 
ire the closed reservoir pumping 

it. This method permits the in- 


Apparatus for 


hypotension. Lower limb 
collection blood which fil- 
patient. Upper limb connects 
pressure manometer, and Kelley 


t 


rol pressure for 


returning the 


vestigator reduce the blood pressure 
low level, hold there long 
desired, and then bring back in- 
fusion the removed blood, provided 
the animal not permitted into 
terminal shock. the blood 
than 


pressure 


arterial infuston more 


the intravenous 


PROCEDURE 

The anesthesia staff carries out the 
procedure of controlled hypotension. 
The technic consists essentially 
withdrawal blood radial 
artery until the blood pressure falls 
level which the operative bleeding 
controlled, and return the blood 
the same route the conclusion the 


from 


operation. order avoid prolonged 
period hypotension, the blood with- 
drawn only the time the 
needed, and returned soon the 
need past. 
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The apparatus illustrated figure 
The glass “Y” cannula permits with- 
drawal blood through the bleeding 
tube into the collecting flask and return 
the blood through the second tube. 
The second tube used also for mea- 
suring the arterial pressure and for the 
introduction per cent heparin 
solution into the tubings, connections, 
and cannula. The apparatus assembled 
shown the illustration and filled 
with heparin solution. This prepared 
495 cc. physiological saline. 

When the operation has reached the 
stage which the fenestra pre- 
pared the apparatus brought into con- 
tact with the arterial system the pa- 
tient. After checking the presence 
the ulnar artery palpation, longi- 
tudinal incision made over the radial 
artery where most superficial 
the wrist. The stem the glass 
cannula introduced into the vessel and 
secured means ligature. This al- 
lows blood flow directly the 
tubing leading the collecting vessel, 
and permits the blood and fil 
tered) returned through the same 
cannula into the artery 
fashion that flows the artery 
toward the heart. With the cannula 
place, blood withdrawn rapidly into 
successive collecting flasks, each 
which contains cc. per cent 
sodium citrate. When the blood pres 
sure has fallen systolic level 
mm. the bleeding usually arrested 
and further bloodletting resumed only 
the pressure rises and bleeding the 
operative field again becomes trouble- 
some. Throughout the procedure, both 
during the time that the blood flow- 
ing either out into the cannula, 
the greatest importance inject 
quantities the heparin solution 
through the cannula and into the adja- 
cent segment radial artery order 
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prevent the stoppage the cannula 
clotted blood. 

When the bloodletting 
digital pressure exerted over the ra- 
dial artery proximal the cannula, and 
heparin solution forced through the 
bleeding tube into the collecting flask 
long the cannula place. 

The arterial pressure checked 
three-minute intervals. This accom- 
plished during the bleeding clamping 
the bleeding tube and 
clamp the tube leading the aneroid 
manometer. When the bloodletting has 


the 


been arrested, the pressure can ob- 
served continuously and blood may 
withdrawn reinfused accordance 
with pressure fluctuations. 

When the need for hypotension 
past, when the systolic blood pres 
sure falls below mm. the blood 
returned through the radial artery. 
flask blood poured through 
funnel (over which are placed layers 
sterile gauze) into the Kelley flask. 
Pressure (100 300 mm. Hg) ap- 
plied the air this flask 
blood forced into the arterial system 
the patient. 

the series cases herewith pre 
sented the method proved beneficial and 
safe. Many these patients have not 
received the last 500 cc. the blood 
withdrawn. The resulting mild dehydra 
tion apparently reduces the local post 
nausea, and headache. 

The average patient 
weighed 148.5 
systolic 


was 35.6 years age, 
pounds, had preoperative 
blood pressure 112.3 mm. Hg, which 
fell after the withdrawal 1814.0 
blood 73.7 mm. Hg. 
withdrawn represented 2.80 per cent 
the body weight and remained outside 
the body 27.5 minutes. 

The chart figure based the 
above averages, illustrates the response 
the blood pressure bloodletting. 
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FIG. Effects blood pressure and pulse blood 
letting, based averages patients. The quantity blood 
withdrawn (1814 2.8 per cent body weight) remained 
outside the vascular system for period 27.5 minutes with 
attending fall mm. blood pressure, fall 
mm. pulse pressure, and rise pulse rate 


35 per minute 


After the fenestra has been completed 
the tympanomeatal flap held place 
over the fenestra parresined lace- 
mesh gauze, and the cavity 
snugly packed with pledgets sulfa- 
thiazole-impregnated 
This packing the bony cavity suffi- 
cient prevent recurrence bleeding, 
after the operation has been completed 
and the blood pressure has been restored 
normal. 


SPECIAL PRECAUTIONS 
obvious that the procedure 
dangerous and should 
only competent physicians. The fol- 
lowing measures which add the safety 
the method deserve mention. 


Only patients free serious car- 
diovascular disease should selected. 

Care must exercised keep 
the apparatus free from clots 
obstructed that blood may returned 
immediately case need. 

pressure throughout the procedure 
essential. 


riod the blood should returned the 
patient before the cannula removed. 
There objection returning part 
intravenous infusion, but the 
blood volume should well restored 
the arterial route abandoned. 


COM MENT 


Controlled induced hypotension has 
been found effective and safe 
bleeding during the most difficult and 
important phases the fenestration 
operation. The operating time has also 
been shortened. 
The incidence postoperative labyr- 
inthitis has been decidedly reduced, and 
the amount decibel gain hearing is, 
therefore, greater. 
The procedure not advocated for 
all fenestration cases but should re- 
served for those patients who show 
tendency bleed. carried out under 
valuable adjunct sur- 


gery. 
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DISCUSSION 


invitation) want first thank the Academy 
for the privilege being here and discussing 
this paper, and thank Dr. Harris and Dr. 
Hale for the privilege reading their very 
interesting paper. They have presented very 
ingenious method controlling blood pres- 
sure, although think all you would agree 
that might require moderate amount 
experience which think perhaps should first 
gained the animal laboratory. 

quite convinced that the blood pres- 
sure can maintained certain level 
with fair degree accuracy with this 
method, barring certain types accidents 
and barring fluctuations the patient’s vascu- 
lar system. the latter complication 
serious danger because all know 
from experience the operating room that 
patient’s blood pressure will shift 
mm. without any obvious cause except that 
probably represents shift due vascular 
stimuli and variations depth anes- 
thesia. 

how essential absence bleeding the op- 
erative field this fenestration operation, 
but assume that not entirely essential 
because, from the information have, many 
men not use method this type. They 
presumably control hemorrhage with pressure, 
certain hemostatic agents and suction. was 
particularly glad hear Dr. Harris issue 
rather strong warning regarding precautions 
because personally quite concerned about 
the possibility harmful effects from blood 
pressure maintained low for longer than three 
four minutes. course, the question is, 
what mean low blood pressure? The 
dangerous level not much below 80. 
pressure maintained below longer than 
few minutes almost certain harmful; 
you should have difficulty getting the 
minutes, obvious that much damage (par- 
ticularly cerebral) might result. 
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the operating rooms and the postoperat- 
these days not see much 
very few patients see pres- 
below 90, although years ago this 
shock was quite frequent our 
postoperative wards; some occasions, 
literally hour more getting the 
patient out shock. save 
life, dare not allow shock present 
very longer than that because 
that the brain cells tolerate 
serious ischemia, believe pressure below 
this level threat the patient’s intel- 
lectual power, and even life 

should lke quote data regarding 
certain case that know about. This young 
was college student who had gone 
the dentist have tooth pulled. Before this 
she was honor student college 
She had her tooth pulled, but they had some 
with the anesthetic. Apparently she 
stopped breathing for minute two and 
artificial respiration was required 
normal respiratory Unquestionably 
the blood pressure dropped, nobody knows 
what level. After this accident, the patient 
was longer honor student but had 
treme difficulty passing her class work. The 
power was definitely related the anes 
that the resultant cerebral 
anoxia appears plausible explanation. 

few occasions during the past ten 
years have seen patients 
scious stuporous for long twelve 
twenty-four hours after anesthesia, but with- 
out any respiratory arrest, cerebral accident, 
any other obvious complication during the 
anesthetic. all patients whom brain 
was eliminated diagnostically, have 
suspected short period low blood pressure 
with its consequent cerebral anoxia 
primary etiologic factor. not know just 
how much their intellectual power was hamp- 
cred thereafter, but certainly would not 
want anything like that happen be- 
cause convinced serious impairment 
intellectual ability may result from cerebral 
anoxia hypoxia. 

There are perhaps other methods main- 
taining low blood pressure during operation 
one should want adopt those methods, 
but sure they would not accurate 
the one presented today Dr. Harris 
and Dr. Hale. thinking particularly 
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the method applying tourniquets all four 
extremities, least three extremities. 
This has been done, and reported 1940 
Hebert and Stead. They showed that the ap- 
plication tourniquet two thighs and 
one arm would permit the trapping 720 
blood. That apparently would not 
enough maintain the pressure mm. 
for significant length time, but most 
the patients treated they did get evidence 
of shock 

Although not able say that this 
procedure associated with danger 
utterly condemned, yet think there 
definite danger serious cerebral ischemia. 
convinced that the use any method 
holding blood pressure low level, one 
must have accurate control over every pos- 
sudden decrease vascular tone. 


House, M.D., Los Angeles, Calif. 
Dr. Harris and Dr. Hale have just given 
fine demonstration the importance 
scientific co-operation between the specialties 
medicine. The work Gardner, Kohl- 
staedt and Page controlled, induced hypo- 
tension is, indeed, most interesting. The abil- 
ity will reduce the blood pressure 
patient and thus effectively control surgical 
hemorrhage certain technical procedures 
theoretically very valuable. 
ology has again demonstrated its indispensi- 
bility modern surgery. However, the em- 
ployment admittedly heroic and major 
exanguination procedure should 
reserved for equally serious and grave 
surgical emergency. The fenestration opera- 
tion elective reconstructive procedure and 
the addition any technic which 
may produce many and varied serious com- 
plications certainly avoided. 

The authors advocate induced hypotension 
order produce bloodless field for the 
creation the fenestra. our experience 
the presence troublesome bleeding fenes- 
tration surgery has not been major problem 
and has always been controllable 
conservative methods. 

Even though the fenestra created 
field grossly free blood, interesting 
note that when the tympanomeatal membrane 
elevated for final inspection the fenestra, 
some blood serum will nearly always present 
the perilymphatic space. There ex- 
presence this blood serum the peri- 


lymphatic space any way affects the final 
hearing result. 

The authors state that induced hypoten- 
sion has decreased postoperative labyrinthitis. 
has been not only our experience but also 
the experience others that since the advent 
antibiotic therapy the incidence this com- 
plication seems quite negligible. 

fully appreciate the effort and time the 
authors have expended applying 
duced hypotension technic the fenestration 
operation. However, very fearful the 
advocation such dangerous 
procedure adjunct the fenestration 
operation might much depress and re- 
tard fenestration surgery the minds 
both the laity and the general medical pro- 
fession. 

should like thank Dr. Harris for the 
opportunity discussing this interesting sub- 
ject. 


Harr, D., Cleveland, Ohio, 
(by invitation): The remarks Dr. Cole 
and Dr. House are extremely pertinent. 
have called attention repeatedly the dangers 
associated with this method and 
tunate that Dr. Cole and Dr. House have re- 
emphasized these dangers. our feeling 
that the method finds valuable application, but 
have quite agreed that the greatest care 
must exercised its manipulation. 

\ccurate control the blood pressure dur- 
ing the procedure absolutely essential, and 
this are able accomplish the con- 
tinued reading actual arterial pressure 
our manometer dial. (See figure text.) 
This aneroid manometer connected directly 
into the system, that possible have 
minute minute accurate reading the 
blood pressure. order read 
sure during the bleeding simply clamp off 
the lower tube and allow the 
exert its full effect through the tube which 
connects the manometer. 

find that during the period hypo- 
tension the sphygmomanometer cuff may fail, 
and therefore may get reading which 
unsatisfactory, but means the manometer 
the bleeding apparatus can always get 
accurate estimate the arterial pressure. 

are quite accord with Dr. Cole 
his suggestion that pressure below milli- 
meters mercury not tolerated. That 
our base level healthy individuals. 
drop the pressure this point and maintain 
there during the time its need and then 
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immediately raise the end the 
procedure. this series cases the average 
time during which the pressure has been low- 
ered minimum has been twenty- 
guard. Hypotension for longer periods, and 
particularly throughout protracted operation, 
admittedly dangerous. 


One feature which gives excellent con- 
trol the situation the ability any 
ment force arterial—that say, already 
oxygenated not into the venous, 
but into the arterial system. This blood raises 
the pressure the aorta and allows the de- 
livery arterial blood immediately 
coronary vessels and the cerebral circula- 
tion where most keenly needed. 

\dditional safeguards are that the patient 
kept the horizontal position throughout 
the operation and that oxygen administered 
continuously. 

The average quantity blood which has 
been withdrawn these cases 1700 
This circumstance which duplicated 
many major surgical operations which the 
advantage returning the blood immediately 
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not provided. see frequently patients 
under spinal anesthesia whom the pressure 
falls 80, and conscious patient have 
ample evidence satisfactory blood supply 
the coronaries and the cerebral centers 
Certainly the method not suggested for use 
the fenestration operation those surgeons 
for whom hemorrhage the field does not 
constitute 

Figure the text represents composite 
data derived trom the cases, 
showing the effect the 
pressure, both and diastolic, and 
upon the pulse rate, and also shows the 
immediate effect upon those functions when 
the blood returned the patient. 
mentioned before, the average 
blood withdrawn 1700 series 
highest black line. The heavy lines show the 
behavior the blood pressure, and the dotted 
line shows the behavior the pulse 

conclusion, wish thank Dr. 
and 
thank the Academy tor the for 


House for their comments 


le to appear 
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NOTE CONCERNING CERTIFIED TONOMETERS 


THE tonometer checking stations the Committee Standardization Tonome- 
ters have recently been receiving number brand new certified tonometers for 
checking. The stations are glad test these tonometers whenever the owner 
doubt reliability the certification. should pointed out, however, that 
the measurements made the checking stations tonometers submitted for 
examination are precisely the same those which are made the Electrical 
Testing Laboratories issuing certificates for new tonometers. far every 
case, the measurements the checking stations have been entirely satisfactory 
agreement with those the Electrical Testing Laboratories. Duplication mea- 
surements the Electrical Testing Laboratories and the checking stations, is, 
therefore, not necessary, and the purchasers new certified tonometers are 
advised against incurring this unnecessary expense. 
Committee Standardization Tonometers 


Jonas M.D., Chairman 
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CHICAGO, ILL. 


BY INVITATION 


Mr. Ladies and Gentle- 
men: The previous speakers were 
that thought for moment the 
evening was devoted wholly 
conservation the vocal cords. Per- 
haps also might well conserve 
such have remaining not boring 
you too long with somewhat detailed 
discussion the progress medical 
education the United States. 
men had been listening all day 
minded incident that occurred not 
long ago institution for the men- 
tally disturbed. one the nurses 
was walking along she observed the 
corridor one the inmates with his ear 
against the wall. She watched him for 
mained there, apparently listening in- 
tently. Not wishing behind any- 
thing that was going on, she stepped 
over, took him the arm and, gently 
moving him aside, put her ear next 
the wall and listened quite while. 
hear anything.” “That right,” said, 
“it’s been like that all day.” 

MEDICAL EDUCATION 

Medical education and medical lead- 
ership are two subjects closely allied. 
The rise the standard medical edu- 
cation the United States has been 
primarily responsible for the position 
leadership that America holds. part 
such leadership may traced also 
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the tremendous destruction many 
great institutions medical education 
and elsewhere the world 
and the fact that our institutions 
were relatively unharmed 
great period world turmoil. Unques- 
tionably have steadily progressed 
our medical education since 1847, the 
vear which, one hundred years ago, 
marked the founding the American 
Medical Association. 


education. The efforts were somewhat 
abortive until the turn the century. 
Just after 1900, following some prelim- 
investigations made the chair 
man the Board Medical Education 
and Registration the State 
was decided that perhaps would 
well inspect the medical colleges 
the United States 
standards that they were observing. 
1904 there were some 166 medical col- 
leges the United States, which the 
majority were relatively little worth. 
founded physicians primarily se- 
cure following students who would 
ultimately prove the pro- 
fessors. addition, the schools did not 
have definite standards, such dis- 
section the human body, study 
tissues under the microscope 
perimental physiology. fact, late 
1906 there were medical colleges 
Chicago which gave entire course 
medicine two years six months 
each, some using only three nights 
week. 
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1906 there were med- 
ical colleges. Investigations conducted 
that time the Council Medical 
the American Medical 
Abram Flexner, representing the Car 
some extent little later Rockefeller 
permitted the establishment 
definite standards medical education. 
published the extent which the 
medical colleges the States 
approached these standards. 

The standard premedical educa 
tion the United States was one 
vear, later two years college educa 
most the young men who 
enter the study medicine have had 
four vears college university edu 
medical course with curriculum that 
library, the amount practical 
work done the physiology and 
branches. 

There exists all educational institu- 
tions medicine the United States 
among the professors the heads 
the various departments the dis- 
posal the available hours. have 
doubt that surgery the favorite child 
the faculty many institution, 
and internal medicine and 
that from time time some the lead- 
ers specialties such ophthalmol- 
ogy, dermatology 
have difficulty securing enough hours 
permit the student recognize that 
these subjects also concern portion 
the human body. 

can remember the emphasis placed 
such men Brown, Darling and 
others various parts the eye 
with which was concerned and also 
Kenyon, Stanton Friedberg and many 
others, who informed consider- 


vocal cords were somewhat distant, but 
realize that they were there. 


some time come there will 
siderable amount difficulty 
termining exactly how much 
curriculum devoted each por- 
the body. the infectious dis- 
eases begin decline their impor- 
favored, much more specialized organs 
which most you devote your at- 
tention are likely receive more con- 
sideration the curriculum. 


possibility two observations. One 
the gradual changes that have taken 
place textbooks the practice 
medicine over the past twenty vears. 
enty vears ago every textbook the 
practice medicine used the United 
States, beginning with Osler 
lowing with some the other better 
known textbooks the practice med- 
icine, began with typhoid, 
thirty-two pages were devoted 
tant disease likely come the atten- 
tion the student. During the past 
quarter century typhoid has assumed 
today many students the medical col- 
leges the United States never get 
see patient with typhoid. 
ject has gradually been shoved back 
the textbooks position lesser 
importance. Practically all 
common cold. That being the case 
see that are moving definitely 
toward the specialty least half 
those this audience. Most the pa- 
tients with the common cold, observe, 
nowadays seek out first the otorhino- 
laryngologist, with the accent the 
middle section. believe that with this 
trend medicine are likely see 
increasing amount attention given 
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ophthalmology 
the medical schools the United 
States. And the dermatologists con- 
tinue place their emphasis the fact 
that every skin disease is, after all, 
constitutional complaint and not some- 
thing scratched, will discover 
that other specialties will 
creasing importance our curriculum. 


MEDICAL EDUCATION LATIN AMERICA 


medical education has changed 
this country has been interesting 
observe medical education elsewhere. 
During the past summer spent much 
time South America. the course 
this survey South America 
medical facilities made some funda- 
mental observations which bear 
taught the United States. These sim- 
ple observations, find, strangely, are 
known but few the physicians 
the United States. 

the United States tuberculosis 
today seventh the list causes 
death, but every South American 
country tuberculosis first the list 
the causes death. most the 
United States our death rate from tu- 
berculosis approximates anywhere from 
per 100,000 population, but 
many the South American countries 
the death rate from tuberculosis from 
350 450 per 100,000 population. Med- 
icine South America, the large 
charity clinics and hospitals, resembles 
Cook County Hospital 1910. Their 
life expectancy birth today approx- 
mates vears, some possibly low 
their infant mortality rate, which 
such countries Chile approximates 
400, meaning that 400 every thou- 
sand babies who are born die before 
they are year old. all Chile, 
half the children that are born die be- 
fore they are years old, represent- 
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ing tremendous wastage human 
life. These populations are devastated 
tions: 
and typhus, well the 
known tropical diseases such schisto- 
somiasis, hydatid 
and similar conditions. Most phy 
sicians the United States are likely 
put their emphasis speaking the 
tropical diseases these rather rare 
and unusual conditions, without realiz- 
ing that the fundamental problems 
the Latin American countries happen 
the conditions which have largely 
conquered many portions, least, 
the United States. 

Their problems are trom 
ours. Many the young men who come 
the United States study the 
vances medical science might better 
giving much more attention the 
elimination tuberculosis, number 
crippling devastating 
tions the dysenteric type and malaria 


isotopes. 


PREVENTIVE 

believe that fundamental the 
advancement these nations that most 
their attention placed first pre 
ventive medicine. The curriculum 
their institutions should largely con- 
cerned with these fundamental prob- 
lems preventive medicine rather than 
with the more intricate problems that 
concern the advanced scientists the 
United States whom you represent. 
would seem that corneal trans- 
plantation not particularly significant 
community which overwhelmed 
with trachoma. 

The medical schools South Amer- 
ica have their special problems, which 
are quite different from ours. Their 
problems are related the fact that 
their schools have not advanced 
medical education has advanced the 
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United States. The step medical 
education the premedical 
Then comes medical education based 
first the selection properly qual- 
young men for the first year, with 
first medical education the 
number that can adequately taught 
with the facilities and the teachers avail 
able. 

visit the seventy class med 
ical colleges the United States 
will impressed that many instances 
freshmen classes are limited 40, 
and that the large institutions 
they occasionally reach and 
only one medical school the United 
States are there 220, the maximum num 
saw medical schools with 
students the freshman class. medi 
cal school Cuba takes 1,200 students 
the freshman class. some these 
schools twenty microscopes are available 
with which teach these students the 
elements medicine their first vear. 
totally inadequate number 
teachers are available for anatomy, 
physiology, pathology, bacteriology, par 
asitology and some the other funda 
mental that the student must 
have before enters the advanced spe- 
medicine. 


DISCIPLINI 

The government the 
leges many these countries lack- 
men can pursue medical course such 
institutions and come out after the six 
years which their medical education 
quires most instances, following the 
plan, with anything resem- 
bling the type disciplined mind that 
students the United States. 
school South America 
vas administered when was there 

venty students, whom ten were 


ing come afoul the student body 
certain fundamental decisions. Another 
medical school South America which 
five, including two 
students and the dean. one 
the becomes renegade 
from the group and votes 
with the then they get “new 
deal.” The setup interesting; may 
that such system one does in- 
leadership early age among 
young men medicine. that 
the leadership which the United States 
has assumed, and which continu 
ing and will probably progress the 
medicine now and for some 
come, closely related the 
medical education that has been 
developed this country, the nature 
the discipline that observed 
institutions the United 
States and, finally, the continuing oppor- 
tunity which becomes available 
physicians the United States ad- 
vance well organized system 
medical organization and education 
the higher levels. 


GRADED ADVANCEMENT 


see just how our medical 
scheme here the United States does 
provide these opportunities contrast 
what one sees other portions 
the world. The young man who grad- 
uates from school medicine the 
United States turns first his intern- 
the United States the internship 
disciplined portion the curricu- 
lum, continuation the medical edu- 
anywhere from one two years 
hospital which has been passed 
relates its internship the basis 
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that what the intern does continue 
his medical education rather 
marily assist the attending 
the care the sick. 

His internship completed, the young 
man may proceed assistant 
residency and from the assistant resi- 
point out again that progresses 
through the assistant residency and the 
residency under control, standard 
the assistant residency and 
dency constitute detinitely prescribed 
portion his advanced medical educa- 
tion. Having completed residency 
moves many instances, de- 
assistantship with physician who has 
shown his competence the field con- 
cerned, perhaps not only practition- 
that field but also teacher. The 
young man still goes with his medical 
education. the United States least, 
medical education for physician not 
just matter four years medical 
school and one two years in- 
ternship plus assistant residency, 
residency and assistantship. the 
United States order competent 
physician one’s education must continue 
throughout life. 

has been said that the physician 
has the longest prolongation infancy 
any the creatures God’s great 
may have prolonged his in- 
fancy, Herbert Spencer said, until 
well 30, 31, years. The 
physician, the tremendous amount 
his continuing education, remains 
some extent immature the end. Un- 
less arranges continue his educa- 
tion cannot considered having 
matured the field which de- 
votes his life. 

leaves the medical school and 
becomes associated with other 
physicians 
States, the physician begins mea- 


sured under the most careful system 
measurement that prevails any occu 
pation profession known our peo 
ple. the United States his first step 
join county medical society. The 
county medical society, which there 
States, the basic proving ground 
the young man. There comes month 
peers, other physicians the com 
munity who are following the 
course that has 
Young men who rise positions 
leadership their own county medical 
societies are young men who have 
gun show early their careers those 
bound bring them ultimately posi 
tions great importance their com 

ing and men introduced this audience 
who are men high positions. have 
seen that they hold high positions 
cause their competence not only 
the specialty with which they are asso- 
ciated but also public affairs. 


CERTIFICATION SPECIALISTS 

The young man who wants 
specialty comes before the certify 
ing boards the United States. The 
boards, which are unique 
their functioning and are true 
representation democracy, that 
they operate voluntary basis, with 
out governmental control any kind. 
They represent portion the control 
over education here the United States 
which gives the American medical pro 
fession the great leadership that 
beginning have throughout the world 

the young man qualifies through 
his certification his specialty board 
begins measured his peers 
the special societies many different 
can enter the American Oph 
thalmological Society, the American 
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Society, the American 
Laryngological Association, the 
Rhinological 
and Otological Society. 

ous clinical groups and study clubs. 
can associated with the American 
\cademy Ophthalmology and Oto- 
which will give him every 
opportunity continue his education, 
which will give him constant association 
with leaders these special fields 
courses which are available here this 
special session the American Acad 
emy Ophthalmology and 
tind 163 leaders these tields 
giving courses ophthalmology and 
men devoting their time giving 
The young man who wishes 
better himself here easily avail 
able the hear leader 
describe the advances that have been 
made going into the scientific ex- 
hibits observes actual demonstra- 
tions, both pathologic and statistical, 
the progress that being made 
these fields. Thus the 
available for any man move high 
ing his time and his interest. These are 
features American medicine which 
are not available other countries 
the world anything like the same pro- 
portions. sorry say that Latin 
\merica the organization special 
groups for study its 
very infancy. 

INTERNSHIPS 

The internship has 
unknown Latin America except dur- 
ing the last few years. doubt there 
ire more than ten fifteen hospitals 
Latin America that have any- 


thing resembling what have the 
way internship. doubt that 
that important relation deter 
ist. all Latin America not more 
than five ten organizations exist for 
the teaching nursing, that modern 
nursing almost nonexistent. per 
son goes into hospital and 
moves with him take care 
the good hospitals the relative gets 
bed sleep on. the poorer hospi 
tals sits and watches the patient 
tions that observed. You who art 
served with nurses—well, who used 
served with nurses considerable 
numbers meet the needs vour 
tients—can realize what means, 
unless you have seen it, see insti 
tution endeavoring give high qual 
itv medical care without these 
tributes that consider essential. 


AMERICAN LEADERSHIP 

not wish say and would cer- 
tainly not wish leave the impression 
that one cannot find many the 
South American countries 
vanced technics the hands 
vidual surgeons, otolaryngologists, oph- 
thalmologists, specialists all kinds 
fine technics fully 
rior the same skills manifested 
our own country. These are merely 
proof the fact that occasional in- 
dividual may surmount far 
greater than those which must over- 
heights. This merely means that here 
and there, regardless race, educa- 
tion, religion, culture, any- 
thing that may exist the environment 
the man, some appear with those spe- 
cial qualities. When one those voung 
men does rise these nations can 
assure you that soon assumes his 
‘ation position leadership, but the 
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environment and the soil from which 
must arise not conducive giving 
large and fertile crop. Only 
environmental 
That occasional individual 
mount tremendous obstacles reach 
the heights. These 
countries can never progress until they 
have overcome the fundamental 
ties which have referred the way 
inadequate selection young men 
for the study medicine—inadequate 
opportunity follow advanced cur- 
school medicine, and inadequate op- 
portunity associate with other men 
high standing equal plane and 
receive instruction which goes 
among here the United States 
throughout our entire careers. 


such 


nation that composed largely 
sick people cannot become productive. 
nation that does not become produc- 
tive cannot improve its educational in- 
stitutions. One finds Mexico ad- 
mitted per cent illiteracy, Brazil 
per cent illiteracy, and most 
cent illiteracy. The number people 
available from whom develop leaders 
the field medicine inadequate. 
must placed the lowest 
level, namely improving the standard 
education from the grades into 
the gymnasium period, from there 
into the specialized institution and from 
the specialized educational institution 
into the hospital, into the research 
institution the man concerned 
with research. 


CHARACTERISTICS LEADERSHIP 
The characteristics leadership that 
have prevailed medicine the Unit- 
States and which you can find well 
established like the 
American Academy Ophthalmology 
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and are characteristics 
which are many instances 
the physician the profession which 
has chosen. The eminent historian 
Tacitus said that the qualities lead- 
reason and judgment. Reason and 
judgment must fundamental the 
education physician. gets them 
most before his entrance 
into the medical school, his period 
qualification. Particularly the clinical 
aspect medicine more and more there 
reason and the necessity for calm and 
carefully considered 
adequate efficiency. 

like repeat the story the old 
colored boy whom someone compli 
mented one time, saving him, 
have awfully good judgment. Where 
did you get that good and 
said, experience.” 


was asked, “Where did you get 
the and said, “That 
came from bad judgment.” 

human being that learns 
judgment. From his mistakes learns 
fails learn from his mistakes 
doomed never rise leadership. 

Another famous historian 
said that the great leader must have 
understanding the motivations that 
underlie the actions man exactly 
physician must have understanding 
successfully. Here early compari 
son the leader and statesman with 
the physician and recognition that the 
same type training that causes the 
physician seek out causes before 
plying cures treatments necessary 
assuming leadership the type 
that the statesman. 

The physician who wants assume 
leadership must demonstrate that lead- 
ership the development number 
characteristics which are some 
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tent typical all physicians. must 
have must have hon 
other profession demands 
much honesty its practitioners does 
the medical profession. must have 
integrity the type that specified 
the principles ethics American 
medicine they have come down from 
the time Percival 


addition the physician must have 
the public spirit that Richard Steele, au- 
thor the emphasized the 
prime characteristic every 
must have public spirit. 
the activities and the works men 
the field and ophthal 
mology find that those among who 
have achieved leadership your great 
specialties have devoted yourselves 
many instances great public causes 
the type the prevention blind 
ness, securing legislation for the con 
trol unnecessary blindness, the 
development all sorts for 
securing for the hard every 
possible aid that could given them, 
the development which 
would give these people opportunity 
not only for treatment which would ben 
efit them but for vocational 
tion, which recognize today 
United States equally with 
the medical and surgical care these 
patients are given all that modern 
medicine can give them. would empha 
size again the public spirit the leaders 
the field ophthalmology and oto 
men sitting here the 
platform and many whom see out 
there the audience who have par- 
here the United States, movements 
vhich the medical profession has joined 
vith the public for achieving great 
which could not 
except public and medical 
operation. 

want say again that the lack 
roductivity South American coun- 


MEDICAL EDUCATION AND LEADERSHIP 105 


tries and the failure rehabilitate the 
sick will continue hold the people back 
until, through the advancement the 
and their public health education, they 
have brought through their schools 
medicine through advanced 
training men who can assume the posi- 


Among the most important the spe 
clalties, from point view, 
are the two specialties here represented 
physicians over period years there 
are groups whose members much 
better than the ophthalmologist and the 
otolaryngologist, except the urologist 
and the orthopedic 
these questions they are re- 
lated the medical im- 
portant, believe, that should break 
down the foolish tradition that the doc- 
tor invariably sucker matters 
resent the slur constantly 
placed physicians that matters 
money they are like children. said the 
other night discussion the life 
one our trustees the American 
that could think 
only little incident which occurred 
Sunday school which the teacher 
had asked all the children come 
and bring their contributions. 


one them was recite little 
proverb the time made his deposit 
the cash box. The first little boy came 
and dropped penny and said, 
“It more blessed give than re- 
The second little boy came 
with his two cents and said, thy 
bread upon the waters and will 
returned thee thousand fold.” The 
third little boy, who was the son 
physician, came and dropped 
nickel and said, fool his 
money are soon 
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THE MEDICINE 


Here the United States, may 
pardoned certain amount glori- 
fication what has been accomplished 
the medical profession, have to- 
day, sincerely believe, the only free 
and independent medical 
that still remains the world. The high 
tice, the high quality leadership, the 
advanced position the field 
search which have referred, the 
excellent economic status that prevails 
for physicians the United States, 
status which physicians achieved for 
themselves and which they must con- 
tinue maintain. 


There are among you here this 
audience men who have led the fight 
against bureaucratic governmental dom- 
ination the practice medicine 
the United States, fight which has 
been quite successful this time. 
are that enviable position 
which Shakespeare spoke when said, 
“There tide the affairs men 
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present the tide the affairs 
medicine the United States with 
the medical profession. away from 
governmental and bureaucratic domina- 
tion. this period physicians who may 
temporarily resting their oars 
should realize that the leadership which 
brought them where they are and which 
has sustained them thus far this en- 
viable position must not allowed 
die without having provided followers 
young men who can trained similarly 
the principles and the ideals medi 
cine here the United States and who 
will carry this fight when these great 
leaders are gone. 

think have shown that the educa 
tion the physician the United 
States giving this country man 
who cultured, man who 
gent, man who can plan, man who 
recognized leader his community, 
man public spirit, great citizen 
and scientist. this achievement the 
American Academy Ophthalmology 
and Otolaryngology has played con 
siderable part. look the playing 
far greater part this organization 
the future. 
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EXPERIENCES INDUSTRIAL EYE PROBLEMS 


Davip McCoy, M.D. 
BIRMINGHAM, ALA. 


must that the reason serious 
problems are found industry 
cause ophthalmologists group are 
not fully aware that they exist. may 
justly assume that they had known 
While efforts are being made solve 
known and serious problems these 
results would far more substantial 
who are concerned would recog- 
nize these problems our own. 
people continue crowd together 
heavily populated cities and machin 
ery-jammed factories where constantly 
changing toxic chemical materials are 
used, the science ophthalmology 
challenged with definite mission and 
which cannot ethically escape 

would like quote some 
from the National Society for the Pre- 
vention Blindness. Its fine work 
deserving greater recognition. There 
are estimated 45,000,000 industrial 
employees the United States 
supplied with ophthalmic service. This 
entails not only and 
periodic examination for everyone, di- 
agnosis and treatment the many cur- 
rent illnesses and injuries, but also 
medical program, medico-legal service, 
the estimated per cent employees 
who have visual defects which would 
also estimated that eve injuries 
the rate 1,000 per day. The sum 


following papers by Dr. McCoy and Dr. Me 
were read the special program 
nsored by the Toint Committee on Industrial 
hthalmology, October 16, 1947, Chicago, III. 
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all related costs for compensable eye 
injuries around $100,000,000 annual- 
ly. The costs for care and time lost from 
other eye injuries materially increases 
this total and still must add this 
the considerable number eye dam- 
ages due industrial poisons. The re- 
sultant number man hours lost 
economically impressive and still more 
important the priceless damage done 
the disabled worker and his depend- 
ents. this brief summary out- 
standing facts must seen that this 
field industrial ophthalmology 
vital and important part ophthalmol- 

the vantage point trouble 
shooter for industrial medical problems 
was privilege gain first hand 
knowledge needs many and varied 
types industries throughout the na- 
was particularly interesting 
meet these problems home 
grounds and actual contact with the 
worker and his environment. 

consider the problem han- 
dling emergency cases. will give 
summary this now for emphasis. 
rule was not until the ophthalmolo- 
gist was caught flat footed with series 
accidents, blepharitis cases, perforat- 
ing corneal ulcers marked instances 
absorption toxic materials that 
developed adequate efficient 
method handling cases and showed 
interest forestalling future trouble 
attention preventive measures. 
The best example this expe- 
rience was the epidemic keratocor 
junctivitis 

you know this struck the West 
Coast first and because affected 
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ferred “shipyard conjunctivitis.” 
Consider this example efficacious 
method handling the 
creasingly large numbers workers 
were being disabled daily this largest 
shipyard the Coast. One part the 
investigation dealing with the trend 
cases showed that certain shipways were 
especially affected. The common denom- 
inator these shipyards was lavatories. 
Watching here was found that was 
the habit workers, mainly welders 
and burners, retire intervals the 
lavatories where they would grasp fix- 
tures possibly contaminated 
sons ahead them, and with 
cupped hands would dash the water 
over their faces and eyes. Working 
this premise spread infection, 
men were hired stand day and 
night wipe these fixtures with solu- 
tion lysol, and coincident with this 
measure the epidemic diminished. Un- 
derstand that previous this goggle 
sterilization plan was proven 
cases were being treated outside the 
area and suspicious cases were being 
stopped for examination all gates. 
this time eastern areas 
carefully forewarned preventive 
measures had been set up. interest- 
ing see what happened when this re- 
fractory disease was subjected these 
established preventive measures. First 
all from comparative standpoint, 
even considering its sporadic nature, 
there were fewer cases the east than 
the west. From this may as- 
sumed that only the more virulent or- 
might possibly expected, the per cent 
corneal involvement was higher. 


another instance there was se- 
ries rapidly perforating corneal ul- 
cers. These ulcers perforated the third 
day after being seen and left 
which looked like small 
bored through onion. All the usual 
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Saemisch section, were tried, but good 


results were not obtained until actual 
cautery was applied 
How cases actually abruptly stopped 
when foremen were impressed with the 
need issuing clinic visit slips when 
man complained eye trouble. 
This peculiar idea foremen that 
high record consists keeping 
medical complaint from the doctor 
with 
struction safety meetings. 


universal mis-in 

Another outstanding need 
trial eve problems medical control 
plan industry serve final bar 
rier against industrial health hazards. 
portance the industrial hygienist and 
his splendid work, but repeated serious 
instances have indicated that even their 
most efficient efforts have fallen short 
providing the safety which might 
have been expected. 

Casually selected examples 
cited. large plant the heart 
New York’s industrial center and one 
New lead poisoning cases 
were occurring spite the fact that 
air samples within the workers’ area 
showed that the lead exposure was 
low the point where absorption would 
lead poisoning. 

Another 
South, 
fume exposure was developing regard 
less the fact that the operation was 
apparently well ventilated and hooded. 

Why does this slip through the best 
laid plains the industrial hygienist 
sideration the unknown human fac- 
tor This may divided into two 
parts. The part the 
variation that may expected in- 
dividuals the amount absorption 
necessary produce any symptoms 
and signs poisoning. This 


the 
from 


instance, this time 


keratoconjunctivitis 


consists 
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dependent not only upon 
variation normal individuals but 
markedly affected the state health 
any one individual. 

The second part the human factor 
the inability make worker act 
other than human. Regardless how 
good the facilities for protection are 
there will some who will burn 
grind without goggles, some who will 
not wear respirators dangerous areas 
and some who will put their eyes into 
the fumes under the ventilator. How 
does the ophthalmologist fit this 
picture? the ophthalmologist with 
his clinical examination 
skill forms early, adequate and 
method control. This may vary from 
the early detection keratitis from 
such trichlorethylene overexposure 
the discovery the first sign in- 
jurious absorption carbon disulfide 

widening the blind spot the 
visual field. 

themselves focus need for the 
active interest the ophthalmologist 
preventive medicine. believe 
the average physician aware the 
importance and scope this branch 
medicine nor just where fits into his 
particular scheme operation. Preven- 
tive medicine medical giant. 
month ago the Naval Bureau 
Medicine and Surgery issued bulletin 
that industrial medicine was 
preventive medicine. Actually 

ble for good facilities, good diagnosis 
good medical and surgical treatment 
all source medical prevention 

ther out industry. 

its importance, the Surgeon 
the Army from 1943-1947 
hen asked what were the ten most 
the last world war named first 

the list preventive med- 
ne.” The requirements industry 


are just great. the 
cal tield the needs and demands this 
branch are bursting all confines. This 
vividly demonstrated the 
work being done the visual screening 
program using the Ortho-Rater, Tele- 
binocular and Sight-Screener deter- 
mine acuity, phorias, color, and depth 
perception, Its success not unexpected 
inasmuch quality and quantity vi- 
sion has long been known factor 
awe inspiring list instances scaling 
from poor efficiency death dealing 
accidents. The surprising part was the 
magnitude the problem uncovered 
this procedure. Seven years’ experience 
this field has served only more ac- 
curately magnify the amount 
normal vision industry and the need 
for corrective glasses 
reference working distances. 
large this undertaking, amounting 
20-40 per cent industrial person- 
nel, that questionnaire was sent 
tion which guiding way sought sug- 
gestions the best way optometrists 
could used fill the gap. 
meantime the optometrists are occa- 
sion entering into the breech their 
own. 

Regardless whether the examina- 
tion one pure mechanical screening 
large optical companies using their 
instruments one including optome- 
tric work, when possible and where the 
safety others depends upon good 
rangement should made for exam- 
ination oculist for detection and 
treatment pathology all 
fairness the workers. 

This leads into another example 
preventive periodic eve ex- 
public transportation has this been 
such poser. railroads inti- 
mately observed the past vear there 
has been most widespread range 
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methods checking eves. One rail- 
road has set triannual examination 
oculist every three years and sub- 
group annual examinations for em- 
20/20 one eye; four have the eye 
examination done every two years 
oculist; two have the eye examina- 
tion done general physician who 
turn refers the case oculist the 
acuity down; and one railroad has all 
engineers, brakemen, examined 
layman. the visual acuity down 
there some other reason arouse 
his interest, the referred 
oculist. 

The point wish make that hap 
hazard methods examination partic- 
ularly this industry are extremely 
hazardous the public, the workers, 
and the railroads. extended study 
for standardization methods eye 
examination, personnel examined, 
should made through the ma- 
chinery already set for co-operation 
between the Joint Committee Indus- 
trial Ophthalmology and the Industrial 
Council the American Medical Asso- 
ciation. The recommendations should 
strongly advised through the American 
Association Railroad Surgeons. 

Another crying need wider dis- 
semination standing orders for 
cases according types industry. For 
example, most first aiders—and these 
are the ones who usually initially handle 
the cases, considering the predominance 
small industry know well that 
pillow splint before moving good 
practice limb fractures, but they have 
been grossly neglected terms in- 
struction the handling eye in- 
juries and don’t realize the great and 
quick damage done transporting eye 
lacerations. certainly disconcerting 
have patient brought the office 
with large portion the insides hang- 
ing out anterior cut which one 
feels should not have 


moval the eye the patient had been 
left down the plant carefully 
scrambling for acid solution for 
alkali burn alkali solution for 
acid burn when plenty water im- 
mediately hand. 

which news anybody, the dith 
culty getting concerted action from 
management, insurance companies, and 
labor even most worthy enterprise. 
the great majority cases this not 
due belligerence but rather lack 
understanding. Whatever exists prec 
found deeply rooted and difficult 
change. the face overwhelming 
that much time required promote 
tive basis between the doctor and indus 
try. 

would approximate that over million 
dollars spent annually 
agencies honest and somewhat 
desperate effort familiarize industry 
with needed intormation along indus 
trial medical lines. Untortunately the 
greater part this literature edited 
laymen and results are haphazard 
and some instances actually injurious. 
other words, whether like 
not, labor, insurance companies, big in- 
dustry, and small industrial groups are 
culling medical information pertinent 
their needs from the rather hidden con- 
fines medical journals and meetings 
This especially arouses the doctor’s 
when faced with series legal 
procedures and decisions which, through 
misinterpretation, 
should well known established facts 
All this leads the desirability 
program specialists this field 
dustrial ophthalmology 
and disseminate industrial ophthalmol 
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ogical facts graphic, understand 
able manner, not only the industrial 
oculist, but through him the major 
lay representatives industry. This 
create effect liaison between 
highly specialized branch industrial 
medicine and industry. 

experience that the ophthal- 
mologists practice have de- 
preciated the man industrial practice 
possibly because the former 
and requirements the industrial oph 
thalmologist. Incorporated this 
unfortunate tendency the ophthal 
mologist withdraw from the general 
held medicine into his specialty 
statement recent issue the Jour 
nal the American Medical Associa 
tion. would bring home you that 
this developed into what was major 
industrial problem during the war and 
would repeated the case 
other emergency. The ophthalmologist 
without special training faces new 
industrial medicine. This 
new departure that deals not only 
with the eye relationship the gen- 
eral health the individual, 
forces attention the 
good health for group with all the 
ittendant essential ramifications. 
assed ordinary practice, the respon- 
industry decidedly obvious 
ind definitely 

way thinking one the 
problems confronting the indus- 
rial ophthalmologist the lack un- 
lerstanding the part the oculist 
private practice the scope the 
picture the United States 

Now, may expected the 


future, the pressure industry 
that the accredited 
should not ignore the industrial field. 
strong enough meet the industrial 
problems our own field and give 
the industrial worker the skilled atten- 
tion feels his right. 

Criticism existing faults general- 
disliked better measures cannot 
offered. would like summarize this 
paper with solution for these problems 
which firmly believe the only one 
which will adequately and permanently 
Industrial medicine and surgery, 
industrial ophthalmol 
ogy, should taught standard por- 
tion the medical school curriculum. 
Some the progressive medical facul- 
ties have already recognized this need 
and have incorporated industrial oph- 
gram. But these schools are few num- 
ber. Columbia University and other 
medical centers graduate courses oc- 
cupational ophthalmology are offered. 
This laudable, but does not particu- 
larly influence the main problem. Those 
who attend these courses are usually al- 
ready somewhat familiar 
The necessity for every medical 
student given the opportunity 
understanding least the major indus- 
trial medical problems. 
eve residencies fellowships should 
without question given advanced spe- 
cific training occupational ophthal- 
mology. 

presenting some the in- 
dustrial eve problems have endeavored 
interest ophthalmologists, for 
these problems are not limited their 
scope, and any appeal for advancement 
the field industrial ophthalmology 
should the basis concerted ac- 
tion. 
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CHEMICAL BURNS THE HUMAN CORNEA 


M.D. 
CHARLESTON, VA. 


Tue purpose this paper not 
present original report research. 
That report was made the November, 
1946 American Journal 
ogy. fulfilling the request your 
committee will endeavor present 
the important details such way that 
you will able use this technic 
and when chemical burn the eye 
occurs your practice. is, course, 
evident that cannot schedule clinic 
for teaching since accidents not hap- 
pen that way. 

We, who are closely allied with the 
chemical industry, are constantly the 
alert for improvements 
nic. not believe that have 
arrived perfection, but our results 
indicate that have solved the basic 
problem. 

chemical burn the cornea de- 
fined injury which results from 
local contact with chemical (solid, 
liquid, vapor) such degree that 
there alteration the structure the 
cornea and the conjunctiva. This altera- 
positive stain when per cent buf- 
fered solution fluorescein applied. 

The treatment chemical burns 
the eye falls naturally into four divi- 
sions: prevention, first aid, dispensary 
care, and specialized medical care. 

Prevention does not fall within the 
duties the medical man but are 
able give much valuable information 
and encouragement the safety en- 
gineer. 

First aid define the care that 
should follow injury within seconds. 
This care feel has saved more 
burned eyes than any other division 


care except prevention. Each employee 
handling dangerous chemicals, and most 
chemicals are dangerous, 
trained immediate care. Simplicity 
the watchword and water copious 
amounts the equipment. matters 
little how the water reaches the eve but 
complete within seconds after 
the exposure necessary. neutral- 
ing reactions may instituted which 
will more harm than the original 
chemical. Plain tap water used ex- 
various ways from buckets 
the very fine commercial eye 
washing fountains now the market. 
The eyelids must held open either 
the injured fellow employees for 
these burns are painful and spasm 


the lids the rule. 


plant regular courses lectures are 
given teach this first aid. our 
conclusion that five minutes washing 
the job does the maximum amount 
cleaning possible. 

Following this washing the injured 
man taken once the plant dis- 
pensary where nurses others trained 
detailed washing and diagnosis are 
available. The injured eye once 
anesthetized with per cent ponto- 
caine that the lids are relieved 
spasm. Washing then started and 
with removal any gross particles 
means cotton swabs. prefer 
large siphon bottle filled with saline 
room temperature. The siphon has 
three foot head and the tip the tube 
soft rubber avoid further in- 
jury. After fifteen minutes controlled 
washing the eye stained with per 
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cent and positive another 
parts the eve including the upper 
washed during the whole both 
teen minute periods. Also during this 
period the offending chemical deter 
mined and reference made the con 
trol list which should tell what 
it. These lists are available 
Manufacturing Chemists’ 
America. 

after the second period washing 
the eye still retains stain and 
the chemical the dangerous 
major chemical burn and 
stitution the fourth and last step 
this technic. 

Specialized medical care must done 
emergency basis successful 
results are obtained. believe 
that two hours the maximum safe 
elapse time between the injury and 
the completion the care. 
proved that the chemical 
sorbs epithelial without 
that such progresses through the 
epithelial until structures 
are affected. epithelium 
move the chemical before 
Bowman’s membrane and can expect 
prompt healing and undamaged 

have called the removal the 
affected cells, denuding, for actually 
remove all affected cells. Under the 
high power the these 
affected cells are seen 
shaped translucent opacities 
stained patches direct illumination. 

Preliminary examination will give the 
operator good diagnosis the 
depth the burn and after few drops 
per cent cocaine are administered 


the actual denuding started. small, 
tightly wound, dry cotton swab used 
remove the cells beginning 
the center the cornea and progress- 
ing toward the limbus with circular 
slightly the cornea. 
checks the biomicroscope 
made and only the affected cells are re- 
moved tar possible 

Following the removal all the 
stainless merthiolate and 
sulfathiazole ointment. patch 
used there will much pain and 
this offers convenient cover which can 
removed will for treatment. The 
much pain and with 
pontocaine ointment use frequently 
pain threshold find necessary 
add general sedation the routine. 

have made regular practice 
record the first visit the presence 
health problems. treatment insti- 
tuted the first visit. 

The day the patient seen 
again and the eve inspected under 
stain. Many cases will found 
completely healed and may dis- 
charged without further treatment. The 
unhealed cases are again dressed with 
sulfathiazole ointment following cleans- 
ing and flushing with stainless merthio- 
late. The same antipain 

the third day the eve again in- 
spected and not then healed the eve 
considered complicated 
combative treatment instituted indi- 
cated. The lightly sprinkled with 
methylene blue powder and flushed with 
saline. intramuscular injection 
nonspecific protein given and the pa- 
tient instructed that there complica- 
tion and that more drastic treatment 
may needed the following day. From 
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here the case regarded in- 
fected corneal conjunctival ulcer and 
the usual routine already familiar all 
you instituted. focal infection 
present now hospitalize the patient 
and start fever therapy removing teeth 
tonsils rest days from the fever 
treatment. Other infectious areas are 
treated indicated. have had 
ill effects from such surgery, 
many cases have been brought satis- 
factory cure it. 

After final healing does take place 
the remaining opacities, any, are 
treated with per cent solution 
choline chloride, drops every three 
hours. have found this material 
very effective fading the light opaci- 
ties the cornea and much less dis- 
tressing than the usual dionin. The 
choline chloride continued over pe- 
riod least three weeks and only 
discontinued when the opacity gone 
noted microscopic study. 

the selection drugs used 
the burned eyes there found con- 
siderable variation both types and 
ointment for the first forty-eight hours, 
only one application daily, since be- 
lieve the eyes relatively aseptic. 
Following this, holocain and epinephrine 
found satisfactory the slow 
but uncomplicated 
ointment used needed for pain. 
This routine has produced only rare 
sensitivity and our series cases has 


not impaired healing 
cillin ointment was used shert se- 
ries cases but sensitivities 
were produced and not use 
all now since its effectiveness bet 
ter than the above routine and 
which might restrict its use other con 
ditions where its effectiveness great. 
Solutions penicillin were tried but 
not continued for again improvement 
results were found and the time ele- 
ment for the mixing fresh solutions 
was added burden. 
were found this use. 

interesting report has been made 
Dr. Arnold Sorsby and associates 
the British Journal Ophthalmology 
June, 1946 and July, 1947 which 
amniotic membrane grafts were used 
deep burns the conjunctiva due 
caustic. now have the material 
hand for this purpose prepared 
associates the Mellon Institute and 
will use the next case that type. 
believe that this treatment has merit 
but date can only refer you Dr. 
reports. might add that 
are investigating the use inert plastic 
rabbits’ eyes but the work not far 
enough advanced more than mention. 

concluding the discussion chem- 
ical burns the human cornea now 
cite more than consecutive cases 
burned with many different chemicals. 
still our that this routine 
offers better results than 
treatment since our percentage lost 
vision remains less than per cent. 
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COUNCIL MINUTES 


FIFTY-SECOND 
ANNUAL SESSION 


AND 15, 1947 


Palmer House, Chicago 


Present 


Alan Woods, Carl McCaskey, Ar- 
thur Jones, Phillips Thygeson, Norton 
Canfield, Lawrence Post, Gordon New, 
William Benedict, Algernon Reese, 
Ruedemann, Dean Lierle, Lawrence 


Boies, Erling Hansen, James Robb, 
Blassingame, Thomas Allen. 
The meeting was called order 9:30 
am. Dr. Alan Woods, President. 


The Executive Secretary, Dr. Bene- 
dict, the report fol- 
lows 


Juniors 3,346 
224 
Life 322 
Honorary 21 

3,913 

Complete 
Incomplete 
Carried from 1946 

ary 1948 

Annon, T., Philadelphia, Pa. 

Blassingame, D., Memphis, Tenn. 

Bozer, Herrmann E., Buffalo, 

Bruner, Abram B., Cleveland, Ohio 

Clerf, Louis H., Philadelphia, Pa. 

Copps, Lyman A., Marshfield, Wis. 

Curtin, Eugene A., Scranton, Pa. 

Davis, Thomas W., Winston-Salem, 

Some items are omitted from this report. Complete 
minutes are file the office the Executive 
Secretary-Treasurer. 
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Dean, Alfred, Grand Rapids, Mich 
Dorge, Richard Minneapolis, Minn. 
Harris, Robin, Jackson, Miss. 

Howard, Lloyd G., Council Bluffs, 
Johnson, Thomas H., New York, 
Macy L., Rochester, 
Lombardo, Melchiore, Brooklyn, 
Looper, Edward A., Baltimore, Md. 
Lyman, Harry W., St. Louis, 
Marshall, George G., Rutland, 
R., Saginaw, Mich 
Myerson, Mervin C., Beverly Hills, Calif. 
Parrish, Robert San Antonio, Texas 
Proetz, Arthur W., St. Louis, 
Rowland, D., Boston, Mass 
Somberg, | Si. Cleveland, Ohio 


Wheeling, 


nassene, 


Townsend, John F., Charleston, 
Tucker, Gabriel, Philadelphia, 
Wendel, Detroit, Mich. 

Wheeler, Merritt W., St. Paul, Minn 

Winter, Arthur, Duluth, 


Life Janu 


Fellowship 
1948 


T., San Antonio, Texas 
Auerbach, Julius, New York, 
Barkan, Hans, San Francisco, Calif. 
Beyer, Louis J., Buffalo, 
St. Paul, Minn. 
Gardner, Mass 


Boeckmann, 
Bone, Herman 
Bordley, James Baltimore, Md. 
Campbell, H., Columbus, Neb 
Cary, C., Grand Junction, Colo. 
Chase, Frank, Seattle, Wash. 
Clement, C., Chicago, 

Curdy, J., Kansas City, Mo. 
O., Los Angeles, Calif. 
Decker, Sioux City, Ia. 

Edwards, Slocomb R., Centro, Calif 
Gale, Jean, Denver, Colo. 


Guggenheim, Los Angeles, Calif.. 
Guyton, Oxford, Miss. 
Halsted, Fred Denver Colo. 


Haskell, Alfred W., Portland, Me. 
Heeb, Harry Milwaukee, Wis. 
Henton, George E., Portland, Ore. 

F., Miami, Fla 

Irvine, Ray, Beverly Hills, Calif 

Kistner, B., Portland, Ore. 

Kress, George H., Los Angeles, Calit. 


Meeting: 


Lefler, Anna B., Los Angeles, Calif 
Loomis, A., Minneapolis, Minn 
Maiden, Sydner Memphis, Tenn 
Brandon, Mani- 

toba, Canada 

Minor, Memphis, Tenn 
Mitchell, Philadelphia, Pa. 
Morris, G., Rochester, 
Nelson, Louis A., St. Paul, Minn. 
Nisselson, Max, New York, 
Post, Hayward, St. Louis, 
Prout, W., Columbus, Ohio 
Ralston, William W., Houston, Texas 
Reiche, C., Hazleton, Pa. 
Richie, T., Trinidad, Colo 
Robertson, Edwin 
Silbernagel, Columbus, Ohio 
Smith, S., LaCrosse, Wis 
Spencer, H., Philadelphia, 
Sturges, Leigh New York, 
Walker, E., Colorado Springs, Colo. 
Westlake, Samuel B., St. Louis, 


Oliver, 


Concordia, Kans 


Allen, V., Topeka, Kan. 

Allen, H., Pasadena, 
Anderson, Ross E., Jackson, Miss 
Begle, Howell L., Detroit, Mich 
Bentley, Frederick J., Seattle, Wash. 
Boucher, B., Vancouver, C., Can- 


ada 
Browning, Andrew J., Portland, Ore 
Clark, S., Minneapolis, Minn. 
Davis, Warren B., Philadelphia, Pa. 
Deitchman, Louis S., Youngstown, Ohio 
Edwards, J., Vicksburg, Miss. 
Ellett, C., Memphis, Tenn. 
Elliott, Raymond E., Rochester, 
Freiman, George, Brooklyn, 
Frothingham, Edward, Brooklyn, 
Gewanter, Robert, New York, 
Golden, Matthew G., Brooklyn, 
Goodman, Edgar L., Washington, 
Haas, Louis R., Pittsburg, Kan. 
Halton, Edward P., Holyoke, Mass. 
Hamilton, Howard E., Cleveland, Ohio 
Harris, Morris L., Brooklyn, 
Holzberger, John C., Brooklyn, 
Ingersoll, M., Miami, Fla. 
Jobson, George B., Franklin, Pa. 
Klingner, Thomas O., Springfield, Mo. 
Lambert, Robert K., New York, 
Lane, Franklin F., Philadelphia, Pa. 


NOVEMBER DECEMBER, 1947 


Lillie, W Ivan, Philadelphia, Pa 
Macdonald, James O., New York, 
Maghy, Charles A., San Diego, Calif 
McDermott, J. St Joseph, Mich 
Claude W., Greensburg, 
Elmer, Colo 


Denver, 


Moore, Hallock, Huntington, 

Neeper, Edward R., Springs, 
Colo 

Patterson, Minneapolis, Minn 

Phelan, Harold V., Cleveland, Ohio 

Rector Albert I: \ppleton, Wis. 


St Clair, ( 4 sluefield, W Va 
Schwartz, William A., Phoenix, Ariz 
Sedewick, O. W., Tonia, Mich 
Shastid, H., Duluth, Minn 
Shoemaker, A., Orlando, Fla 
Sirles, Wayne Herrin, 
Sneed, Carl M., Columbia, 
Timberman, Andrew, Columbus, 
Richard Chicago, 
George Boston, Mass 
Woodruff, W., Joliet, 
Zinkhan, M., Washington, 


Ohio 


Tivnen, 


1947: 

seven years since the Home Study 
Courses were initiated, and 


recognized that they are filling important 
place the training facilities available doc 
themselves for the 


otolaryn- 


seeking prepare 
ophthalmology and 
active practice 


tors 
physicians 


gology, and for 


The registrations were: 
Ophthalmology 353 
Otolaryngology 
Total 544 

Total registrations for the first seven years 


were 


During the past year the faculties were 
strengthened the addition new members, 
and there are now two active faculty mem- 
bers for each lesson. accordance with 
plan approved the faculty meeting, Octo- 
ber, 1946, the end four years the senior 
member will elevated the position 
consultant, and his associate will succeed him 
the senior position. Consultants are urged 
continue active co-operation, but 


responsibility for the 


specific 


lessons. 
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The present faculty rosters are follows 
ophthalmology, 
Wilbur Rucker and John Henderson; 
Physiology, Hendrie Grant and George 
Guibor; Optics and Visual Phystology, Fred 
erick Cordes and Samuel Aiken; Refrac 
tion, Thomas Allen and Daniel Snydacker 
Diseases, James Allen, Rod 
man Irvine, and Samuel Key, 
try, John and William Banks 
lar Muscles, Conrad Berens 
and Paul McAlpine; Ophthalmoscopy and 


’ 


pard; Pathology, Georgiana 
and Michael Hogan. 
Inatomy and II, Van Alyea and 


Snitman; Leland 


Nov Ir. Path Hern 


engver (¢ iltant ) 

bere ent inges re 1 
CSsons na 1 time t tine 1 jor re 
visions. Last vear three subjects otolaryn 


ology were consolidated into two, make 


room for new lesson pharmacology. The 


the constant endeavor increase the 
alue the Courses, emphasis being given 
the importance more comprehensive ex- 
amination questions and 


criticism papers. 


material available the 
standard textbooks, the Academy sponsor- 
ing the publication manuals 
pertaining Home Study Courses. The 
manuals are planned give the student con- 
cise but complete basic, factual information 
the subject concerned. They 
uniform style and sold the Academy 
for $1.00 each 


ble 


The following are now availa- 


Anatomy and 


ophthalmology 


Types Frederick Cordes 


The Interpretation Visual Fields 


The Eye Muscles Saul Sugar 


Disease John Lindsay 
I] year I the irst ti there S 
Hlome Study Courses exhibit at the 
Its purpose show something 
the } tor scope nd col p! shments 
program 
resent registrations for the 1947-48 Home 
| rses ( 
Residents 
\ Residents 23! 
Residents 
Non-Residents 110 


was moved and seconded that 
port the Executive Secretary adopted 
Carried 


The Treasurer, Dr. Benedict, sub- 
mitted the audit for 1946, made Shannon 
and Byers, Certified Public Accountants, and 
the financial status the Academy 
September 30, 1947. (The audit for 1946 ap- 
peared the July-August 1947 tssue the 
TRANSACTIONS. The financial status 
the Academy September 30, 1947 
published 


otolaryngology 

turia;: /’harmia gy, Robert | Priest and 

Werner Mueller and Theodore Walsh; 

1947-48 course ophthalmology will include 

ti new lesson on external diseases of the eve rf 
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EXHIBIT “A” 


AMERICAN ACADEMY OF 
(OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Balance Sheet September 30, 1947 


ASSETS 
Current Assets: 
Cash, First National 
Bank, Rochester, 24,408.06 
Cash, Bank Mon- 
treal 3,274.61 
Cash, First National 


Bank, Minneapolis 

Cash Fund 25.00 
Membership Dues 

Receivable 175.00 

Total Current Assets 29,052.69 

Research Fund 224,308.35 

Wherry Memorial 

Fund 4,600.00 


228,908.35 
Less: Reserve Mkt. 
Fluctuations 


Total Investments $222,92 
Fixed Assets: 


Furniture Fixtures 
Less Reserve for De- 


5,883.20 


1,498.91 
Total Fixed Assets 4,384.29 
Prepaid Insurance 124.13 
Prepaid Postage 193.42 


Total Assets $256,677.85 


LIABILITIES 
Current Liabilities 
Accrued Withholding 


Deferred Income: 
Membership Dues .... 260.00 


Net Worth: 


Balance, January 


$204,099.80 
Excess Income over 
Expenses, Year 
51,822.65 
Total 255,922.45 


Total Liabilities $256,677.85 


NOVEMBER DECEMBER, 1947 


EXHIBIT 


AMERICAN ACADEMY 
AND 


Statement Income and for Month 
September 30, 1947 and Year Date 


1947 9/30/47 


Rei 


Membership Dues $23,278.00 
Membership Applica- 

tions 
Atlases 420.00 
Certificates 25.00 


Transactions 1,618.31 21,489.28 
Home Study Courses 160.00 
Convention 11,177.77 


Income Research 
Fund 46.00 


Other Income 
Committee the 
Standardization 
Tonom. 445.00 


Income from 
Research Fund: 
Interest 262.50 
Dividends 30.00 734.19 


Profit Securities 


Sold 45.00 
Wherry Memorial Fund: 
Interest 7.50 115.00 
Abstracts, Mono- 
2,764.53 


graphs Manuals 


Total Revenues 104,950.21 
Operating 

General Adminis- 

1,654.10 $19,835.96 
2,126.09 
4,178.67 
2,191.83 


Transactions 
Home Study Courses 471.80 
Research 
Convention and Meet- 


ings 


Total Operating Ex- 
penses 4,514.17 $53,127.56 


Income over 
$10,065.61 $51,822.65 
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American Academy Ophthalmology and Otolaryngology 
Securities Owned September 30, 1947 


RESEARCH FUND 


Canada, Dominion 1931 Cony. Loan 
Canada, Dominion Series 
Citizens Bldg. Co. of Cleveland, Ist Mte 
Savings Bonds Series 

Savings Bonds Series 

I S. Savines Bonds Series G 

Savings Bonds Series 

Savings Bonds Series 


Van Sweringen Co., Cert. Indebtedness 


Total Bonds 


STOCKS 
Citizens Bldg. Co. Cleveland 


Commonwealth Edison Company 


DuPont Nemours and Company 
Louisville Gas Electric Company 


Massachusetts Investors Trust 
Ophthalmic Publishing Company 


Total Stocks 


Total 


WHERRY MEMORIAL FUND 


Savings Bonds Series 


MATURITY 


11/1/58 
10/1/63 
1/1/46 
1/1/49 
3/1/50 
12/1/55 
8/1/53 
6/1/55 
3/1/56 
5/1/56 
7/1/56 
11/1/56 
1/1/57 
12/15/72 
7/1/58 
12/1/58 
3/1/59 
12/15/72 
12/31/48 
KIND 
Common 


Common 


Capital 


PAR VALUE 
5,000.00 
10,000.00 
10,000.00 
13,500.00 
10,000.00 
6,000.00 
25,000.00 
30,000.00 
6,000.00 


SHARES 
100 
15 
200 
617 


5 


(A) 


(B) 


COST 

4,950.00 
500.00 
7,500.00 
9,990.00 
10,000.00 
4,000.00 
6,000.00 
8,000.00 
2,000.00 
25,000.00 
30,000.00 
25,000.00 
15,000.00 
15,496.82 
6,031.33 


Cor 


$195,968.15 


None 
2,619.00 
2,347.31 
5,450.00 
17,923.89 
None 


28,340.20 


4,600.00 


$228,908.35 


(A) Held for safekeeping Trust First National Bank, Minneapolis, Minn. 


(B) Held Dr. Benedict, Executive Secretary-Treasurer, Rochester, Minn. 


RATE 
$224,308.35 


TRANSACTIONS NOVEMBER DECEMBER, 1947 


was moved and seconded that the report 
the Treasurer accepted. 


Editor-in-Chief the TRANSAC- 
TIONS, Dr. Benedict, submitted the 
following report: 

average 5040 copies the TRAN- 
SACTIONS were printed 
these, 550 were set aside for bound volumes 
and average 4400 copies were mailed. This 
represents increase bound volumes 
and 400 bimonthly copies increased circulation 
for the vear. Five hundred thirty-eight bound 
volumes (1946-1947) have been sold date 
compared 445 (1945-46) this time last 
year. The average number pages paid 
advertising was 1914, representing adver- 
tisers 

The from the TRANSACTIONS 
was follows: 

Amount set aside from 
Fellows’ dues 

Amount set aside from 
Candidates’ fees 798.00 


$10,059.00 


(nonmembers) 


55.50 


Single issues sold 


Reprints 


Orders for bound 
volumes 
/ 


\dvertisers 
Cuts (loaned) 


3,301.54 


Binding bound volumes 629.87 
Printing 5040 copies bi- 

monthly 13,349.61 
Cuts and engraving 1,108.42 
Supplies 3,128.31 
Reprints 1,768.66 


Postage 
honorarium 
Manuscript editor’s salary 


2,333.28 


Total $24,700.90 


$1,399.36) 


was moved and seconded that the report 
accepted read. Carried. 


communication from the Third Pan- 
American Congress Ophthalmology, 
questing the Academy appoint delegate 


attend the Congress Havana Janu 
ary was referred to the executive, Research 
Committee 

request the American College 
Surgeons that the Academy appoint member 
to the Board of Governors of the College for 
the term 1947-1950 was referred the Execu- 
tive, Research and Finance Committee. 

communication from Dr. Paul Holin 
ver requesting that the Academy establish a 
listing its Directory for Bronchology and 


] 


there are independent Boards for either 


it 
specialty, was moved Dr. Gordon 
New and seconded Dr. Carl 
that the Academy continue list the 
three major Boards with which now con 
cerned. Carried 

Dr. W. L. Benedict read a communication 
rom the National Better Business Bureau 
New York, requesting that the Academy 
take some action controlling the advertis 
ing contact lenses. Dr. Thomas Allen 
reported that the American 


Optics Visual Physiology were looking 
the matter and would ask the Journal the 
American Medical Association publish 


was moved Dr. Benedict and sec 
onded Dr. that the same 
report published the TRANSACTIONS 
Carried. 

Hiardy requested that the orthoptic techni 
cians be allowed to register for Academy 
hout tee, and that the Academy 
continue assist them with 
motion was made Dr. Benedict 
and seconded Dr. Erling Hansen that 
this request granted, long the Ameri 
can Association Orthoptic 
mains with the American Orthoptic 


meetings wit 


Ket rf thre Actiz tres Committee ( 


MeCaskev, Chairman 


report and joint com- 
the Business 


were received from the following 
ommittees and reviewed the Activities 
Committee : 

Advisory Committee the Registries 

Pathology 


Hearing. 
Committee the Scientific Exhibit. 


Total 
cyl Carried 
= 
wal 
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Tonometers Secretary for Dr. James 
Committee Maxwell, Ann Arbor, Mich 
Secretary for Instruction Ophthal- 
that this report circulated mology: Dr. Ruedemann, De- 


schools of the troit, Mich. rar 


tion Ophthalmology. was recom- 
mended 
the medical 


country and professors ophthal- Secretary for Instruction Otolaryn- 


1 


was also suggested that gology and Maxillofacial Surgery: Dr. 
ints the report sent Dean Lierle, City, 


Pan-American Congress Op! Secretary for Home Study: Dr. Law 
seconded that the committee dis Secretary for Public Relations: Dr. Er- 


ling Hansen, Minneapolis, Minn 


| i Advisory Committee to the Eve Healt] 2 It was recommended that 264 candidates 
Committee the American cepted for Fellowship the Academy 
Health Association (The names candidates for Fellowship ap- 
can Board proved the Council are published 
Board account the Business Meeting.) 
l ird of ( \ POM? 
Committee Optics and was moved and seconded that 
Carried 
10. American Orthoptic Council 


] oint Committ n Occupatior il O 


ecutive, Research and 
changed Joint Committee nance Alan Woods, Chair- 


tr 1, ] ] 
eceived from the The made the following recom 
tions 
tte The application fee shall $20.00; dues 
tion Otolaryngology for Fellows, $10.00; dues for Senior 
) American Association for the Advance Fellows, $5.00 Men in active military service 
Science ne-half the Junior dues 
was moved Dr. Norton Canfield and Charles Sheard, Ph.D., 
tok 4 Dr. Lawrence T. Post that the Rochester, Minnesota, and Col. Raymond Dart, 
report the Activities Committee accepted \sh, and Mrs. Helenor Campbell 
Wilder, all the Army Institute Path- 


gy, Washington, made Honorary 


| V1 Fellows in the Ac lemy 
The following appointments made 
Chairman 
the Advisory Committee the 
officers for 1948 tries Dr. Brittain Payne, 


nay the Committee on Conservation ot 

the Committee Standardization 


Memphis, Tenn 

Second Vice-President Dr. a \shley, give 
San Francisco, Calif. the Committee Scientific 

Third Vice-President: Dr. Rav Daily, James Maxwell, chairman; 


Tonometers, Dr. Jonas Friedenwald, chair- 


Houston, Texas. 
Councillor: Dr. Fletcher Woodward, the Committee 
Charlottesville, Va. struction Otolaryngology, Dr. 
Executive Secretary-Treasurer: Dr. Maxwell, chairman, Dr. Lawrence Boies, 
Benedict, Rochester, Dr. Dean Lierle, and Dr. Fletcher 
Secretary for Ophthalmology: Dr. Al- Woodward. 


continu 
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the Advisory Committee the Eye 
Health Committee the American Student 
Health Association, Dr. Lawrence Post. 

the American Association for the Ad- 
vancement Science, Dr. Elliott Ran- 
dolph. 


the American Board Ophthalmology, 
Dr. Frederick Cordes. 

the American Board Otolaryngology, 
Dr. Frank Spencer and Dr. Me- 
Caskey. 

the American College Surgeons, 
Governors, Dr. Marshall Taylor 

the American Committee Optics and 
Visual Physiology, Dr. Alfred Cowan. 

the American Orthoptic Council, Dr. 
Kenneth Swan. 

the Joint Committee Industrial Oph- 
thalmology, Dr. Edmund Spaeth, Dr. John 
Hitz, and Dr. Richard Scobee. 

the Third Pan-American Congress 
Ophthalmology, Dr. Benedict. 

was moved Dr. James Robb and 
seconded Dr. Thomas Allen that 
Otolaryngology appointed with Dr. 
Jackson, chairman, Dr. Norton Canfield, Dr. 
Theodore Walsh, Dr. Gordon New, 
and Dr. Furstenberg. Carried. 

Editor-in-Chief the TRANSACTIONS. 

The next annual meeting the Academy 
should held the Palmer House Chi- 
cago, October 10-15, 1948. 

The following appropriations 
calendar year, 1948, authorized: 

the National Research Council—$2,500. 

the Advisory Committee the Regis- 
tries Pathology, sum not exceed 
$8,500. 

the Committee the Conservation 
Hearing, sum not exceed $9,000. this 
fund, $6,000 used the study 
psychic deafness industrial organizations. 

the Committee the Standardization 
Tonometers, sum not exceed $2,000. 


the American Committee Optics and 
$100. 


the American Orthoptic Council, $100 
requested. 


the Joint Committee Industrial Oph 
thalmology, $250. 


For assistant the investigation the 
embryology the eye the Carnegie 
stitute and prepare material for the pro- 
forms presentation the studied material 
embryology, over period two years, 
$12,000 


TRANSACTIONS, $2,000. 


the representative the Academy 
the Third Pan-American Congress 
thalmology, defray his incidental expenses, 
sum not exceed $500 


was moved and seconded that the report 
the Executive, Research and Finance Com 
mittee adopted read. Carried 


Vew Business 


was moved and seconded that honor 


awarded the Home Study Faculty 
after five vears service; contributors 
the section instruction after hours 
lecture; each president the conclusion 
his term office. Carried 


and Broncho-Esophagology. The 
matter publication the transactions 
the Congress was discussed. was moved 
Dr. Norton Canfield and seconded Dr. 
James Robb that the additional expense 
involved the Pan-American 
approved the Council. 


Dr. Benedict requested that the 
Council approve the suggested 
the Constitution and By-Laws the Academy 
was moved Dr. Thomas Allen and 
seconded Dr. Lawrence Post that 
(The changes Constitution 
and By-Laws are published the account 
the Business Meeting.) 


ANNUAL BUSINESS MEETING 


The annual business meeting the Ameri- 
Academy Ophthalmology and Oto- 
\nnual Meeting, the Palmer House, Chica- 
go, Wednesday evening, October 15, 1947, 
convened the Grand Ball Room following 
the presentation the Jackson and Wherry 
Memorial Lectures. Dr. Woods 


presided 


Report the Sentor Member Council 
Dr. The Council has 
Necrologist, 
the Editor the TRANSACTIONS, and 
the reports the Council Committees and 
Joint and Standing Committees. 
ports will published the November-De 
Counctl Minutes, and Reports.) 
The Council recommends the following 


propriations for the year, 1948 


the Committee the Conservation 
sum not exceed $9,000 
the Committee the Standardization 
Tonometers—a sum not exceed $2,000 
the American Committee 
ind Visual Physiology—$100 
the American Orthoptic 
requested. 
the Joint Committee Industrial Oph 
almology $250 
appropriation not exceed $12,000 over 
two-year period provide assistant 
investigation the embryology the 
the Carnegie Institute and prepare 
aterial for the production motion pic 
and/or other forms presentation 
studied material embryology the 
proposed that this fund used 
the salary the said assistant 
ntal expenses incurred 
material for production. 
honorarium $2,000 the Editor 
TRANSACTIONS for 1948 
the representative the American 
demy Ophthalmology and Otolaryn 
the Third Pan-American Congress 
lary, 1948, sum not exceed $500 


heard this recommendation the Council. 
should like call for All 
those favor adopting this recommenda- 
tion please say opposed. hear 
objection. The “ayes” have and 
ordered 


Posr: The Council nominates 264 
candidates for Active Fellowship the Acad- 
emy. 

The Council also nominates for Honorary 
Fellowship, Charles Sheard, Ph.D. Roches- 
ter, Minn.; Col. Raymond Dart, Col. 
Ash, and Mrs. Helenor Campbell Wilder, all 
Washington, 


Woops: The names these 
the circular given you you came the 
door. Dr. Post has read you the names 
nominees for Honorary Fellowship. Will 
all those favor the admission these 
candidates please say opposed? There 


Adair, Albert Franklin, Jr., 822 Lowry 
Medical Arts Bldg., St. Paul, Minn., OP. 

Aderhold, James P., Medical Arts Bldg., 
San Antonio, Tex., ALR. 

Agin, Lambert James, 610 Market, 
Canton, Ohio, OP. 

Ahroon, William Alstrom, Clifton Springs 
Sanitarium, Clifton Springs, 
ALR. 

Aiken, Samuel D., 384 Post San Fran- 
Calif., OP. 

Alexander, Maurice Harry, 1915 Spruce 
Philadelphia, Pa., ALR. 

Alonso, Miguel, Box 703, Rio Piedras, 
R., ALR. 

Springfield, Mass., OP. 

Anthony, Eugene William, 429 South 
Fourth St., Fulton, Y., OP. 

Aycock, Byron Wolverton, 608 Ave., 
Lawton, Okla., ALR. 


Backer, Meyer, 3935 Chicago Ave., 
Chicago, OP. 

Bailey, Arthur Thomas, 7605 Seville Ave., 
Huntington Park, Calif., ALR. 

Leo Fenimore, 2026 17th 
Bakersfield, Calif., OP. 


‘ 
the National Research 
the Advisory Committee the Regis 
tries 
a] 
d 
le 
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Ball, Simon, 255 South 17th Phila- 
delphia, Pa., ALR. 

Ballenger, John Jacob, 723 Elm St., Win- 
netka, ALR. 

Ballweg, Harry Albert, 66-58 Fresh Pond 
Road, Ridgewood, Y., OP. 

Frederick M., 300 Main St., 
Stamford, Conn., ALR. 

Barkley, Douglas Ferguson, 1000 Lavaca, 
Austin, Tex., ALR. 

Barton, Richard Thomas, 120 Lasky 
Drive, Beverly Hills, Calif., ALR. 

Bates, Charles Edward H., 350 Post St., 
San Francisco, Calif., ALR. 

Beery, Edwin Newman, Remsen 
Brooklyn Y., OP. 

Behrens, Herbert Charles, 226 Green 
leaf Ave., Whittier, Calif., OP. 

Blake, Emerson Millen, 1301 Broadway, 
Lubbock, Tex., ALR. 

Blanchard, Edward James, Bank 
America Bldg., Mez. Floor, Whittier, 
Calif., ALR. 

Blase, Charles Stenger, 2600 Union Cen- 
tral Bldg., Cincinnati, Ohio, ALR. 

Blondis, Robert Richard, Schofield 
Cleveland 15, Ohio, OP. 

Bloom, Edward I., 255 17th St., Phila- 
delphia, ALR. 

Bloom, Henry Rostler, 311 Common- 
wealth Ave., Boston 15, Mass., OP. 
Bloomfield, Sylvan, 1010 Fifth Ave., New 

OF. 

Blum, Harry, 865 St. Marks Ave., Brook- 
lyn, Y., ALR. 

Bodian, Martin, 349 Eastern Parkway, 
Brooklyn 16, Y., OP. 

Bolstad, Donald Stanford, 2799 Grand 
Blvd., Detroit Mich., ALR. 

Boon, Clifton Udonna, Broadway, 
Aurora, ALR. 

Botvin, Morris, 155 Angell St., Providence 

Bowerman, Harold H., 607 North Grand, 
St. Louis Mo., ALR. 

Braconier, Harry E., 264 Beacon St., Bos- 
ton 16, Mass., OP. 

Bregande, Samuel C., 327 State Tower, 
Syracuse Y., ALR. 

Brennan, Russell James, 6100 Walnut St., 
Philadelphia, Pa., ALR. 

Brick, Enoch B., 526 Third St., Wausau, 
Wis., ALR. 

Brinckerhoff, Albert Johnson, 490 Post 
St., San Calif., OP. 

Brogan, Edmund James, 1909 Spruce St., 
Philadelphia Pa., ALR. 

Brown, Seymour Milton, Ridge Road, 
Baltimore, Md., ALR. 
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Caldemeyer, Everett S., 1826 Street 
Washington, C., OP. 

Campion, George Stuart, 490 Post 
San Francisco Calif., OP. 

Chan-Pong, Norman Ronald, 
erick St., Port Spain, Trinidad, 

Edgar, Jr., 605 Professional 
Richmond, Va., OP. 

Clark, Ernest Walton, 414 Cooper St., 
Camden, J., ALR. 

Cooley, Justus H., 150 High St., 
Somerville, ALR. 

Crage, Michael James, East Washing 
ton St., Ill, ALR. 

Cramer, Irving 836 Rose Bldg., 
land 15, Ohio, ALR. 

Crigler, Fielding Jason, 104 Market 
St., Charlottesville, Va., OP. 

Curran, Timothy L., 689 Asylum Ave., 
Conn., ALR. 


Davis, James Gibson Court, So. 
Norwalk, Conn., ALR. 

Davol, Rector Thomson, North St., 
Greenwich, Conn., ALR. 

Deichler, John Waller, 1930 Chestnut 
Philadelphia, Pa., OP. 

Derlacki, Eugene L., Washington 
St., Chicago ALR. 

Dickson, Owen C., 2628 Telegraph Ave., 
Calif., OP. 

Dorne, Ralph M., Washington, Chi 
cago Ill., ALR. 

Duane, Thomas David, College Medi 
cine, lowa City, OP. 

Dunkelberger, John Alfred, 621 East 
Market St., York, Pa., ALR. 

Dunlap, Edward A., 525 68th New 
York 21, Y., OP. 


Edgerly, Sherburn Edward, 220 
St., Englewood, J., ALR. 

Eisenhower, Charles Earl, 426 Mar 
ket St., York, Pa., OP. 

Elvin, Norris C., 465 Ocean Ave., Brook 

Erdel, Milton William, 306 Peoples’ 
Bldg., Frankfort, Ind., ALR. 

Escapini, Humberto, East St., New 
York, ¥., OP. 


Feldberg, Irving, Veterans Administra 
tion, Bath, Y., OP. 

Filak-Perez, Ann, Harwood Bldg., Scars 
dale, Y., OP. 

Fine, Irvin Jack, 280 Hobart St., Pert! 
Amboy, J., ALR. 

Fischer, Arthur J., 623 Union 
Bldg., Pittsburgh, Pa., ALR. 
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Fishman, Jerome, Michigan 
Chicago ALR. 

Flatley, Robert Edward, 1630 5th Ave., 
Moline, OP. 
Forman, 

Kansas City Mo., ALR. 
Forney, Claudius Langdon, 4619 South 
Parkway, Chicago 15, OP. 

Frank, Walter L., 313 Medical Arts 
Minneapolis Minn., OP. 
Friedman, Orel, 469 Madison 

bany Y., ALR. 
Friend, Amos Edgar, 935 Main St., 
chester, Conn., ALR. 


1110 Protessional 


Ave., 


Man 


Gagliardi, George R., 
Framingham, Mass., OP. 
Ganz, Samuel Evans, 155 East 
New York 21, Y., ALR. 
Gardiner, Frederick S., 614 
Cleveland 15, Ohio, ALR. 
Gillespie, Albert Ritchie, Corner Lewis 
Sts., Staunton, Va., ALR. 
Ginsberg, Norman A., 720 Bryant Bldg., 

Kansas City Mo., ALR. 
Myler, 6102 Jenkins 
Areade, Pittsburgh 22, Pa., ALR. 
Glorig, Aram, Jr., Veterans Administra- 
tion (Room Washington, 
ALR. 


Gordon, 
Ave., 

Gordon, Orville 
Chicago, OP. 

Grafton, Edwin G., Jr., 
Dallas, Tex., OP. 


72nd St., 


Rose 


Glassburn, 


Constance, Lafayette 
17, Y., OP. 


Michigan Ave., 


3916 Worth 


Gray, Claude Cleveland, Medico-Dental 
Bldg., Sacramento, Calif., OP. 
Gray, Leon Fowler, 509 Marshall St., 


OF: 
5095 Jenkins Ar- 


Shreveport 

Gray, Raymond John, 
cade, Pittsburgh 22, Pa., OP. 

Green, Frank Murray, 1502 Mott 
Far Rockaway, Y., OP. 
Greenfield, Philip, Veterans 

Temple, Tex., OP. 

Grimes, Martin Osmond, 
Newport, I., OP. 
runfeld, Rudolph, 320 Ocean Parkway, 
Brooklyn 18, Y., OP. 

Leon Henry, 324 Wisconsin 
Ave., Milwaukee Wis., ALR. 


Hospital, 


Kay 


laas, Joseph Stahl, Washington St., 
OP. 

Channing Ward, 281 

St., Pomona, Calif., OP. 

Albert Winter, 6820 Windsor Ave., 
Berwyn, ALR. 


Thomas 


lale, 


Ave., 


Jakobovits, 


Tidwell, 1302 
Tex. ALR. 


James Avenue 


Hall, 
Lubbock. 


William Henry, 1801 Street, 
Washington C., OP. 

Hanson, Henry V., Veteran’s Hospital, 
Minneapolis, Minn., ALR. 

Harbert, Frederick, Capt. (MC) USN, 


U.S. Naval Hospital, Philadelphia, Pa., 
OALR. 
Harbin, Thomas Shelor, 
Rome, Ga., OP. 
David O., 384 
Francisco, Calif., OP. 
Charles William, 317 
Santa 


Harbin Hospital, 


Post St., San 


West 
Calif., 


Henderson, 
OALR. 

John Warren, Mayo Clinic, 
Rochester, Minn., OP. 

John Woodworth, University 


Hospital, Ann Arbor, Mich., OP. 
John Ellsworth, West Lo- 
cust Newark, Ohio, ALR. 
Henry, Margaret, 384 Post St., San Fran- 
cisco Calif., OP. 
Hepp, Virgil Eugene, 261 
Alto, Calif., ALR. 
Hilsinger, Raymond 
Cincinnati Ohio, ALR. 
Himmel, Gordon, 206 Common- 
wealth Bldg., Cleveland, Ohio, ALR. 
Hoeper, Philip Mankato Clinic, 
Mankato, Minn., OP. 
Holmberg, Conrad Joel, 527 Medical Arts 


Hamilton, Palo 


Louis, 380 


Jacob 


George, 


Minneapolis Minn., ALR. 
Hulse, William Francis, 1314 Hanna 

Bldg. Cleveland 15, Ohio, ALR. 
Hultgen, William James, Cretin 


Ave., St. Paul Minn., OP. 
Hume, Charles Raymond, 1301 Washing- 
ton, Vicksburg, Miss., ALR. 
Humphries, Marion Kemper, Jr., 104 
Market Charlottesville, Va., ALR. 
Hyman, Joseph, 645 Ocean Ave., Brook- 
lyn 26, Y., OP. 


Igersheimer, Joseph, 483 Beacon St., Bos- 
ton 15, Mass., OP. 

lliff, Charles Edwin, 
Baltimore Md., OP. 


Read 


Rafael, 1801 
Francisco Calif., OP. 


Bush St., San 


Janssen, Louis William Oscar, 710 Medi- 


cal Professional Bldg., Corpus Christi, 
Tex., ALR. 

Jeancon, Etta Charlotte, 523 West 6th 
St., Los Angeles 14, Calif., OP. 


ri? 
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Jenkins, William Herndon, 1150 Con- Long, Theodore Kohr, 504 Cumberland 


necticut Ave. N.W., Washington 
C., ALR. 

Jennes, Milton Leo, Center St., Water- 
bury 18, Conn., ALR. 


Johnson, Raymond A., Medical Arts 
Bldg., Oak Ridge, Tenn., ALR. 
Johnson, Robert Marion, 1422 Medical 


Arts Bldg., Houston, Tex., OP. 
Johnson, F., 218 2nd Ave., New York 
Jordan, Valdemar Mandell, 10515 Carne- 
gie Ave., Cleveland Ohio, ALR. 
Joseph, Gerald Feitel, 2221 Plank Road, 
Baton Rouge, La., ALR. 


Kadin, Maurice, 535 Main St., Racine, 
Wis., OP. 

Kane, Louis Allin, 329 Bloor St. W., 
Toronto, Ont., Canada, ALR. 

Kaplan, Morris, 1612 Tremont Place, 
Denver Colo., OP. 

Keller, Paul Kenneth, 317 Marble Ar- 
eade, Lakeland, Fla., ALR. 

Kempthorne, Charles Roosevelt, First 
Bank Bldg., Manhattan, Kan., 
ALR. 

Kerschgens, Lambert Joseph, 405 Nat’l 
Exchange Bank Bldg., Steubenville, 


Ohio, ALR. 

King, Merrill J., 264 Beacon St., Boston, 
Mass., OP. 

Koester, Carl Cornelius, Genesee 
Bldg., Batavia, Y., ALR. 

Kuhlman, William Keim, 209 South Ne- 
vada Ave., Colorado Springs, Colo., OP. 


Trust 


Lake, Clifford Franklin, 102 2nd Ave., 
S.W., Rochester, Minn., ALR. 

Laub, George Rudolph, 1627 Bull St., Co- 
lumbia, C., ALR. 

Robert Clark, 321 
Bldg., Seattle Wash., OP. 

Lawlor, Edward Francis, 267 Moody St., 
Waltham 54, Mass., ALR. 
Lemoine, Albert N., Jr., 1100 Rialto, 906 
Grand Ave., Kansas City Mo., OP. 
Lerner, Sydney Alex, 7905 Cottage Grove, 
Chicago 19, ALR. 

Levine, Jack Louis, 1217 Valley Ave., 
S.E., Washington, C., ALR. 

Linksz, Arthur, East 76th, New York 

Linn, Jay G., Jr., 7075 Jenkins Arcade, 
Pittsburgh 22, Pa., OP. 

Lobel, Mervyn Joseph, 
New York 19, Y., ALR. 

Lobsenz, Nathan Philip, 294 Broadway, 
Paterson J., OALR. 


Stimson 


54th St., 


Lebanon, Pa., OP. 
Loring, Roland M., Michigan Ave., 

Chicago ALR. 


9929 
oo 


Hugo, 
Calif., OP. 


San Diego 


Machamer, Wenner, 1027 Rose Bldg., 
Cleveland, Ohio, ALR. 

Macrae, Harry Mitchell, Medical 
Bldg., Toronto, Ont., Canada, OP. 

Maddox, John Daniel, 528 Pearl St., Jop- 
lin, Mo., OP. 

Mancoll, Morris Max, 242 Trumbull St., 
Hartford, Conn., ALR. 


Marshall, Wilbur James, 618 
Bldg., Springfield, Mo., OP. 


Martin, Walter Humbert, Mission, 
Santa Barbara, Calif., ALR. 

Martz, George Everett, 505 North Second 
St., Harrisburg, Pa., OP. 

Mastny, Val Joseph, 610 Hanna 
Cleveland 15, Ohio, ALR. 

Mazique, Douglas Wilkerson, 5508 
Kimbark, Chicago 37, ALR. 

McCall, James Donovan, Williams Clinic, 
Mineral Wells, Tex., ALR. 

Malcolm A., McCannel Clinic, 
Minot, D., OP. 

McCormack, Charles Goodsell, 4849 Rod- 
man St. N.W., Washington 16. 
ALR. 

McCoy, David A., 501-6 Woodward Bldg., 
Birmingham, Ala., OP. 

McCoy, Harold J., 616 Bldg., Des 
Moines, Iowa, ALR. 

McCulloch, John Clement, Suite 830 
Medical Arts Bldg., Toronto, Ont., Can- 
ada, OP. 

McEachran, Hugh Douglas, 521 Stephen- 
son Ave., Iron Mountain, Mich., ALR. 

McGlade, Thomas Henry, 719 Cooper 
Camden, J., ALR. 

McKenzie, Rodney Jones, 229 
Bldg., Cincinnati, Ohio, ALR. 

McKenzie, Walter Holt, 1012 
Arts Bldg., Fort Worth, Tex., OP. 

Earle Sinclair, Jr., ‘00 Cen 
tral, Valdosta, Ga., OP. 

McNaught, Robert Chamberlain, Stan 
ford Hospital, San Francisco 15, Calif 
ALR. 

Mehney, Gayle Henry, 504 Medical Art: 
Bldg., Grand Rapids, Mich., OP. 

Merideth, Howard W., 5159 


Arts 


Ave., Chicago Ill., ALR. 
Frederick William, 122 


Merrifield, 
Michigan Ave., Chicago 
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Montano, Rocco 725 
Marysville, Calif., OP. 

Moore, James I., Chase St., Balti- 
more Md., OP. 

Morrissey, Arthur Michael, 185 High St., 
Medford 55, Mass., OP. 

Muir, Everett Barclay, 804 Boston Bldg., 
Salt Lake City Utah, OP. 

Munson, Henry 987 Jeffer- 
son, Detroit Mich., ALR. 


Naples, Carmon Robert, 1746 St., N.W., 

Nicholls, John VanVliet, 1414 Drummond 
St., Montreal, Que., Canada, OP. 


Buford Lee, 478 Peachtree St. 
N.E., Atlanta, Ga., ALR. 

Ostrov, Norman N., 355 West 
New York, Y., ALR. 

Owens, Daniel Edwin, 22-A.W. Michel- 
torena St., Santa Barbara, Calif., ALR. 

Honolulu 39, H., ALR. 

Parisi, Peter Joseph, Crile Hospital, 
Cleveland Ohio, OP. 

Patt, Albert J., 1727 New Jersey St., 
Los Angeles 33, Calif., ALR. 

Patton, William George, North Garfield 
Ave., Alhambra, Calif., ALR. 

Penn, Samuel E., 3401 Fifth Ave., Pitts- 
burg 13, Pa., ALR. 

Pice, Jose Teodore, Ponce Leon Ave., 
Box 7063, Santurce, R., ALR. 

Poole, Gerald Ogden, 600 Delaware Ave., 
Wilmington, Del., ALR. 


Quantz, Herman Celestian, 707 Guaranty 
Bank Bldg., Alexandria, La., ALR. 
Quisling, Rolf Andreas, Gorham, 

Madison Wis., ALR. 


Ravin, G., 625 Broadway, San 
Diego Calif., OP. 

Nathan, 105 63rd St., New 

einhorn, Abraham John, 295 Broadway, 
Paterson J., OP. 

‘nken, Paul William, 812 Gravier St., 
New Orleans 12, La., OP. 
ch, Benjamin 404 Medical Arts 
Bldg., Baltimore Md., ALR. 
ddle, Ransford John, Corner State 
Porter Way, Sharon, Pa., OP. 
Alfred R., 1930 Wilshire Blvd., 
Angeles Calif., OALR. 
Walter L., 727 7th St., Los 
Calif., OP. 


Robertson, Gaynelle, 411 3rd Ave. North, 
Texas City, Texas, OP. 

Romejko, Walter J., 1801 St. W., 
Washington C., OP. 

Rosenberg, Abner Samuel, 142 Jorale- 
mon, Brooklyn Y., OP. 

Rossby, Allan, St., New York 22, 

Ruben, Maurice Richard, 311 Common- 
wealth Ave., Boston, Mass., ALR. 


Sachs, James Wilbur, 151 Washing- 
ton St., Hagerstown, Md., ALR. 

St. Germain, Ellis Louis, 1008 Main 
St., Bloomington, OP. 

Sakler, Allen M., 524 Bldg., 
Louisville Ky., OP. 

Sanger, Welborn W., 117 North Broad 
way, Oklahoma City Okla., OP. 

Saradarian, Albert Victor, 2401 New 
York Ave., Union City, J., OP. 

Saunders, George Chancellor, 601 Medi- 
eal Arts Bldg., Portland, Ore., ALR. 

Scharfe, Ernest Edward, 1414 Drummond 
St., Montreal, Que., Canada, ALR. 

Schott, Edward George, Sheboygan Clinic, 
Sheboygan, Wis., OP. 

Schultz, Alfred George, Dunlap Hotel 
Jacksonville, OP. 

Schumacher, James Charles, 2600 Far 
Hills Ave., Dayton, Ohio, OP. 

Schuman, Irving, 2806 Glendon Ave., Los 
Angeles, Calif., OP. 

Schwarz, Wilfred John, Donaghey 
Little Rock, Ark., ALR. 

Scimeca, Anthony A., 111 St., 
New York 21, Y., OP. 

Sekerak, Richard John, 938 Main St., 
Bridgeport Conn., ALR. 

Sellitto, Anthony Michael, 115 Connett 
Place, South Orange, J., OP. 

Shankel, Harry Weylman, 1612 Tremont 
Place, Denver Colo., OP. 

Sharbaugh, George B., 212 West State 

Shattuck, Robert Cummings, 1612 Tre- 
mont Place, Denver Colo., ALR. 

Sheldon, Maurice Gerald, 604 Exchange 
Bank Bldg., Olean, Y., ALR. 

Sherwood, Robert O., 128 Primrose Road, 
Burlingame, Calif., OP. 

Smart, Frank P., 315 Medical Arts Bldg., 
Norfolk 10, Va., OP. 

Smith, Bryant P., Jr., Highland Clinic, 
Shreveport, La., ALR. 

Smith, Byron, 927 Park Ave., New York, 

Smith, John William, 1041 Donaghey 
Bldg., Little Rock, Ark., ALR. 
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Soifer, Nathaniel, 627 Salem Ave., Day- 
ton Ohio, ALR. 


Souders, Benjamin Franklin, 143 North 
6th St., Reading, Pa., OP. 

Spence, Elbert Lafayette, 115 St. Francis 
Kennett, Mo., ALR. 

Spero, Gerald David, 2311 David Brod- 
erick Tower, Detroit, Mich., OP. 

Stayer, Glenn Emory, 420 Woodward 


Steinberg, Theodore, 1801 
Calif., OP. 
Stellwagen, William John, 1322 Madison 

Seattle Wash., OP. 
Sullivan, Richard Leo., 910 State Tower 
Bldg., Syracuse Y., ALR. 


Birmingham, Ala., OALR. 
Bush St., San 


Taterka, Henry D., 302 87th, New 
York 24, Y., ALR. 
Teal, Frederick Franklin, 910 Sharp 


Tenaglia, Eutimio D., 634 Grand Ave., 
St. Louis Mo., OP. 

Thompson, John Barkwell, 1308 3rd Ave., 
Columbus, Ga., ALR. 

Tipple, Albert McCoun, 309 
Pueblo, Colo., ALR. 

Tirrell, Malcolm, 1421 State St., San- 
Barbara, Calif., ALR. 

Titus, Bruce Linville, 1020 S.W. Taylor 
St., Portland Ore., ALR. 

Tresley, Ira J., Washington 
Chicago, ALR. 


20th St., 


St., 


Walzl, Edward McColgan, Johns Hopkins 
Hospital, Baltimore Md., ALR. 


Warder, Frank M., Professional Bldg., 
Anderson, C., ALR. 

Weller, Wendell A., Col., M.C., 
Letterman General Hosp., San Fran- 
cisco, Calif., ALR. 

Wherley, Harold F., 104 Fair Ave. N.E., 
New Philadelphia, Ohio, OP. 

Ora Earl, 824 Edmond St., 


St. Joseph 54, Mo., ALR. 
Whitworth, Clyde Walton, 123 
St., Gainesville, Ga., ALR. 
Williams, Walter F., Mayo Arcade, Ash- 


Main 


land, Ky., ALR. 

Wilson, James Sharp, 800 First Nat’l 
Bldg., Canton Ohio, ALR. 

Winborn, Claude De, 300 Medical Arts 
Bldg., Dallas Tex., ALR. 

Wipperman, Frederic Francis, 1921 Medi- 
Arts Minneapolis, Minn., 
OP. 


Wolfe, Herman E., 200 

Worden, Donald King, 214 
Bldg., Lewiston, Idaho, ALR. 


16th St., New 


Salsberg 
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Yates, June, 210 Medical Professional 
Bldg., Corpus Christi, Tex., ALR. 


Zeiss, Edward J., 103 College, Apple- 
ton, Wis., OP. 


Dr. Post: The 
changes the Constitution and By-Laws 
the 
rather 


Council 
( These changes have been considered by 
but 

lengthy and 
read them, they will published 
November-December TRANSACTIONS and 


Council, inasmuch they are 


would take considerable time 


the vote the changes will made the 
annual meeting next year.) 


vote approval the recommendation for 
changes the Constitution which have been 


ordered. 

following changes the Constitution and 
Ry-Laws the Acaden recommended 
CONSTITUTION 
\rticle (a) Active Fellowship, paragraph 

which now reads 
“Tf fail qualify for 
Fellowship within three 
has been filed with the Execu 
tive Secretar, Treasurer, the applica 
tion fee forfeited—however, the appli 


cant may within the next vear renew his 


additional 
\pplication fee not returnable except 
order the Council the 


election.” 


period without paying 


candidate 


atter 


applicant shall fail qualify for 
Fellowship within three years after his 


application has been filed with the Execu 


tive Secretary-Treasurer, the application 
fee the applicant 
nay renew his application for addi 


tional period paying the cur- 
rent fee. Application fee not returna 
ble except order the Council after 
the candidate election.” 


Officers, paragraph 


Article 


reads : 


which nov 


“These officers, except the Councillors, 


shall elected yearly. The Councillors 


are serve for four years, one 


elected each year. The nomination and 
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election officers shall take place the 


annual meeting.” 
be altered to read as follows 


“These officers, except the Councillors, 
shall elected yearly. The Councillors 
are serve for four years, one 
elected each year. The nomination and 
election officers shall take place the 
annual meeting, the terms office 
gin the following January Ist.” 


Article The Council, Section which now 
reads 

governing body the Academy, and shall 
consist the President, who shall the 
Chairman, the President-Elect, the Vice 
Presidents, the three most 
Presidents, the senior whom shall 
known the Senior Member the Coun- 
the Secretaries the Academy, the 
four Active Fellows who have been elect 
Councillors, and the President the 
Honor Section.” 


- altered to read as follows: 


- 


governing body the Academy, and shall 
consist the President, who shall the 
Chairman, the President-Elect, the Vice 
the three most 
Presidents, the senior whom 
known the Senior Member the Coun 
cil, the Secretaries the Academy, and 
the four Active Fellows who 
elected Councillors.” 


By-Laws 


Papers, paragraph which now 


reads 


“Twenty shall the allotted 
time for the reading paper. The Fel- 
shall allowed ten minutes. the gen 
eral discussion, one shall speak more 
than five minutes, nor shall discuss 
any paper more than once.” 


altered to read as follows: 


“Twenty minutes shall the allotted 
time for the reading paper the 
nnual meeting. The 

open the discussion shall allowed 
ten minutes. the general discussion, 

one shall speak more than five minutes, 

shall discuss any paper more than 


ce 


Article The paragraph which 
now reads: 

“In order facilitate the work the 
Council, Council committees shall 
pointed annually the President unless 
otherwise herein provided for.” 


deleted 


Article Section The Com- 
mittee, paragraph and which now reads: 
“The following business shall 
referred the Activities Committee 
which will report recommenda- 

tions the Council: 
(a) Reports standing and joint com- 
mittees other than Council committees.” 


altered to read as follows: 


“Reports standing and joint commit- 
tees other than Council committees shall 
referred the Activities Committee 
which will turn report recommenda 
tions the Council.” 


\rticle IT] Section 5, The Board of Secre- 
taries, paragraph which now reads: 
“The Board Secretaries shall consist 

the 
who shall Chairman, Secretary for 
Ophthalmology, Secretary for Otolaryn- 
gology, two Secretaries for Instruction, 
for the Home Study Courses 
and Secretary for Public Relations. 
shall the duty the Board Secre- 
taries prepare the scientific programs, 
the scientific and technical exhibits and 
the program for instruction courses, and 
perform all duties necessary for con- 
ducting the annual convention.” 

he altered to read as follows 

“The Board Secretaries shall consist 

the 
who shall Chairman, Secretary for 
Ophthalmology, Secretary for Otolaryn- 
gology, two Secretaries for Instruction, 
Secretary for the Home Study Courses 
and Secretary for Public Relations. 
shall the duty the Board Secre- 
taries prepare the scientific programs, 
the scientific and technical exhibits and 
the program for instruction courses, and 
perform all duties necessary for con- 
ducting the annual meeting.” 


Section The Program Commit 
tee, paragraph which now reads: 
“This Committee shall meet January 
each and shall plan the activi 
ties the annual convention.” 
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altered read follows: 
“This Committee shall meet January 
each year, and shall plan the activi- 
ties the annual meeting.” 


Article Duties Officers, Section 
which now reads: 

“The President. The 
preside all meetings the Academy 
and shall ex-officio Chairman the 
Council and Chairman the Program 
Committee. shall fill appointment 
all vacancies occurring the personnel 
the standing and joint committees not 
otherwise provided for.” 


altered read follows: 

“The President. The President 
preside all meetings the Academy 
and shall Chairman the Council and 
Chairman the Program Committee. 
shall fill appointment all vacancies oc- 
curring the personnel the standing 
and joint committees not otherwise pro- 
vided for.” 


Section which now reads: 

Fellow whose name has been drop- 
ped from the Fellowship roll the Acad- 
emy for nonpayment dues, provided 
Article the By-Laws, may re- 
admitted Active Fellowship only 
fulfilling the requirements for Fellow- 
ship for admission new Fellow.” 


altered read follows: 

Fellow whose name has been drop- 
ped from the Fellowship roll the Acad- 
emy for nonpayment dues, 
vided Article the By-Laws, may 
re-admitted Active Fellowship only 
fulfilling the requirements for admis- 
sion new Fellow.” 


Article VII Annual Business Meeting, Order 
business, which now reads: 
Call order. 
Treasurer. 
Report Necrologist. 
Report Editor TRANSAC- 
TIONS. 
Committee reports. 
Report American Board Oph- 
thalmology. 
Report American Board Oto- 
laryngology. 
Unfinished business. 


New business. 

10. Report the Senior Member the 
Council. 

11. Election Fellows. 

12. Election officers (Senior Member 
Council report). 


altered read follows: 


Call order. 

Report Executive Secretary-Treas- 
urer. 

Report the Senior Member the 
Council. 


Election Fellows. 
Election officers. 
Unfinished business. 


Dr. Post: The Council 
following appointments for 1948: 


the Advisory Committee the Regis- 
tries Pathology, Dr. Brittain Payne, 
Chairman. 


the Committee the Conservation 
Hearing, Dr. Dean Lierle, Chairman. 


the Committee the Standardization 
Tonometers, Dr. Jonas Friedenwald, 
Chairman. 


the Committee Scientific Exhibits, 
Dr. James Maxwell, and Dr. 
Kenneth Roper. 

struction Otolaryngology, Dr. 
Maxwell, Chairman; Dr. Lawrence Boies, 
Dr. Dean Lierle, and Dr. Fletcher 

the Advisory Committee the Eye 
Health Committee the Student Health As- 
sociation, Dr. Lawrence Post. 


the American Association for the Ad- 
vancement Science, Dr. Elliott Ran- 
dolph. 

the American Board Ophthalmology, 
Dr. Frederick Cordes. 

the American Board Otolaryngology, 
Dr. Frank Spencer and Dr. Carl Mc- 
Caskey. 

the American Committee Optics and 
Visual Physiology, Dr. Alfred Cowan. 

the American Orthoptic Council, Dr. 
Kenneth Swan. 

the Joint Committee Industrial Oph- 


thalmology, Dr. Edmund Spaeth, Dr. John 
Hitz, and Dr. Richard Scobee. 
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the Board Governors the Ameri- 
can College Surgeons, Dr. Marshall 
Taylor. 

the Third Pan-American Congress 
Ophthalmology, Dr. Benedict. 


PRESIDENT Woops: You have 
nomination these gentlemen. 
call for vote? All favor accepting 
these recommendations the Council please 
say opposed. The have and 


ordered. 


Dr. Post: The Council recommends the 
election the following officers for the year 

President—Dr. McCaskey, Indianapo- 
lis, Ind. 

President-Elect—Dr. Conrad Berens, New 
York, 

First Vice-President—Dr. Ralph Rych- 
ener, Memphis, Tenn. 

Second Vice-President—Dr. 
San Francisco, Calif. 

Third Vice-President—Dr. Ray Daily, 
Houston, Texas. 

Executive Secretary-Treasurer—Dr. 
Benedict, Rochester, Minn. 


Secretary for Ophthalmology—Dr. Alger- 
non Reese, New York, 


Secretary for Otolaryngology—Dr. James 
Maxwell, Ann Arbor, Mich. 


Secretary for Home Study—Dr. Lawrence 
Boies, Minneapolis, Minn. 


Secretary for Public Relations—Dr. Erling 
Hansen, Minneapolis, Minn. 


Councillor—Dr. Fletcher Woodward, 
Charlottesville, Va. 


PRESIDENT Woops: You have 
nominations, gentlemen. May again call 
for vote? Will all those favor please 
say opposed. The have and 
ordered. 


Dr. Post: The Council 
the next annual meeting the Academy 
held October 10-15, 1948, the Palmer 
House Chicago. 


Woops: You have 
recommendation, gentlemen. Will all favor 
please say opposed? ordered. 

This brings end our meeting. mo- 
tion adjourn order. 

Upon motion regularly made, sec- 
onded, and carried, the meeting adjourned 


COMMITTEE REPORTS 


The acceptance the following Standing and Joint Committee reports was voted 
the Council the American Academy Ophthalmology and Otolaryngology after review 
the Council Activities Committee session held October 11, 1947, Chicago, [See 


Council Minutes, 


REPORT THE ADVISORY COM- 
MITTEE THE REGISTRIES 
PATHOLOGY 


Payne, M.D., Chairman 


The progress the new editions the 
Atlas Ophthalmic Pathology and the Atlas 
Otolaryngic Pathology was reported. 


REPORT THE COMMITTEE 
THE CONSERVATION HEARING 


Dean M.D., Chairman 


During the past year, the Executive Com- 
mittee the Committee the Conservation 
Hearing held two meetings; one St. 
Louis, April 19, 1947, and another Chicago, 
October 12, 1947. 

The interests and efforts the Committee 
have been primarily directed promoting 
the following problems: 

Development another Kodachrome 
sound moving picture for 
poses entitled “So They May Hear.” The 
movie was completed but was the consensus 
the Committee that considerable revision 
was necessary before releasing the film. The 
scenario being revised the present time, 
and anticipated that the film will com- 
pleted during the current year. 

subcommittee has been appointed 


investigate the acoustic trauma 
This work will constitute the larger portion 
the activities the Committee for num- 
ber years. The problem very complex 
and will necessitate contacting leaders in- 
dustry and labor. the opinion that this 
will result very definite contribution 


the conservation hearing. 

attempt being made correlate 
the various local, state, and national organiza- 
tions assisting the formation 
vation hearing programs. 

subcommittee has been appointed 


investigate and procure funds from outside 
sources aid carrying out the entire pro- 


gram conservation hearing. These 


funds would utilized employ full time 
director including audiologist 
and speech instructor and adequate equip- 
ment. Many hearing clinics have been estab- 
lished the various states and considerable 
interest has been displayed the program. 

sored the Committee for the 1947 Academy 
meeting follows: 

Mobilizing Resources for Hearing Reha- 
bilitation—Mr. Linck, National Society 
for Crippled Children and Adults, Chicago. 
The Pre-School Deaf Child—Mrs. Spen- 
cer Tracy, Los Angeles. 

Norton Canfield, New 
Conn. (Movie Army Medical 
Corps.) 

Investigation being made regarding 
the advisability compiling data various 
state legislations pertaining rehabilitation 
handicapped individuals relation hear- 
ing losses. 

The Committee recommends that the sum 
$3,000.00 allocated defray expenses 
for their activities during the ensuing year. 


REPORT THE COMMITTEE 
THE STANDARDIZATION 
TONOMETERS 


Jonas FrrepENWALD, M.D., Chairman 


Testing Stations 

Three testing stations have been opera- 
tion during the past year. The statistical re- 
port their activities given table 
addition the routine testing tonome- 
ters, Dr. Peter Kronfeld has used the ma- 
terial his station accumulate increasingly 
extensive data the basis which correc- 
tion factors can calculated for various com- 
mon abnormalities the tonometers submitted 
for testing. result his studies, cor- 
rection tables can supplied the owners 
these abnormal tonometers, and increas- 
ing proportion the instruments salvaged 
for relatively rejiable use. 
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Certification Tonometers 

Three manufacturers Schiotz tonometers 
are now producing instruments, high per- 
centage which pass the specifications that 
have been adopted and are Table 
gives the report the Electrical Testing 
Laboratory Inc. the number instru- 
ments they have tested, and certified during 
the past 

full report the procedure adopted 
our Committee arriving 
for certifiable tonometers has been submitted 
and published the May-June, 1947 issue 
the TRANSACTIONS. 


Tonometer Calibration 

study was started two years ago 
the direct manometric calibration stand- 
ard instruments the Schiotz, Gradle, and 
McLean types. The experimental 
this study has been completed, and the ac- 
cumulated data are now being analyzed. 
expected that the result these 
analyses, new calibration scales 
three types instruments will become availa- 
ble. report some the 


difficulties involved manometric calibration 
presented Dr. Jonas Friedenwald the 
American Ophthalmological Society June, 
1947 and will shortly published. The full 
report the completed work will 
mitted for publication the TRANSAC- 
TIONS. 


New Protects 
Effect General Anesthesia the Tonom- 
etric Reading 

The 
treatment congenital glaucoma 
more important the early diagnosis this 
condition. tonometric measurements 
have made many these cases 
under general anesthesia, important 
know what respect the nature the anes- 
thetic and the stage the anesthesia influence 
the tonometric reading. Dr. 
therefore, undertaken the request the 
Committee collect data performing 
measurements nonglaucomatous 
children’s eyes under general anesthesia. The 
these studies should enable 


surgical 
render 


Since 


results of 


TABLE 


Tonometers Submitted Testing Stations 


July 1946—July 1947 


Repaired 


Testing Station Number Recalibrated Rejected 
Dr. Kronfeld 
Chicago 129 110 
Dr. Posner 
Dr. Harrington 
TABLE 
Schiotz Tonometers Submitted the Electrical 
Testing Laboratories, Inc. for Certification 
July 1946—July 1947 
Number Number 
Manufacturer Submitted Certified* 
279 279 
Total 338 338 


Some these instruments showed minor defects when first submitted, were readjusted 
the manufacturer, resubmitted, and then found certifiable. 
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formulate rules the nature the anes- 
thetic and the stage anesthesia under which 
the most reliable tonometric readings can 
obtained. 
Calibration Scales for Buphthalmic Eyes 
Buphthalmic eyes have abnormal corneal 
curvatures and, all probability, abnormal 
ocular rigidities. Both these factors influence 
the tonometric readings, and the ordinary 
Schiotz scale can not reliably applied 
convert tonometer scale readings 
cases millimeters mercury. Dr. 
Reese and Dr. Francis Adler have under- 
taken collect data cases buphthalmos, 
the basis which the influence these 
factors can analyzed, and Dr. Friedenwald 
has performed related study measure 
the effect corneal curvature the volume 
the tonometric indentation. antici- 
pated that considerable time will elapse before 
sufficient data these types have accumulated 
order calculate Schiotz scale applicable 
buphthalmic eyes. 


Comment 

Our Committee glad report that 
tonometer testing station being established 
England. Dr. McLatchy, who undertak- 
ing this project, has corresponded with 
about his problems, and have been happy 
place his disposal the results our 
work this field. 

The Committee wishes submit the new 
projects outlined above for approval, and 
recommends that the Committee continued. 


REPORT THE COMMITTEE 
THE SCIENTIFIC EXHIBIT 


James M.D., Chairman 


For the 1947 Academy meeting, this Com- 
mittee has accepted exhibits which have 
been allocated space the Red Lacquer Room. 
Some these exhibits were solicited and, 
other instances, applications were received 
the Committee from the exhibitor. 

The Committee has had two meetings 
Chicago during the past summer with Mr. 
Sig Chakow, chief engineer the Palmer 
House, arrange for the allocation space 
the Red Lacquer Room. One meeting was 
held July 19, 1947; the other, August 27. 

Each exhibitor has been sent diagram 
indicating the space assigned him. Each 
exhibitor has also been informed 
October 11. The booth signs are being pre- 
pared Mr. Chakow, under the direction 
Dr. Kenneth Roper. 


REPORT THE COMMITTEE 
UNDERGRADUATE INSTRUCTION 
OPHTHALMOLOGY 


LAWRENCE Post, M.D., Chairman 


The Committee Undergraduate Instruc- 
tion Ophthalmology sent questionnaires 
the ophthalmology department heads forty 
the leading medical schools the country. 
Replies were received from 
garding the amount and nature the teach- 
ing given their respective institutions. Ap- 
preciation expressed the Committee for 
this co-operation since the questionnaire was 
somewhat long and involved. 
were analyzed and carefully considered. Based 
study them, the following outline 
presented model for undergraduate 
teaching ophthalmology. The Committee 
realizes that modifications must 
individual schools depending available per- 
sonnel and facilities and not their in- 
tention present exact outline, but rather 
define general terms certain goals that 
are considered desirable. 


for the Teaching Ophthalmology 
Undergraduate Medical Students 

The anatomy and physiology the eye 
may best given part the respective 
courses the departments anatomy and 
physiology. suggested that the services 
the department ophthalmology should 
utilized the presentation these subjects. 

The anatomy and physiology the eye 
including physiologic optics might well occupy 
hours, being approximately equally 
divided between the 

the regular course pathology one 
two hours toward the end the course 
should devoted the study eye path- 
ology. Here also the help the department 
ophthalmology might advantageously 
utilized. 

the beginning clinical instruction the 
student should assigned the department 
ophthalmology for indoctrination the use 
ophthalmic diagnostic instruments for 
period from hours. This would 
include instruction ophthalmoscopy, perime- 
try, external examination, the use oblique 
illumination, the taking vision, the gross 
examination ocular motility, but con- 
sideration given the technic refraction. 

the department ophthalmology mini- 
mum hours and maximum hours 
should required. this per cent 
per cent may well didactic and per cent 
per cent clinical. 


4 
4 
i 
b | 
3 
‘ 
| 


COMMITTEE REPORTS 135 


Didactic Instruction 

The bulk the didactic teaching should 
precede the clinical instruction ophthalmolo- 
gy. The didactic teaching should largely 
devoted the relationship ophthalmology 
and general medicine and study the 
most important eye diseases met with the 
general practice medicine. this end 
suggested that the first one two lectures 
only devoted review the anatomy 
and physiology the eye; third lecture 
asthenopia and disturbances ocular 
motility; fourth important eye diseases 
requiring differential diagnosis, such con- 
junctivitis, keratitis, and uveitis, with special 
emphasis glaucoma. All the remaining 
lectures, which therefore constitute majority 
the course, should devoted the various 
phases medical ophthalmology. Under this 
head should included such subjects ocu- 
lar manifestations systemic diseases, syph- 
ilis, tuberculosis, diabetes, malignancies, blood 
dyscrasias, and vascular disease. Also the im- 
cluding optic neuropathies and 
manifestations produced intracranial lesions 
should considered. considered impor- 
tant that lectures should not slavishly follow 
textbooks, but should exceed the usual brief 
and relatively uninspiring textbook approach. 

The use visual aids supplement teach- 
ing should extensively employed. 

Certain for the didactic course 
seem worthy special mention, namely: 


not discuss the technic refraction. 

not spend important time 
diagnosis muscle anomalies. 

not consider medical and ophthalmo- 
logical curiosities. 


Subjects far possible should illus- 
trate the material presented the didactic 
lectures. Effective clinical teaching 
given only small groups students. Direct 
observation surgery doubtful value. 
The salient points can adequately covered 
with motion pictures. surgical demonstra- 
tions are given, they should con- 
fined few typical examples common 
operations. The opportunity observe opera- 
tions may offered elective. 


History taking and actual examination 
the patient the student important 
feature and the student’s work should re- 
viewed the instructor. During this period 


clinical instruction proper emphasis should 
placed the technic the examination. 


Since ophthalmology required course, 
examination should given its termina- 
tion. 

Every student required own 
his own ophthalmoscope and suitable text- 
book. 

urged that the departments medi- 
cine, obstetrics, pediatrics, and neurosurgery 
require that ophthalmoscopic record 
made each student the patients assigned 
him. 

ophthalmology should the de- 
partment. 


REPORT THE ADVISORY COM- 
MITTEE THE EYE HEALTH 
COMMITTEE THE AMERICAN 
STUDENT HEALTH 
ASSOCIATION 


Post, M.D., Representative 


The first meeting this Committee since 
the beginning World War held 
New York April 22, 1947. The follow- 
ing subjects were 

screening test for visual appraisal was 

considered and accepted after few re- 

visions were decided upon. 

The Welch-Allyn Test Card Illuminator 

was approved for visual screening. 

The Committee agreed continue re- 
gard its criterion for illumination the 
1938 edition Recommended Prac- 
tice School Lighting.” 

Consideration the use optometrists 
student health services was tabled. 


Numerous other subjects were discussed, 
but since action was taken, they are omit- 
ted from this report. 


REPORT THE AMERICAN BOARD 
OPHTHALMOLOGY 


senior member the American Board 
Ophthalmology appointed the Academy 
Ophthalmology and Otolaryngology, re- 
spectfully submit the following report: 


Eighty-nine examinations have 
date and total 2,564 certificates have 
been issued. There have been 185 applica- 
tions received during the fiscal year ending 
April 30, 1947. Examinations were held 
Chicago January 18-22, 1946; New York, 
April 14-18, 1946; San Francisco, June 19- 
24, 1946; and Chicago, October 8-12, 1946. 
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1947, examinations were held Atlantic 
City and Philadelphia between June and 18. 
Further examinations are scheduled for Chi- 
cago, October 8-12, 1947 and Baltimore, May 
4-8, 1948. 

During this period 138 candidates have 
been certified, have been failed, and 100 
have been conditioned one 
jects. 

was found necessary for Dr. Conrad 
Berens resign due ill health and Dr. 
Edwin Dunphy has been appointed com- 
plete his unexpired term. 

The Board has returned the written 
examination and candidates reported for 
this written qualifying test. has been hoped 
that this written qualifying test would 
value the candidate determining whether 
not was ready for his examination. 
the last examination was noteworthy 
that number men with what appeared 
inferior training, but who had taken 
the Ophthalmological Study Council course 
and the Academy’s Home Study Course pas- 
sed with excellent grades. 


REPORT THE AMERICAN BOARD 
OTOLARYNGOLOGY 


Spencer, M.D., Representative 


The Board examined candidates St. 
Louis April, 1947. these passed; 
were conditioned; and failed. 

The Board preparing give special 
examinations and issue certificates chest 
surgeons, pure endoscopists, and surgeons 
allied fields. Beginning July, 1950, three 
year residency otolaryngology will re- 
quired. 


REPORT THE AMERICAN COM- 
MITTEE OPTICS AND VISUAL 
PHYSIOLOGY 


ALFRED M.D., Representative 


Certain unethical practices persons 
other than physicians who fit contact lenses 
have been brought the attention the 
Council Physical Medicine the Ameri- 
can Medical Association. their request the 
American Committee Optics and Visual 
Physiology delegated Dr. Berens and Dr. 
Rosa prepare paper contact lenses 
submitted for publication the Journal 
the American Medical Association. Any 
suggestions criticisms for inclusion the 
paper would appreciated the Commit- 
tee. for $10,000 for com- 
plete study the contact lens problem 


the United States has been made the Coun- 
Physical Medicine the American 
Medical Association. 

letter was referred the Committee 
from the Navy Department, Bureau Ships, 
asking satisfactory lenses could 
cured reduced cost their current specifi- 
cation for non-corrective safety goggles and 
spectacles were relaxed read: 


“The prismatic effect caused non- 
parallelism the surface the lens 
shall not exceed 1/8 prism diopter. Len- 
ses shall not have positive refractive 
power any meridian exceeding plus 
power any meridian exceeding minus 
1/16 diopter.” 


reply the Committee stated that was 
their opinion that 1/8 prism diopter base 
and out would not sufficient cause eye 
strain and that goggles and spectacles with 
this amount error could safely accepted. 
had placed and down, their 
former specifications 1/16 
would more desirable. addition the Com- 
mittee suggested that they specify that these 
goggles and spectacles “free from wavi- 

answering request from the Council 
Physical Medicine concerning tinted lenses, 
was decided that advertising should specify 
how much more infra-red ultraviolet radia- 
tion will excluded tinted lenses than 
ordinary glasses. 

the slight misunderstanding concerning 
the functions the American Orthoptic Coun- 
cil and the American Committee Optics 
and Visual Physiology, the secretary was di- 
rected write letter the president 
the American Orthoptic Council clarifying 
the fact that approval orthoptic apparatus 
must finally passed the group con- 
sultants the Council Physical Medicine 
the American Medical Association who 
are the members the American Committee 
Optics and Physiology. 

Since some makers tonometers have re- 
ported that they were unable meet the 
standards the Committee Standardiza- 
tion Tonometers the American Academy 
Ophthalmology and Otolaryngology, the 
Committee directed the secretary write 
Dr. Jonas Friedenwald, chairman the 
Committee Standardization Tonometers, 
for their methods specification and certifi- 
cation tonometers. This was done and the 
situation clarified Dr. 
port, which part stated: 
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“During the past six months one manu- 
facturer Schiotz tonometers 
quested consultation with our Committee 
culties which found meeting our 
specifications, and members subcom- 
mittee have with him several oc- 
casions discuss his problems, and have 
suggested him various methods con- 
struction which would make 
for him meet the agreed specifications. 
three 
manufacturer reported each time that 
had the difficulties which had 
previously disturbed him, but that some 
new difficulties had arisen. the third 
conference stated that all the speci- 
fications but one were satisfactory him, 
that could meet this final one 
additional cost for the instrument five 
ten dollars. was pointed out him 
that our Committee exercised control 
over the price, and that this respect 
was equal competitive footing 
with other manufacturers, whereupon 
accepted the specifications 
adopted. have had one further con- 
ference with this manufacturer which 
expressed with the 
assistance had obtained from our Com- 


successive 


satisfaction 


mittee.” 


with the request the sec- 
retary the Committee acting the inquiry 
the Army-Navy-NRC Vision Committee, 
Lieutenant Commander Farnsworth 
United States Naval Medical Research Labora- 
tory, New London, Connecticut, reported 
follows corrective training color blind- 


ness: 


“The question treatment color defi- 
ciencies has been argued the literature 
since 1873. were continue re- 
fight the battle with each new hopeful 
writer, would forever retracing our 
steps and thereby prevented from project- 
ing new, and more fruitful investigations. 
have therefore thought better con- 
sult groups authorities and secure their 
unanimous opinions than attempt furth- 
controlled experiments enter into 
further argument concerning the pros and 
cons the types evidence offered.” 


States 
“The opinions nearly every 
color vision America are represented 


communications from the National 
Bureau Standards, United States De- 
partment Commerce, and the Inter-So- 
ciety Color Council. They indicate that 
the best informed and most experienced 
specialists the field color vision are 
emphatically the belief that congenital 
color deficiency cannot remedied the 
use diet, medicine, training, other 
treatment now known science.” 


The myopia project the Committee has 
secured data relative 870 cases studied 
three separate headings: 


comparison between stated amounts 
myopia and related visual acuity. 


The three-year over-all average progress 
observed the amount myopia series 
college age (18 years) persons. 


The study smaller series myopia 
cases which have shown periodic improvement 
visual acuity both with and without treat- 
ment designed produce such 
subjected 


These data will 


analysis. 


THE AMERICAN 
COUNCIL 


M.D., Representative 


REPORT 
ORTHOPTIC 


AVERY 


The last meeting the American Orthoptic 
Council was held Saturday, October 12, 
1946, Chicago. this meeting the Stand- 
ards Committee was reactivated, new Sylla- 
bus Committee formed, and plans 
promoting the development 


There very great need for well trained 
orthoptic technicians this country. The de- 
mand far exceeds the available supply and 
unless active efforts are made increase the 
supply feared that many poorly trained 
technicians will result from the efforts in- 
dividual ophthalmologists them- 
selves not well trained orthoptics) supply 
their own needs. 


are 


major activity the American Orthop- 
tic Council this year critically survey 
and evaluate all training centers this coun- 
try and formulate plans for the accelera- 
tion proper and adequate training. 
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1946 there were candidates for the 
was held various cities throughout the 
country September Thirteen candidates 
passed the written examinations. The oral- 
practicals were held Chicago the Eye 
Department Northwestern University Medi- 
cal School October 12. Twelve candidates 
passed the whole set examinations and were 
awarded the certificate (one can- 
didate failed complete the examination). 


There are now certified technicians 
whom are active and are members 
the American Association Orthoptic Tech- 
nicians. 


The slide contest, open technician mem- 
bers the American Association Orthop- 
tic Technicians, was repeated 1946. Prizes 
were awarded two members the Ameri- 
can Association Orthoptic 
First prize went Miss Frances Walrave, 
Atlanta, Georgia; second and 
went Miss Phoebe Jarvi Milwaukee. 


special scientific program arranged the 
American Orthoptic Council and American 
Association Orthoptic Technicians and 
sponsored the Academy was presented 
Chicago October 13, 1946. “The Place 
Squinters Respond Best Treatment,” and 
“The Significance Vertical Component 
Squint” were topics discussed. pre- 
vious years, the audience attendance great- 
exceeded the capacity the auditorium 
which the symposium was conducted. 


The six period Academy instruction course 
orthoptics was repeated 1946. Due 
space limitations many who wished take 
this course could not so. requested 
that 1947 this course expanded 
period course and the individual instruction 
hours repeated. 


American Orthoptic Council 
for orthoptic technicians are scheduled for 
September and October, 1947, the written 
examinations September various 
cities throughout the country and the oral- 
practicals October Chicago. Techni- 
cians are now being trained under the super- 
vision Dr. Ernest Sheppard Washington, 
C.; Dr. Lawrence Post St. Louis; and 
centers Milwaukee, Cleveland, Buffalo, 
and Rochester, New York. More training 
centers should established and supported. 

The Committee respectfully recommends 
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That the American Academy Oph- 
thalmology and Otolaryngology continue its 
American Orthoptic Council the extent 
$100.00, such support 
during 1947-48. 


That the Academy appoint its repre- 
sentative the American Orthoptic Council 
for period years Dr. Kenneth Swan 
replace Dr. Avery Prangen whose term ex- 
pires December 31, 1947. 


REPORT JOINT COMMITTEE 
INDUSTRIAL OPHTHALMOLOGY 


Hepwic M.D., Representative 


During the past year, the work the 
Joint Committee Industrial Ophthalmology 
has both been intensified and broadened. The 
Chairman, Dr. Vail, has resigned 
Ruedemann has taken over. The basic ac- 
tivities fall, previous years, into three 
catagories: Research, Education, and Service. 


General Industrial Problems: 

All phases industrial eye work 
eye protection, testing technics, cor- 
rective programs, plant consultation, 
etc. 


Small industries—special needs. 


Plastic eye protection—In-plant study 
newly developed plastic plano pro- 
tection equipment. 


mologists and E.E.N. doctors 
the U.S.A. relative their interest 
industrial eye work. Specific angles 
wide participation specialty 
were covered. Replies have been ana- 
lyzed and results compiled. These will 
will published with appropriate 
comment. One urgent need for 
careful objective study modus op- 
erandi refracting services indus- 
try. 


mittee member co-operation with 
Industrial Hygiene Foundation, with 
safety exposure ultraviolet and 
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infra-red—this developed into 
Committee statement for guidance 
cases brought before Industrial Com- 
missions, and guidance for industry 
itself. 


Ophthalmic industrial fee schedules 
different states have been analyzed. 
This data being published with aim 
equalizing present discrepancies. 


Workmen’s compensation laws—(as re- 
lated eyes)—the decisions fed- 
eral and higher state courts, and laws 
themselves, have been abstracted for 
study and information ophthalmolo- 


gists. 


Purdue Institute Industrial Vision 
Research: 


Bibliography Arrange- 
ments have been completed with Yale 
University tor compilation con- 
tinuing bibliography current litera- 
ture dealing with industrial eye prob- 
lems. Reference lists, available all 
who need them, are made regularly 
for: 


A.M.A.—Council Industrial Health 

Academy— TRANSACTIONS 
members 

Journal Occupational Medicine 


This bibliography includes all sources 

-medical, safety, management, ap- 
plied psychology, optometric, illumina- 
tion, and engineering. 


Section Industrial Ophthalmology 
TRANSACTIONS will continue 
report activities Committee; plant 
experiences significant contributions 
broad field; and research projects. 


Reprints—Requests Europe, 
South America, and this country are 
filled from stock 
tained Committee for this purpose. 


Medical Schools—Are urged de- 
courses industrial ophthalmology, 
including field trips 


eye injuries have been collected and 


are being added constantly. These 
are supplied to: The National Society 
for the Prevention Blindness; The 
American Academy Ophthalmology 
and Otolaryngology; The American 
Medical Association; and the Joint 
Committee, for teaching purposes. 


SERVICES: 


Clearing House—In answer 
mation requested medical govern- 
mental, lay and industrial groups 
individuals. These include: 


A.M.A. Council Industrial Health 

National Society for the Prevention 
Blindness 

United States Public Health Service 

State Industrial Health Departments 

Industrial Nurses Organizations 

Interstate Commerce Commission 

Universities 

Students 

Foreign Countries—groups 
viduals 


Manual “Toxic proc- 
ess publication and being develop- 
co-operation with the National 
Society for the Prevention Blind- 
ness and the National Safety Council 
The manual will deal with: 


Protective equipment 


Properties, effects toxic hazards 
and first aid 


Medical surgical care toxic 
eye injuries 


thalmologists interested first hand 
study eye problems plants. 


Medical Film Guild—Request for sta- 
tistics with which produce film 
dealing with industrial eye problems 
being arranged for. 


Chicago Technical Society Council— 
Committee has established liaison with 
this Council which lead Dr. Gus- 
tav Egloff, this offering rare oppor- 
tunity close co-operation. 


budget statement attached—the Joint 
Committee appreciating this financial support 


greatly. 


/ 


140 


TRANSACTIONS NOVEMBER DECEMBER, 1947 


October 1946 August 18, 1947 


Receipts: 
American Medical Association $250.00 

700.00 

American Academy—Reprints 
Illuminating Engineering Society membership 2.93 
Industrial Hygiene Foundation membership .......... 
Washington Institute Medicine membership 
Ruth Connor (1946 convention 25.00 
Dimension Co. (special 4.50 


Thomelius Larson............... Michigan 


July 20, 1947 


3 
4 
q 
7 


TRANSACTIONS 


AMERICAN ACADEMY 
OPHTHALMOLOGY 


and 


OTOLARYNGOLOGY 


JANUARY FEBRUARY 
1948 


Published bimonthly, February, April, June, August, October, and December, the 
Douglas Printing Company, 109 North 18th Street, Omaha Nebraska, for the 
American Academy Ophthalmology and Otolaryngology. Editorial and business 
office, 100 Avenue Building, Rochester, Minnesota. Subscription price $3.00 
yearly members, $6.00 yearly non-members. Entered Second-Class Matter 
November 28, 1938, the Post Office Omaha, Neb., under Act March 1879. 


ANNUAL MEETING OCTOBER 10-15, 1948, CHICAGO 


4 / 
2 
j 


Dependable anesthesia the mucous membranes readily obtained 
the topical application Pontocaine hydrochloride. This widely 
used agent acts quickly, penetrates deeply, and gives 
prolonged anesthesia. variety operative and nonoperative 
procedures the eye, nose and throat may successfully carried 
out with small quantities relatively weak solutions. 
HOW SUPPLIED: For surface anesthesia ophthalmology: 
0.5 per cent solution bottles oz. and oz. 
For surface anesthesia rhinolaryngology: per cent 
solution bottles oz. and oz. 


DROCHLORIDE 


TETRACAINE 


ANESTHESIA 
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The busineyses former'y by Wicthrap Chemical Company, tae, 
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THE ROLE INHERITANCE GLAUCOMA 


Posner, M.D. 


and 


ABRAHAM SCHLOSSMAN, 


BY INVITATION 


NEW YORK, 


portant factor the pathogenesis 
glaucoma. Yet, date, only approxi- 
ilies have been reported litera- 
ture. Among these are some excellent 
papers Harlan,’ Sat- 
Calhoun,? Courtney and 
and Since these family trees 
are presented isolated examples with- 
out relation glaucoma whole, 
they create the impression that heredi- 
tary glaucoma rare and that dif- 
ferent from the nonhereditary form. 

the course study 373 un- 
selected cases primary glaucoma, 
were impressed the high incidence 
patients displaying familial tendencies. 
Fifty-one patients, 13.7 per cent 
the total had one more relatives af- 
fected with the disease. The discrepancy 
hetween the paucity the material 
the literature and the everyday clinical 
experience indicates that 
proach needed the study the role 
inheritance glaucoma. 


CASE HISTORIES 
patients whom examined 
were patients the late Dr. Mark 
Schoenberg. There are total 
glaucoma cases these families. The 
pedigrees families are included 

this paper. (See pages 152-155.) 
Presented the Annual Session 


the American Academy Ophthalmology and Oto- 
laryngology, October 12-17, 1947, Chicago, Ill. 


Time does complete 
analysis all the cases. Five pedigrees 
will briefly described: 


FAMILY 

Both father and mother suffered from glau- 
coma. their six children, three have glau- 
coma. The grandchildren are not old enough 
permit conclusions drawn. except 
Sam, have chronic simple glaucoma. The lat- 
ter suffers from chronic simple glaucoma with 
congestive attacks. Louis was 
fourteen vears. The mother refused surgery 
and blind 65. 


FAMILY 

and her father, Jacob, both have 
chronic simple glaucoma. The former 
while the latter high hyperope. 
both, the disease pursues moderately se- 
vere course. Jacob was followed for twenty- 
one years. The onset glaucoma Esther’s 
left occurred when she was 34, while the 
right eve developed the disease the age 
family shows anticipation. 


FAMILY IV. 

Two sisters have chronic simple glaucoma 
mild form. Several other members 
the family suffer from the disease. Both cases 
are asymptomatic and were discovered because 
family history. Neither showed increase 
tension after homatropine; however, Carrie 
showed positive reaction the jugular com- 
pression test the left eye. 
The glaucoma her right eye began sixteen 
after the onset the left eye. Carrie 
vas followed for twenty-five years and Rosa 
for fifteen years. These cases show how mild 
course chronic simple glaucoma 
certain families. 


FAMILY 

The disease both father (Abraham) and 
daughter (Shoshana) began asymptomatic 
chronic simple glaucoma. The father had mo- 
nocular glaucoma. Four months after treat- 
ment with pilocarpine was instituted, com- 
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menced have congestive attacks. was 
observed for thirteen The daughter 
had acute attack the right one day 
after cyclodialysis the left eye. She was 
followed for ten years. All three affected eyes 
reacted poorly iris surgery. The daughter’s 
right eye behaved relatively well for seven 
years following cyclodialysis. The grandfather 
had bilateral attacks acute glaucoma which 
responded well bilateral iridectomy. 


Cases this type, which begin 
chronic simple glaucoma, respond poorly 
miotics, lose the fields rapidly and 
blindness after surgery involving 
trauma the iris, are, fortunately, in- 
frequent. the hereditary group there 
was one other such case and more 
cases occurred among the remaining 
323 cases glaucoma our series. 


FAMILY 

Lottie has chronic simple glaucoma the 
right eye and chronic congestive the left 
eye. The disease mild but fields showed 
early involvement the central area. Her 
sister, Beatrice, has the syndrome recur- 
rent glaucomato-cyclitic crises the left eye. 
This disease characterized recurring at- 
tacks unilateral glaucoma associated with 
mild cyclitic signs and has been described 
elsewhere.!3 


THE MECHANISMS HEREDITY 

The pedigrees reported this pa- 
per, well examples found the 
literature, should leave doubt one’s 
mind the familial nature cer- 
tain proportion glaucoma cases. The 
chances glaucoma occurring sporadi- 
cally more than one member 
family similar size those this 
paper negligible. 

The fact that condition becomes 
manifest late life, the case 
glaucoma, valid argument against 
considering hereditary. Through his 
studies identical twins, Vogt?! pro- 
duced conclusive proof the hereditary 
nature cataracts senile con- 
ditions. What more, showed that 
the twins exhibit marked similarity 
the slit lamp appearance these condi- 
tions. 
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According the principles mod- 
ern heredity, the gene the unit in- 
heritance. The genes occupy more 
less fixed positions the chromosomes. 
The latter occur homologous pairs 
the cells the body. One member 
each pair derived from the father and 
the other from the mother. Only 
homologous pair. These are the and 
linked genes. The chromosome car- 
ries full complement genes, while 
the chromosome carries only relative- 
few. 


There are three main types heredi- 
tv: dominant, recessive, and sex-linked. 
dominant heredity, necessary for 
only one pair genes carry the 
defect order for the latter become 
manifest. person who has domi- 
nant defect marries normal individual, 
statistically speaking, per cent the 
progeny will inherit the defect (fig. 1). 
Such affected parents and their affected 
offspring are heterozygous because the 
two homologous genes are not alike; 
one carries the trait and the other free 
from it. two such heterozygous in- 
dividuals mate, per cent their chil- 
dren will show the trait. One-half 
the offspring will heterozygous for 
the defect, one-fourth will homo- 
zygous, and the remaining one-fourth 
will normal. The homozygous indi- 
viduals are those who carry two defec- 
tive genes, one derived from the father 
and one from the mother. 


recessive heredity the trait 
ease does not become manifest unless 
both genes carry the defect. other 
words, occurs only individuals who 
are homozygous. Thus, many persons 
the general population may carry the 
recessive genes for generations yet, the 
disease may only become manifest 
one these individuals marries another 
person who carries the same gene. 
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Dominance 


NORMAL 


GLAUCOMA 


RATIO: Glaucomatous Siblings 
Normal 


inheritance in which mother is 


FIG. 1--Diagram illustrating dominant 
and father is normal. 


heterezygous for glaucom 


family trees and all but two pedi- 
grees the literature show dominant 
heredity. For this reason, fitting 
discuss more fully the mechanisms 
volved this form inheritance. The- 
oretically, complete dominance were 
present, least one case glaucoma 
should occur each generation. has 
shown, however, not only 
man genetics, but also well-controlled 
animal experiments, that defect may 
appear one generation but may 
continue manifest itself domi- 
nant subsequent generations. This 
phenomenon skipping generation 
means that the disease fails express 
itself the soma, even though the gene 
present the germ cell, evident 
the transmission the disease 
the succeeding generation. possible 
for glaucoma occur such mild 
form that can detected only use 


prolonged periods observation. The 
ditferences the severity the disease 
may accounted for some cases 
gene. The appearance glaucoma late 
ing relative lack expressivity. 
Since glaucoma may occur late 
certain whether person who dies 
earlier age would have 
disease. Since, when applied 
coma, the concepts expressivity and 
penetrance may imply merely quantita- 
tive differences, they cannot sharply 
differentiated from each other. 

The genetic approach the study 
disease human beings complicated 
the fact that the average pedigree 
small and that penetrance 
According Gates,® short pedigrees 

the real method methods in- 
heritance may emerge only after com- 
paring several pedigrees the same 
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Following the suggestion 
Dr. and Dr. New- 
combe the Carnegie Institution 
Washington, Department Genetics, 
have pooled our material for statis- 
tical purposes order gain better in- 
sight into the mechanisms heredity. 


Table gives the data used deter- 
mine the degree penetrance the 
gene for glaucoma. Only pedigrees 
contained sufficient data used for 
this purpose. Even 
trees, discarded those sibships 
which the condition the parents’ eves 
was indefinite which the parent 
died before years age. also 
discarded those sibships 
children did not reach the age 40, ex- 
cept where one the members devel- 
oped glaucoma below. 


DETERMINATION OF PENETRANCE 


XIV 

XVII 

TABLE I 


Data used determining penetrance for glaucoma. 
First two columns give the ratio of glaucomatous 
to total siblings. The third and fourth columns give 
the ratio between sibships which have one glauco- 
matous parent and those having normal parents. 
The sibships were carefully selected, order 
obtain homogeneous group for this statistical analy- 
sis. Those pedigrees which may represent different 
mode inheritance were excluded. 
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Two alternative methods arriving 
penetrance values are compared. 
dominant heredity, must assume that 
nearly all the affected individuals are 
heterozygous. For this reason the ex- 
pected ratio glaucomatous normal 
siblings would 1:1 (fig. 1). there 
are fewer than per cent affected 
individuals, the difference regarded 
lack penetrance. Table shows 
that the penetrance varies individual 
families. There were siblings with 
penetrance were 100 per cent, the ex- 
pected number glaucomatous individ- 
uals would 62. The ratio 46/62 
per cent denotes the average pene 


trance the age (fig. 2). 


The other method studying pene 
trance comparison the 
number sibships with 
matous parent and the number whom 
neither parent has glaucoma. pene- 
trance were 100 per cent, generation 
should entirely escape the disease. 
neither parent suffers from glaucoma 
and the disease appears two more 
the germ plasm one the parents 
contains the gene for glaucoma. The to- 
tals table show that there were 
sibships which one parent had glau 
which neither parent suffered with glau- 
coma. Thus, out sibships 
penetrance. This 
makes the average penetrance for the 


showed complete 
group per cent (fig. 2). Both these 
methods probably 
trance. While our 
only the families with two more af- 
fected members, there undoubtedly are 
families with one affected member 
which some other members are geneti- 
cally glaucomatous without exhibiting 
the disease clinically. 


Even though both 
similar values for the degree 
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ACTUAL 


INCOMPLETE 
PENETRANCE 


rpected Glau 


. ratio were Complete Dominance), 6 “ d have G ma 
NORMAL GLAUCOMA 
ug Gg Gg 7 Gg =4 gz 
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PENETRANCE 


*- with glaucoma in] paren 
wit f ma et parent = 
ta > 
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FIG. representation two methods used 


ing penetrance for glaucoma, with the use of data from tabl 1 


should remembered that these figures 

per cent and per cent) are, 
rough estimations because the 
number cases available for this 
study. The lack penetrance the 
has definite clinical implications 
study the behavior glaucoma. 
shows the genetic method that 
person may fail show any clinical 
manifestations the disease 
genetically glaucomatous individ- 


The father Lottie and John 
only individual with glaucoma among 
brothers and sisters. His father and 
mother lived over years age 
and were normal. The chances 
nant heredity when only out 
siblings affected less than per cent. 
may assume, therefore, that gene 
was changed such way that now 
transmits glaucoma dominant man- 
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may represent dominant heredity 
with very low penetrance the in- 
heritance may recessive. This strong- 
suggests the possibility more than 
one type inheritance 
since the chance coincidence neg- 
ligible. discussing the roles domi- 
nant and recessive heredity evolution, 
states that there sharp 
contrast between dominant 
sive genes. “Many genes classified 
recessive produce some effect hybrid 
combination the character most af- 
follows that there may 
essential difference the 
kinds genes question.” 


fected 


This brings the question the 
possibility recessive inheritance for 
does not enlighten this point. From 
small pedigrees impossible draw 
any conclusions about recessive inheri- 
tance, unless consanguinity present. 
order properly study this type 
heredity, one must investigate large 
numbers individuals family and 
compare the incidence glaucoma 
this family with that the general popu- 


Two reports the Russian literature 
show sex-linked heredity glaucoma. 
the 
glaucoma appears secondary 
malformation the iris. The other pa- 


5 


one pedigree from eastern Siberia, 


per describes families from the same 
region, but does not give any adequate 
data the type glaucoma. For this 
reason, not know whether these 
are cases primary glaucoma. 

families the age onset 
glaucoma one more offspring was 
least ten years earlier than any 
their parents. Some the brothers and 
sisters these patients, however, did 
not show anticipation. fact, some pa- 
tients developed glaucoma more ad- 
vanced age than their parents. There 
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known genetic explanation for the 
remembered that the age onset 
glaucoma variable, that some 
the cases the earlier appearance the 
disease may related factors other 
than heredity. 


COMMENTS 

The hereditary group forms 
sentative cross-section glaucoma 
All three types the disease 
are present, namely acute congestive, 
chronic congestive and chronic simple 
glaucoma. several instances the 
ease began chronic simple 
but was complicated congestive at- 
tacks after prolonged use 
Many gradations severity were 
countered, from those which remained 
mild over many years, those which 
short time. review the 
tories reveals that many 
there were similarities the behavior 


families 


the disease with respect type, re- 
fractive error, and response 


surgery. 


This group attords rare opportunity 
for the study mild glaucoma since 
some the cases would not have been 
discovered were not for the presence 
glaucoma other members the 
family. 

Since the knowledge case history 
one member may serve aid 
the treatment another affected mem 
ber, advisable for the ophthalmolo- 
gist acquaint himself, 
sible, with the case histories all mem- 
bers the family suffering 
disease. This especially important 
when one member showed disastrous 
results following iris surgery. 


case may advisable use cyclo- 
dialysis the operation choice. the 
disease proved mild other members 
the same family and the course 


. 
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the patient appears similar, the 
physician may reassure his patient that 
the disease will probably follow 
ilar pattern. 

constitutional 
sential hypertension and diabetes are 
those most commonly associated with 
glaucoma. has pointed out that 
all three diseases there 
bance the regulatory function. 
that the gene for glaucoma 
somehow related the gene genes 
for other regulatory diseases. 

difficult determine the exact 
manner which heredity affects the 
Many anatomical variations and 
abnormalities have been implicated. The 
belief prevalent that hyperopia 
predisposing cause glaucoma. While 
true that hyperopia may inher- 
ited, have shown that the refractive 
errors found among 
follow the same distribution the 
general 

was previously mentioned, some 
individuals 
tous, but clinical manifesta- 
tions the disease. They may develop 
glaucoma future life either spontane- 
ously the result some provoca- 


show 


tive factors such atropine, cataract 
extraction, emotional disturbances. 
this point view, their normal 
tests which would detect which patients 
ire potentially glaucomatous while they 
are still clinically normal. Pupillography 
promises great value this re- 
spect, because enables one evaluate 
the state the autonomic nervous sys- 
especially the hypothalamic 
\ll the cases primary glaucoma 
hus far studied gave 
urve with certain definite character- 


patients were subjected pu- 
pillographic 


these 


studies. 
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showed curves similar those found 
primary glaucoma while other 
tests were negative. Further work along 
these lines now progress. pos- 
sible that the inherited factor dis- 
turbance the central autonomic 
ous system. 


The mechanism heredity 
our pedigrees has already been 
discussed. The role genetics among 
the sporadic cases cannot 
Bearing mind the possibility 
low penetrance and low expressivity, 
not unlikely that some the spor- 
adic cases are also hereditary. well 
known that the same disease may 
transmitted dominant, recessive, and 
sex-linked manners. This true ret- 
initis pigmentosa and disease. 
Recessive genes for given trait may 
become widespread the general popu- 
lation without manifesting 
The occurrence cases may 
result from the mating two individ- 
uals who carry recessive genes. Patients 
are acutely aware the hereditary po- 
tentialities diseases. behooves the 
physician give serious attention both 
the psychologic and the ophthal- 
mologic aspects the patient’s prob- 
raphy, when are great value 
since negative result helps reassure 
the patient and positive result means 
early diagnosis. 
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DISCUSSION 
This probably impressive and convincing 
demonstration the hereditary factor 
the so-called primary glaucomas 
recorded the literature. have collected 
and kept under one roof, that 1s, one office, 
this many families with primary glaucoma 
clear indication the profound investi 
gative spirit that prevails the office the 
late Dr. Mark Schoenberg and his associates 
and and the confidence that they 
have created their patients. few clinics 
could duplicate this series 

glaucoma cases 
The publication this material 
nalysis trom the the 


Wav in whicl Posner and ssman 


have done valuable contribution oph 
thalmologic knowledge. very 


eased to see this material published because 


the probable basis small 


narrow angle concept anatomical, and 


this paper Dr. Posner and 


Schiossman enhanced the practical 


which two more cases so-called 


rations, the 


population. 


reater than 


effort—searching for cases ¢ 


] 


therefore, lead to the discov 
ery of more cases tf early or mild glaucoma 
thereby more good glaucoma fami 

The other practical result geneti 
fact that vlaucoma 
urring m several members of the same tar 

Posner and Dr. believe 
hie concept that a malignant course of glau 
oma atter surgery due 
rably properly executed operation. 
operation. mean malignant course. The 
authors expressed the opinion that the malig 
nant course may elicited operative trau 
ina to the iris. | am inclined to believe that 
the patency, the state being open, 
the anterior chamber for several 
sets off the malignant course. 
that this malignant course very gross forn 


i 
/ 
10 
press mportant part 
The 
15. 
17 
18. 
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INHERITANCE 


the hypertensive reaction the glaucoma- 
paracentesis which studied 
Needless to say, a 


tous eye to 


number years ago ma- 


after 


course surgery 


other causes 


You all remember the paper this subject 
presented this four five 
vears ago Dr. Brittain 
the most common cause malignant course, 
the hereditary 
paper, the sudden de- 


society 


than mentioned 


here 


other 


compression the during the operation 
with the resulting gross dislocation the lens 
and parts the ciliary body 

and 
lean toward deficiency the central regula 
mechanism that trans 
families 


Posner Schlossman 


tory factor 


mitted these with simple 
not capable evaluating 
should like mention, 
however, that the last the 
concept central potential regulatory mech 
inism has lost 


mental work done Barany Sweden. This 


telligently the 
tained the paper. 


during two vears 


author has made very systematic search 
indications central regulatory mechanism 


animals, which 


experimental 
certainly possess wonderful and demonstrable 


central regulatory mechanism with regard 
other functions the body. With regard 
regulatory mechanism for the ocular tension, 
these studies 
practically nothing. For that reason 
other reasons, would inclined think 
that the factor which transmitted 
glaucoma families with chronic simple glau 


Schlemm mech- 


experimental 


of the trabecula and canal of 


anism 


Posner and Dr. Schlossman for again awaken- 
ing attention the hereditary aspects 


we 


glau- 
coma. They report familial incidence 
proximately per cent among their glaucoma 
cases. may shown that this percentage 
even higher will but take pedigree 
patients 

awareness the hereditary nature 
glaucoma gives the alert ophthalmologist 
preventive 
One may uncover incipient or only 
stages 
afflicted individuals 
would have been neglected 


excellent practice 
medicine. 
moderately advanced disease 
the 
which otherwise 


Medical and surgical therapy instigated early 


relatives 


the disease course much more 


GLAUCOMA 


than when the eye has been ravaged per- 
inform his glaucoma patients the hereditary 


nature their disease gross neglect 


duty 


knowledge 


the oculist 


the pedigree will 
information the 
nature, and the 
medical and surgical therapy. The authors 
carefully emphasized this fact. The research 
also afforded excellent material 
carefully 


vive usual 


COUTSEe, response of disease 


worker 
worked-up family, since can 
number individuals having the same type 


dealing 


glaucoma. Pupillography and other provoca- 


tive tests dealing with dysfunction the au- 


fonomic nervous system, when conducted on 


Similar studies conducted large series 


unrelated individuals lose some merit when 


realized that many different glau 


coma included 


are 
The authors emphasized 
commonly inherited dominant manner and 
this they 
but 
standing hereditary 
attract the 


are amply supported the litera- 
that 
that 


ture, add only the out- 
are reported 
should like to 
this knowledge, however, 
until 
patient’s family has been taken and all avail- 
studied tor the 
Most common ocular 


may 
cases 
They 
able members are thoroughly 
disease 
clinical which 
different 
dominant, recessive trait. 


Please per- 
stress again that each glaucoma 
case must carefully individualized and the 
family studied before can 


ascertain the mode its inheritance 


mit 


adequately one 

that the authors discuss the 
statistical the the 
gene affecting glaucoma. There much need 
such studies. associate, Dr. Cot- 
terman, has pointed out that Dr. and 


aspects penetrance 


Dr. data are little value 
genetic statistician since they have failed 
indicate their pedigrees the propositus 
original patient who brought the fam- 
ily light. This common neglect 
ophthalmologic reports and should like 
plead that this factor not overlooked 
the future when publishing pedigrees. The 
centage penetrance human gene 
will discount the propositi thus correcting for 


very 


ascertaining 


bias favoring affected individuals. This bias 
always present 
that 


human genetical studies 


originate from affected individuals. 
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obvious that such families would not have 
come light the affected individual, the 
propositus, had not been examined. 
rection for such bias the authors’ data 
would materially reduce their percentage 
penetrance. 

becoming more and more evident that 
constitutional disorder. will agree with the 
data that Dr. Kronfeld has 
nevertheless there are certain individuals 
who are strongly predisposed emotional up- 
sets, and know that great number 
attacks are precipitated emotional 
upsets. That has been brought out earlier 
discussing constitutional factors this discus- 
sion, you remember, our psychosomatic 
aspect the disease. When know more 
about this constitutional background factor 
will undoubtedly find that the latter 
that probably inherited specific pattern, 
glaucoma thus being only one the many 
signs the over-all disease. This would ac- 
count for its infrequent irregular appear- 
ance certain pedigrees 

should like digress for just moment 
Last vear attended New York the meet- 
ing the National Society for the Preven- 
Blindness. Miss Carpenter, from 
Philadelphia, reported their results 
success very wide screening program for 
detection glaucoma among 
large department stores. think she reported 
that the incidence was somewhere between 
and per cent. the same time Dr. 
Linn, from Pittsburgh, reported 
and the functioning the glaucoma clinic 
City. think mentioned that they 
had between 600 and 800 patients 
with glaucoma their rolls. Would not 
have been excellent source material 
Dr. facilities had been 
let say, the relatives the glaucoma 


patients that particular clinic 

closing should like again congratu- 
late Dr. Posner and Dr. Schlossman their 
initial work this interesting aspect glau- 
coma. know that are all anticipating 
future reports their progress. 


La.: The role inheritance the constitu- 
tional factor the most important factor 
the most important ophthalmic disease that will 
discussed this meeting. illustrate and 
amplify its importance, will present com- 
plete, correlated, and co-ordinated concept 
the causation primary glaucoma. has 
heen abstracted largely from the writings 


AND SCHLOSSMAN 


and the late Dr. Mark 
York. 

Primary glaucoma essentially degenera- 
tive, constitutional, progressive, 
ease. practically always attacks two parts 
the eye and not one alone. Both parts are 
practically always involved propor- 


tion with one part the other dominant 
The first part involves the cornea-sclera, and 
the second part, the intraocular vascular tract. 
cornea-scleral degenerations both the limbus 
and the lamina cribrosa are involved. With 
involvement you are all familiar, but 
with lamina cribrosa involvement you not 
be. The latter also forms part the 

tion mechanism through which the 


must exit from the eve and 

dominately involved hypotensive 

and cavernous degenerations, such that 


Schnabel. Both the filter and the fluids 


must pass through the filter are involved 


practically all primary glaucomas, though 
varying proportions, 

are regulated both the choroidal and the 


retinal vessels. The intraocular 

generation which part primary 
coma apparently primarily involves the 
because the intraocular 
pressure and not the intraocular arterial pres- 
parallels the tension. The 
degenera- 
tive process only part bodily 
throughout the body. Magitot 
tests that characteristic 
changes exist the nails the glaucomatous 
More important than the changes that occur 
the nails are those that also take place 
the central nervous system, especially the 
thalamic portion the diencephalon. Here 
sensory perceptions, including those from the 
eves and ears, are into autonomic 
nervous responses, sympathetic and parasym- 
pathetic, offensive and defensive. The sym- 
pathin and acetylcholine involved, well 
the associated temporary permanent 
structural muscular reactions, directly 
directly affect the quantity and especially the 
filterability the aqueous. Our miotic treat- 
inent glaucoma largely centers around the 
use these drugs. Those who have con- 
stitutionally sensitive thalamus, especially 
they reach middle life with its vascular wear 
and tear, are hypersensitive emotional, 
vascular disturbances; and with already 
present constitutional cornea-scleral tendency 
filtration defects, the stage set for pri- 
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mary acute, subacute, 
The tendency defective filtration, quantita- 
tively and qualitatively, then longer com- 


pensable 


us, and every other oph- 
direct obligation 
our the opportunity 
retain their sight that would want for 
This includes helping them think 
and calm they wish 
irrespective 


surgical treatment. 


So what ? 
thalmologist, has 


same 


ourselves 
act calmly, 


sight, 


medical They must 
that 


die blind 


complex, and time consuming, but 


realize 


means This service sounds diff- 
cult, 
telligently carried out not, based treat 
glaucoma patients 


ment hundreds 


ars 
the cornea-scleral 


involvement apparently predominates; 


laucomas, 


angle 


involvement 
and 


row angle glaucoma, vascular 
lominant. 


pred (sub-acute 


and iris inclu 
operations are usually more successful. 
that 1S, 


around 
but 
drainage 


Hye, evelo« 


and at 

needed, filtration operations are more 
acute glaucomas, scleral 
preferable because the emergency con 

transient rather than 


degeneration 


edema 
Let 
hat, generally speaking, surgical and/or 


is one of 
reatment may control, but does not cure pri 
The 


vascular 


elaucomas Same pre-existing cor 


and degeneration con 
tinues medical surgical treatment. Let 


per cent 


nea-scleral 


remember that only about 


1 
US also 


oma 


operations are 


loss and tension over 


eriod ot three vears 


should like thank the discussers, Dr. Falls, 
Dr. Kronfeld, and Dr. Bahn, for their very 
nteresting and valuable comments 
tional information the subject. 


ANCE 


chronic. 


give 
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With regard Dr. Kronfeld’s point about 
the inheritance the angle, believe that 
right; the angle structure the eye 
like other 
architecture the eyeball. 


structures, belongs to the 
hyperopia and myopia show 
true 
the eve, 


which, 


hereditary tendencies. This 
other features in the architecture of 
those that see and those that not 
et We see the 
examining it. there are 
structures which may 


determining role, but which cannot 


angle because have 
means ot 
other 
plas 
visualize because not possess adequate 


pparatus for examining them. 


lean toward the central autonomic 

us svstem as the chief, but not the only, factor 

which 


the pathogenesis primary glaucoma. 


autonomic system 


connecting link between 


the central 
regarded as 
the local regulatory factors present the eye- 
factors which play part 
this way that 
osomatic relations 


mav 


ball and the cortical 


the 
Falls entirely correct 
omit the propositus, that the 
case that presents itself. This one 
statistics relation the 
ulation. merely want stress 
penetrance and show that 


obtaining 


are individuals who are potentially glau- 
and hope find means de- 


those individuals 


tecting 

Unfortunately, pupillography has remained 
localized York. hope that other 
ophthalmologists, medical schools 

glaucoma will 
this subject and follow up. 
not want monopolize pupillography, and 
sure that the originator this method, 
Otto Lowenstein, would also like see 
applied other 
more material can gathered this way. 
the late Dr. Mark Schoenberg goes the 
credit for applying pupillography glaucoma 

Dr. Bahn has brought interesting 
point and his synthetic approach the sub- 


especially clinics, 


terested 


cities, since 


ject very valuable. 
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HEREDITARY AND CLINICAL STUDY CHOROIDEREMIA 


CLEMENT M.D. 


and 
M.D. 


pigmentary changes the fundus, 
night blindness and constricted fields, 
which considered different from ret- 
initis pigmentosa. The which 
believed sufficient classify his cases 
separate disease were the marked 
atrophy the choroid brilliant 
white appearance the fundus, the 
normal retinal vessels and the lack 
atrophy and gliosis the 

Since Mauthner’s original 
have been reported. 1937, re- 
viewed the cases that date, and added 
more his own. Several have been 
added since then. all the literature 
two articles are particular interest. 
1907, traced cases three 
generations family. The drawing 
accompanying his article indicates 
seeing choroideremia. 
1938, traced cases four genera- 
tions family. described changes 
the female and felt the disease was 
seen attenuated form that sex. 

This paper presents cases cho- 
roideremia two families, one with 
over 600 members, the other with 18. 
Besides the cases whom 
seen, inquiry indicates 
have the disease but have not been ex- 
amined, had the disease and are now 
dead. 

The families are depicted 
trees. The larger family, that 
From the Department Ophthalmology the Uni- 
versity Toronto, and the Toronto Western Hos 
the Fifty-Second Annual Session 


the American Academy Ophthalmology and Oto- 
laryngology, October 12-17, 1947, Chicago, III. 


TORONTO, CANADA 
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presented the first seven trees. The 
first tree shows and his two sons 
and seven daughters. The next six trees 
chart the descendents the six daugh 
ters who had children. The family trees 
the two sons are not shown. 
cases have been known among the 
descendents have traced and 
cases have been found among the 
members that have been seen. The sec 
ond, smaller family, presented 
similar manner the eighth tree 


CASE HISTORIES 

Male \ge years 
Hitstory 

When young man his twenties could 
not see night. Later found that the day- 
light his peripheral vision was reduced. When 
was his late fifties his vision was 
ciently decreased that could longer work 
The glasses has present are 

light perception, central projection only. 

The two eyes are similar. The pupils are 
round, central and small, react accommoda 
tion but not light. The two fundi show the 
brilliant color sclera. There 
small amount pigment present the 
right macula and small area red color 
the left macula. There normal red color 
present the far periphery. The disc some 
what pale, although this hard decide due 
the peculiar contrast the neighboring 
sclera. The retinal vessels are normal. The 
vitreous shows some small floating bodies 
There are some minor lens opacities 


Female 


History 
She has complaints concerning her eyes 


Age years. 


She can read print with either eye. The 
fields are full confrontation test. 
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Tree No. 3 


KEY FAMILY TREES 


Numbers indicate persons who have been examined. 


Darkened circles indicate male cases. 
Half darkened circles indicate female cases. 
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KEY FAMILY TREES 


Numbers indicate persons who have been examined. 
Darkened circles indicate male cases. 
Half darkened circles indicate female cases. 
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It, Tre Ni 
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FIG. & Tre No 
two fundi are similar. the Female \ge vears 


periphery are many pigment spots. These vary 
size from just visible the diameter 
the large retinal arteries. They are associated 
with areas where the red fundus color paler 
the macula and far periphery until those two 
areas appear normal. The dise 


vessels are normal. The media are clear. 


During the last vear she has noticed dith 
reading fine print. Her eves otherwise 
have not 

She can read print with either 
wears strong plus cylinder correction over 
both eves. The fields are normal 
tation test 

two fundi are similar. There are many 
and clumps pigment the midperi- 
phery. These are associated with irregular 
reas which are paler than normal. They are 
vellow color. The pigment and pale areas 
ire groups radiating toward the periphery. 
macular region normal. The and 


retinal vessels are normal. 


She has relevant complaints concerning 
her eves 

She can read print. Her fields are normal 
test 

The two fundi are similar. Oval yellowish 
patches are seattered throughout the whole 
periphery. These give the impression 
formed washing out some ele- 
ments the choroid from loss pig- 
ment epithelium. This whole peripheral area 
dusted with spots pigment. for 
few fine dots pigment the area about the 
dise and macula normal. The optic nerve 
and retinal vessels are normal 
History 

She has complaints concerning her eyes. 


She can read print. The two fundi are 
similar. She presents the typical pigmentary 
and atrophic changes mild form. The 
changes are most marked 
The whole central area The op- 
tic disc and retinal vessels are normal 
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Female Age years. 


She has complaints concerning her eyes. 

She can read fine print with either eye. The 
fields are normal confrontation test. 

The two fundi are similar. The and 
retinal vessels are band- 
shaped areas yellow color show through the 
normal red fundus the 
ing the retina, over and alongside these 
areas, are groups pigment granules. These 
granules have irregular squared appear- 
ance. The yellow areas and pigment tend 
oriented radiate towards the per- 


iphery. The changes decrease the far per- 
iphery. The macula normal. 

Female Age years. 


This patient has been deaf since her youth. 
She has complaints concerning her eyes. 

She can read print. 
confrontation test 


Her fields are normal 
The two fundi are similar. The character- 
pigmentary 
present the periphery and some fine pig- 
ment granules extend into the region the 


changes are 


macula. 


Female Age years. 
History 

She has relevant complaints concerning 
her eyes. 

She can read print. The two fundi are simi- 
lar. The periphery shows many clumps 
pigment granules. The pale areas usually ac- 
companying these are small. The individual 
granules are widely scattered and 
grouped retinitis pigmentosa. The optic 
and retinal vessels are normal. The fields 
are full confrontation test. 


Female Age years 
Similar 12. 
Female Age years. 


History 

She has complaints concerning her eyes 

Visual Acuity—O.D. 20/20, O.S. 20/20. The 
fields are full confrontation test. 

The two fundi are similar. The disc and 
retinal vessels are normal. Many irregular, 
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pale areas are present the midperiphery 
the fundus. Over these, and along their mar- 
gins, are groups small and medium-sized 
ment. These changes are less the far per- 
iphery. The macula normal. 


The blood Wassermann negative 


Male 


When was vears old his family noticed 
that he did not see well. When he was a boy 
longer able carry his work due 
stricted fields vision 


vears 


perception only; central projection 

The ophthalmoscopic appearance the two 
eyes similar. There are some peripheral cor 
neal nebulae. The lenses are clear. There are 
some fine vitreous opacities. The background 
the whole fundus the 
the level the arteries 
pigment 


white sclera 


granules. There small area red color 
the left macula, with some pigment granules 
on its surface. There is no red color at the 
right macula. 


The disc seems pale, although the contrast 


The retinal arteries are normal 


the surrounding white sclera makes assessment 
the color difficult. There red fundus 
color the periphery 


History 

The family first noticed could not see 
well when was vears old. When was 
about old his vision had failed 
that could longer carry his work 


farmer 


jection. light perception, central projec- 

The right lens shows posterior polar cata- 
ract, the left both anterior and posterior opa- 
There are many small fibrillae the 
vitreous both eyes. The two fundi are 
The whole background the brilliant 
white sclera. There small area red 
color the macula. The and retinal ves- 
sels appear normal. 


cities. 


The external examination normal. The 
pupils react sluggishly light, but 
There squint. 


accommodation. 
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1048 
History 


She has complaints concerning her eyes. 
She wears bifocal glasses. She has had dia- 
betes for about ten vears 

Visual 20/30, O.S. 20/30. 

Acceptance 

Jaeger 
O.S. +0.75 170 20/20 Add +1.25 
The fields are normal for 5/300 white, 3/1000 
white, 5/1000 red and 5/1000 blue test objects 

The two fundi are similar. The discs and 

retinal vessels are normal. The whole fundus 


J 


sprinkled with irregular areas where the red 
color thinned. These areas near the are 
small and evenly scattered. the midperiph- 
ery they are roughly oriented radiate 
towards the ora serrata. the far periphery 
the areas are smaller and less numerous. Over 
and along the sides the pale areas are 
clumps pigment granules. The granules are 
fine and distributed evenly the macula. 
the midperiphery they are larger and oriented 
along the directions the pale bands. The 
pigment granules are less numerous the far 
periphery. number bright colloid bodies 
are scattered across the fundus and are par- 
ticularly numerous the macular region. The 
normal. The retinal arteries show in- 
crease the light streaks. There are some 
fine vitreous floaters. The lens clear 
Hearing— Air conduction 
Db. 128 512 1024 2048 4096 8192 


History 

She has complaints concerning her 

She can read fine print with either eve 
Her fields are normal confrontation test 

The ophthalmoscopic examination the two 
eves similar. The lens and vitreous are 
clear, the disc and retinal vessels are normal 
the midperiphery there are many pigment 
the retina, either singly 
collected into groups. The macula normal 
The changes the far periphery 
marked than the midperiphery. 


Female Age years 
History 

She has complaints concerning her 
She wears glasses when reading. She has been 
deaf since childhood. 


The eardrums are intact and are pale. She 
has large goiter. She can read print with 
either eye. Her fields are full confron- 
tation test. 

The two are similar. The dise and 
retinal vessels are normal. There 
erable pigmentary change the midperiph- 
ery. Large and small granules pigment are 
collected into clumps and groups. Under and 
neighboring the pigment groups are areas 
the fundus that are paler 
These pale areas tend to orient into groups 
radiating towards the periphery. The pigmen- 
tary change decreased the far periphery 


The macular area 


History 

She has had her present glasses about eight 
years. During the last she has not been 
see clearly when reading 

about 10/200. 


Manifest Acceptance 


Her fields are full 
The ophthalmoscopic appearance the two 
similar. The lens and vitreous are clear. 
The and retinal vessels are normal. The 
midperiphery shows many groups fine and 
medium-sized pigment clumps. These are as- 
sociated with areas where the fundus has 
paler red color than normal. These groups 
pigment and areas paleness are irregular, 
but tend radiate towards the periphery. The 
macula normal. 


She has relevant complaints concerning 
her eves 

She can read print. Her telds are full 

The two eves are similar. The cornea, lens, 
and media are clear. The optic and reti- 
nal vessels are normal. The periphery shows 
band pigmentary and atrophic disturbance. 
This about two diameters across and 
‘ades into the normal fundus 
periphery and towards the macula. the 
edges the band the atrophic areas disappear 
and the pigment granules remain fine 
stippling. The macula and periphery are 
normal 
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History 

She has complaints 

She can read fine print with either eye. The 
fields are full confrontation test. 

The two fundi are similar. There are large 
collections pigment, most marked 
midperiphery. The pigment lies the retina. 
appears solid, irregular pieces, the 
size large retinal artery. Associated with 
the pigmentary changes are areas where the 
normal red the fundus replaced 
brilliant, yellow color. The and yel- 
low areas are irregularly oriented 
tend radiate towards the 
There are many fine pigment granules the 
macula. The far periphery the fundus 
shows only slight changes. 


History 
The family has noticed abnormalities 


her eves. 

The two fundi are similar. 
are moderate, involve chiefly the midperiphery, 
but extend the macula and the far periph- 
ery. The pigment lies groups large 
clumps the midperiphery, evenly 
scattered granules the macula. 
areas are large and radially oriented the 


The changes 


midperiphery, fine and evenly scattered the 


macula. vessels and are 
normal. 

History 


She has complaints concerning her eyes. 

Visual Acuity 

The fields are full 
The fundus examination similar 35. 


20/20. O.S. 20/20. 
confrontation test. 


Female 
History 
She has complaints concerning her eyes. 


Visual Acuity—O.D. 20/20. O.S. 20/20. 

Her fields are normal confrontation test. 
Aside from the fundus changes the eves are 
normal. The two fundi are similar. There are 
thin splashes and dots pigment the per- 
iphery. Towards the macula the pigment les- 
sens amount and the granules become smal- 
ler size. Fading the color the fundus 
can seen this case but only faintly 
noticeable. 
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Female \ve vears. 

She has complaints concerning her eves 

She can read 
Her fields are full confrontation Her 


fundi are similar 


with eve 


She has complaints her eves 


Female \ge 10 vears 


has complaints concerning his eves 


Mal 18 


He thinks he sees satisfactorily at nig 


can read print. The tields are norn 
by confrontation test The two fund: are 


similar. There are widespread and extensive 


changes extending from the periphery almost 
the macula. Many pigment granules 


groups, the others are more evenly dispersed 


them 
There are none the gross atrophic changes 
the male but many small areas 
choroidal thinning atrophy. The 


ture this case much more closely resembles 


le pic 


that seen females who have marked changes 


than that seen males. The optic nerve and 


retinal vessels were normal 


History 


vears 


She has complaints concerning her eyes 
She can read print with either eve. The 


are normal confrontation test 
The optic 
Throughout 


The two fundi are similar 
the periphery are numerous oval patches where 


vessels are normal. 


color. These areas are thickly studded with 
pigment granules, some which are collected 
groups. The atrophic and pigment 
changes diminish one approaches the macula 
Male \ge vears. 
History 

the age years found his vision 
was poor whenever drove car night 
When was years old noticed that 
walked dusk stumbled over small in- 
equalities the road. the age 
needed myopic correction see well dur- 
ing the day. that time was Eng- 


years 


% 


FIG, Case RI 7. B—Left 


(1943) and found the “blackout” left 
completely blind night. When was 
old noticed that even during the 
could not see objects off the side 
rom his central vision 


had rickets child. has had 
ecent major illnesses. 


Visual Acuity—O.D. 20/100, O.S. 20/80. 
Homatropine Acceptance 

O.D. +0.25 170 20/30 


Fields are shown figure Ishihara Test 
color vision normal. The blood Wasser- 
ann negative 


167 


conduction 


Db. 128 256 512 1024 2048 4096 8192 


The findings for the two eves are similar. 
The externi are normal. lamp examination 
normal except for few fine fibrillae the 
ransmitted easily through the sclera 


about mm. behind the limbus 


The whole midperiphery 
sclera. Here and there filaments pigment 
granules the level the retinal vessels 
The normal red color the fundus present 
the macula, over area about three times 
the size the Large, clear-cut, choroidal 
vessels emerge from the edge the area and 
pass front the neighboring sclera, par- 
ticularly towards the disc. round mass 
pigment granules, about the size the disc, 
lies the retina the macula. There are 
small areas normal, red, fundus color 
the far periphery. The disc and retinal vessels 
are normal. 


History 
She has complaints concerning her eyes. 


Vision—O.D. 20/20. O.S. 20/20. 
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\cceptance 

O.D. +0.25 +0.75 20/20 

20/ 

Fields are normal 5/330 white, 3/1000 
white, 5/1000 blue and 5/1000 red test objects. 

Hearing—Air conduction 
128 256 512 1024 2048 4096 8192 

The blood Wassermann negative. 

The ophthalmoscopic appearance the two 
eyes similar. The lens and vitreous are 
clear. The and retinal vessels are normal. 
There are irregular clumps and groups 
pigment the midperiphery which 
orient into lines radiating towards the periph- 
ery. Near the macula the pigment granules are 
fine and evenly scattered. Associated with the 
pigment changes are areas where the normal 
fundus color pale. This change noticeable 
the midperiphery, less marked the far 
periphery. decreases posteriorly and not 
present the macula. 


Male Age years 
History 

not night blind 

can read fine print with either eve 

confrontation test, bright light, 
contraction his visual field present. How- 
ever, dim light, the field 
about 30° from the fixation point. 

The two fundi are similar. the midperiph- 
ery there are large groups pigment granules. 
The groups are irregular but tend ar- 
ranged radiate towards the periphery 
There are many pigment granules the ret- 
ina the macula. These are fine and evenly 
scattered. the far periphery the pigmentary 
changes are decreased. Associated with these 
groups pigment, under them alongside 
them, are pale areas showing yellow color 
Some the larger areas show their cen- 
ters the whitish appearance 
The and retinal vessels are normal. 


Male 

When was about years old noticed 
his night vision was poor. This defect 
still present, but only mild. Other than 
that his vision good. 


Age years. 


reads fine print with either eye. Fields 
are reduced about 45° from the fixation 
point, confrontation test. 
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The two are similar. The and 
retinal vessels are normal. Masses 
and medium-sized granules pigment 
the retina. The pigment granules 
and evenly distributed the macula, 
and groups which tend radiate towards 
the periphery the midperiphery, and again 
small the far periphery. Associated 
these changes are areas where the normal, red 
fundus appears thinned and the color 
These areas are small near the macula, larger 
and accompany the pigment 
white sclera shows through the centers 


some the larger areas 


my 
He has been meht blind since idult 
life 
vaminat 
can read print. His are very con 


tracted test 

The ophthalmoscopic appearance the 
eves similar. The cornea, lens and media 
are clear. large proportion the fundus 
shows the white color sclera. There 
island the macula which retains the normal 


pink reflex. Also some red color 


the periphery. bridge normal choroid 
joins the two red areas. two 
other points narrow bands normal choroid 
extend inwards distance the 
periphery. 


History 

remembers that child was night 
blind. During adult life lost his day vision, 


blind. 


light perception, poor projection. 

There are extensive corneal opacities and 
cataract changes which make impossible 
see the fundus the right eye. The lett 
fundus can dimly seen 
changes choroideremia present—atro- 
phy choroid giving white background 
There are some occasional dashes pigment 
against the white, and some pink 
the macular area. 


She has eye complaints. 


| 


n 
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She can read print. The fields are full 


test 

The ophthalmoscopic findings the two 
are similar. The dises 
vessels are normal. the periphery there are 
widespread areas choroidal change—a mot- 
tling which alters the normal, pink reflex 
Scattered over this area are splashes pig- 
ment, some coherent masses and some dot 
ted about spots. one ap- 
proaches the periphery the amount pigment 
lessens and the mottling choroid, while not 
more extensive, is more noticeable due to the 
relative absence of piezment Some granular 
change the texture the fundus 


noted hh st to the disc marein 
Male Age 11 vears 
The ! ted 1 abnor lities 


about his eves 

can read print. His fields are 
mirontation test 

appearance the two 


eves similar. There extensive thinning 
the choroid and the visible choroid shows 
tower! vessels than) nor al There is only 
migration pigment form granules 
the retina. These changes are most marked 


3) Female \ve $l. months 

was not possible get 
view this child’s fundus. However, some 
aberrant pigment granules could seen 
the retina the periphery. These 
grouping appearance the 
granules temale case. The normal red 
showed some areas pale color. This 
case should confirmed when the child 


Female 


\ge vears 


She has complaints concerning her eves 

She can read print with either eve. Her 
are full confrontation test. 

The two fundi are normal. The disc, retinal 
vessels and macula are normal. The midperiph- 
ery shows some patchy areas pigment gran- 
ules arranged extend radial di- 
rection. Associated with the pigment granules 
are irregular areas yellow color, oriented 
manner similar the pigment. 


Since about the age years has 
noticed that cannot see might. can 
find things lying about 
difficulty, even good light 

Vision—O.D. 10/200. O.S. 10/200 

Acceptance 

O.D. 20/120 

135 

The Test for color vision 
can read correctly all the numbers 
the book. does this slowly and 
states that the numbers seem have brown 
appearance 

Fields are constricted from the fixation 
point for 5/1000 white. can recognize blue 
and red colors 


Hearing—Air conduction 


512 1024 2048 4096 8192 


The blood Wassermann negative 

The both eves are normal. There 
are some fine opacities along the posterior 
uture lines both lenses. There are some 
fine vitreous opacities both sides 

The two fundi are similar. The disc and 
retinal vessels are normal. The reflex nerve 
tibers crossing the disc can seen along 
both the upper and lower margins the 
disc. The midperiphery the fundus shows 
the brilliant white sclera. Here and there 
faint filaments pigment granules the 
level the retinal vessels. the macula 
the normal, red reflex present area 
slightly larger than the disc. There are some 
fine granules pigment the retina 
this area. Some large choroidal vessels can 
seen emerging from the side the area 
and looping for short distance over the 
neighboring sclera and around the disc. 
the far periphery some red fundus reflex 
present 


History 

cannot see night. now finds that 
during the daytime his field vision 
stricted but carry his work 
farmer 

can read print with either eve. His fields 
are constricted about 15° from the fixation 
point, confrontation test. 
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The two fundi are similar. The and 
retinal vessels are normal. The whole region 
between the macula and far periphery shows 
complete loss choroid and 
white sclera. There island red 
fundus color the macula. There are few 
filaments pigment granules over the white 
sclera and some pigment the 
land. 


Male \ge vears 
History 

Since the age years has not been 
able see night. During the last four 
five vears the field his day vision has been 
restricted. 


can read print with either eye. 
wears about O.U. fields 
are restricted about 15° from the fixation 
point, confrontation test. 

Both fundi are similar. The disc and retinal 
vessels are normal. The midperiphery shows 
the brilliant white color sclera. the 
macula there large area normal red 
fundus reflex. There are some pigment gran- 
ules scattered this region. There are some 
small areas normal red reflex the far 
periphery the fundus 


\L 6 Female 


History 
She has concern- 


vears. 


ing her 

She can read print with either eye. The 
fields are full confrontation test. 

The two fundi are similar. The optic discs 
and retinal vessels are normal. The macular 
region normal. From the midperiphery out- 
wards are frequent areas where the normal red 
fundus color faded. Associated with these 
areas are groups pigment granules 
the retina. 


Al, Female 
History 
She has eye complaints. 


vears. 


She can read print. 

From the midperiphery outwards the fundus 
mottled appearance due scattered pale 
areas associated with granular pigment the 
retina. The changes are most marked above, 
although there fair peppering black 
below. 
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Male 
History 

Since the age years could not see 
night nor see the side the daylight. 
the age years was not able work 
the exact position every object his house, 


Age years. 


and that means able look 
himself. 

Vision—O.D. Hand movements 
().S. Light perception. 

The field restricted central vision only, 
confrontation test. 

The ophthalmoscopic appearance the two 
sides is similar. The lens is clear. The vitre 
ous shows some fine floaters. The and 
retinal vessels are normal. The fundus shows 
the brilliant color 
few small filaments pigment granule 
can seen the level the retinal arteries 
There area normal red reflex, which 
than the size the disc, the macula 
he choroidal vessels at the edge of this are: 
are prominent and appear clear-cut. There are 
many pigment granules the 
the macular region. There small area 
red reflex the far periphery the fundus 


Female Ave vears. 
History 

She not aware any defect her visi 
her lower limbs have been paralyzed 
the last two 

She can read print with either 
ields are full, confrontation test 

She does not present the 
characteristic the females with this disease 
Her fundus more nearly resembles choroider 
emia seen the males. The choroid the 
periphery and the macula spared. There 
and central area conforming somewhat 
outline the atrophy seen about the 
ugh myopia. However, she 
There are none the 
changes either over the atrophic zone 
that portion where the fundus remains normal 


Female 
The family has noted abnormality 


Age 


her eyes. 

She can apparently see 

The two fundi are similar. The 
from the midperiphery outwards, 


| 
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1948 
studded with pale Both fundi are similar. The and reti- 
changes can seen marked pigment changes. There are 
from midperiphery inwards towards the large clumps pigment collected into groups 
and macula. The optic dise ves radiating towards the periphery. Associated 
sels are normal with this pigment, and oriented the same 
direction, are irregular areas where the fundus 
the far periphery are less marked. There are 
The family has noted abnormality some pigment 
macula. 
ramiimation 
it det onstrable, contraction of the visual Hist ’ : 
The two fundi are similar. 
hand atrophy the middle She can read print with either eve. Her fields 
but sparing the region the macula and are normal 
The atrophy not intense The fundi show clump-like pigment 
oroid are seen. There also groups that seem radiate towards the 


relatively normal choroid the far periphery 


granules are small, compara 
and lie the retina 
\l Maul 9 years 
| I ‘ s been deaf since early child 
mily has felt does not 
mally 


visual fields are markedly 
controntation test 

two fundi are similar. The optic 
retinal vessels are normal. The whole 


indus between the macula and the far periph 


ery shows the white appearance of sclera. 


are few collections 


noticeable the far periphery 


pigment gran- 


es, morc 


story 
far has noted abnormalities 


eyes 

She apparently sees normally 

child fundus appearance 
that her mother. The pale areas 
migration pigment are quite marked 
mother. 


has 


Female \ge vears 

She has complaints. 

She can read print with either eye. 
lds are normal confrontation test. 


Her 


and arranged the 


ora serrata \ssociated pigment 


changes, same direction, 
are irregular areas where the fundus 
The macula and the far periphery 
normal 


Female \ge vears 


She has complaints 


ramination 


[list ry 

The has noted nothing abnormal 


about her eyes. 


ramimnation 


Her fundi are similar those 27. 


She has complaints concerning her eyes 


She can read print with either eye. The 
tields are full confrontation test 
two fundi are similar. 
regularly throughout the fundus are numerous 
zones zones are 
about half the size the disc and show 


oval These 


fading the normal coloring from pink 
yellow, and the centers grayish- 
white. The zones are faintly stippled with 
black granules pigment and more pigment 
granules are scattered over the whole fundus. 
the region the disc the granules are 
small, the midperiphery are larger and 


fitsior\ 
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collected into irregular groups, particularly 
noticeable the outer and upper quadrants. 
The dise and retinal vessels are normal. 


History 
She has complaints concerning her eves. 


Female Age vears. 


Her fundi are similar those 


Male 
History 

has been night blind since the age 
vears. has been wearing myopic cor- 
rection for several 


Age 


can read print with either eye. The 
are contracted about 15° 
fixation point, confrontation test. 

The two fundi are similar. The optic dises 
are normal and there attenuation the 
retinal vessels. The greater part the fundus 
returns white reflex, broken only 
retinal vessels and occasional aggregations 
pigment. area about the macula retains 
normal red appearance. the margin 
this area the choroidal vessels are very clearly 
visible. There also small amount 
choroidal color about the disc, and 
like segment projects downwards from 
the extreme upper periphery. 

Female 
History 
She has complaints concerning her eyes. 


years. 


She can read print with either eye. 

The two fundi are similar. The atrophic 
changes are slight but there fine stippling 
with pigment granules throughout the whole 
fundus. The pigment granules are noted 
this case even over the macular area. 


Male 


The history and examination 
32. 


Age years. 


Female Age years. 


She has complaints concerning her eyes. 


She can read print. 

The two fundi are similar. The optic 
and retinal vessels are normal. The atrophic 
changes are extensive and the whole fundus 
speckled with yellowish patches and pig- 
ment granules. the periphery the pigment 


ACAD. OF 2Q 
are larger and are collected groups 


The macular area spared 


Male 
The history and examination are similar 
those of AL 32. 


Age years. 


Male 


The history and examination are 
those of AL 32 


Age vears 


Male 
states has been blind for several 


Age vears 


vears 

The patient myopic about diopters 
The are contracted about 15° from 
the fixation point confrontation test 

The fundus appearance suggests combina 
tion myopic thinning and the atrophy seen 
choroideremia. There some normal red 
the retina 


Female 
She has complaints concerning her 


Ave 28 vears 


She can read print. The are full 
controntation test 

The changes these fundi conform the 
amount. the extreme periphery there are 
small groups pigment granules associated 
with patches pale color. Towards the mid 
periphery the pigment granules become 
and the red fundus reflex mottled yel 
low patches. The zone surrounding the 
and macula free from change 


Male 
History 


has been night blind since young adult 
life. 


vears 
Age 


can read print. has greatly con 
tracted fields, confrontation test. 

The two fundi are similar. oval zone 
comprising the area the disc and macula, 
gives fairly normal choroidal reflex. The 
rest the fundus has grayish-white 
pearance, covered only the retinal vessels 
and occasional group pigment granules 
the extreme periphery there are few 
small patches normal red fundus coloring 
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Female 


History 
She has complaints concerning her eyes 


vears. 


She can read print with either eve. 
fields are normal confrontation test 

The two fundi are similar. They show 
noderate number clumps and groups 
pigment the midperiphery. These are as- 
sociated with irregular, pale, yellowish areas 
radiate towards the periphery. 


Male 


has worn glasses since was years 


vears 


old. Since was years old cannot 
see at night 

With his glasses can read fine print with 
either eye. wearing plus sphere with 
fairly strong plus cylinder over each eye. 
The are reduced 15° confrontation 
test 

The two fundi are similar. The disc and 
retinal vessels are normal. The macula shows 
the reddish normal fundus. the 
macula dense aggregation small and 
medium sized pigment granules. The mid 
periphery has lost all red color and appears 
the brilhant, yellowish-white sclera. This 
white color extends out and includes the far 


periphery 


He has noticed, since the age of 15 years, 
that he sees poorly at night 


can read print with either 
astigmatism either His fields are con 
stricted about 20° from the fixation point, 
confrontation test. 

His two fundi are similar. The and 
retinal vessels are normal. There large 
area normal red fundus color the region 
the disc and macula. mass small and 
nedium sized pigment granules lies over the 

acula. the midperiphery the normal red 
missing and the brilliant white 
sclera present. There are some areas 
red, fundus reflex the far periphery 


Female 


History 


Age 


She has complaints concerning her eyes 


She can read print with either eye. Her 
are normal confrontation test. 

The two fundi are similar. The and 
retinal vessels are normal. the midperiph- 
ery there are collections pigment small 
clumps groups. These tend organize 
irregular lines extending towards the periph- 
ery. Patches the fundus the area the 
pigment show color brighter than 
the normal, red, fundus reflex. 


Male 


has complaints concerning his 


vears 


can read print with either 
fields are full confrontation test. 

The two fundi are similar. The and 
retinal vessels are normal. The macular area 

normal. The rest the fundus shows very 
marked pigmentary changes. These consist 
masses and groups pigment granules. 
The granules are small and evenly dispersed 
near the macula, larger and groups the 
midperiphery. pigment changes are as- 
sociated with areas where color 
shows through the normal red reflex. Near 
the macula these areas are small and 
they are grouped into irregular bands extend- 
ing towards the far periphery. The bright, 
white sclera shows through the centers 
some the larger, vellow areas. the far 
periphery the normal, red retlex the fundus 
again present and the pigmentary changes 
are decreased 
Female \ee about 60 vears 

She has complaints concerning her eyes 

20/200. O.S. 15/200 

+4.00 20/ 30. 

The ophthalmoscopic examination 
two eves similar. The lens clear. There 
are some fine vitreous floaters. The disc and 
vessels are normal. The 
covered fine and medium sized particles 
pigment. the midperiphery are 
partially confluent areas where bright, 
low color shows through the normal, red fun- 
dus. Granules pigment, small large 
groups, are associated with the yellow areas. 


Female 
She has complaints concerning her eyes. 


Age years. 
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She reads print with either eye, when wear- 
ing +2.00 sphere, The fields are full 
confrontation test. 

The two fundi are similar. The and 
retinal vessels are normal. The midperiphery 
shows marked pigmentary changes. There are 
many groups pigment granules, which ex- 


tend broad, irregular lines 
periphery. are associated with areas 


where the fundus appears pale. 


History 
She has complaints concerning her eyes 


Female Age years 


She can read print with either eye. 
are full confrontation test. 

The two fundi are similar. The and 
retinal vessels are normal. The 
unaffected. midperiphery many 
groups pigment granules, arranged ir- 
regular bands reaching towards the periphery. 
Associated with the pigment are areas where 
the normal red the fundus has been re- 
placed brighter yellow color 


Fields 


shows 


Male 

Since the age years has been night 
blind. has noticed that when walks 
about his farm the daylight cannot see 
things the side. has difficulty finding 


anything loses. 


Age 


can read print with either eye. His 
fields are constricted about 10° from the 
fixation point, confrontation test. 

The right fundus shows area red, 
fundus reflex, slightly larger than the disc, 
the macula. Large, clear-cut, choroidal 
vessels lie the edge this area. One par- 
ticularly large choroidal vessel runs the 
disc. The rest the fundus has 
liant, white color sclera. 

The left fundus similar the right, but 
the red macular area smaller and 
vessel extends the disc. 

Male 
History 

Since the age years has not been 
able see night. Since the age 
when walks about his house 
tends bump into the furniture. 
truck driver but refuses drive night. 


Age years. 


Visual Acuity—O.D. 20/80. O.S. 20/60. 


AND 


FIGs. 11 Case SL 30. B--Left eye 


Glasses 

20/30 

O.S. —0.50 —0.50 180 20/20 
The fields are shown figure 11. 
The ophthalmoscopic examination 
The lens clear. There 
are some fine, and floating 
bodies the vitreous. The and retinal 
vessels are normal. the macula there 
area about twice the size the disc, which 
shows the normal, red, fundus reflex. This 
area extends nearly the disc and about half 
way the first major retinal vessels above 
and below. The edge the area presents 
tortuous mass choroidal vessels, which can 
seen sharp outline. the surface 
the red area are few scattered spots pig- 


two eyes similar. 
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ment. The neighboring tundus, extending 
the periphery, shows the brilliant, white color 
sclera. Over this are occasional 
ments pigment granules, lying the retina 
about the level the vessels. Small areas 
normal red reflex are present the far 
periphery. 
The blood Wassermann negative 


SL. Female 


History 


\ge 


She has complaints concerning her eyes. 

Vision—O.D. 20/20. O.S. 20/30 

Manifest Acceptance 

O.D. 

are normal for 3/1000 white, 5/1000 
blue and 5/1000 red test objects 

The two tundi are similar. There are many 
granules and clumps scattered 
from the macula the far periphery. Near 
the macula the pigment granules are small, 
while the midperiphery they are larger and 
collected into filamentary groups. The pigmen- 
tery changes are again decreased the far 
periphery. Associated with the pigment are 
areas where paler, more yellow, color shows 
through the normal, red, fundus reflex. Near 
macula this color hes small 
areas, the midperiphery extends larger, 
irregular bands towards the periphery. The 
and retinal vessels are normal. 
Conduction 
128 256 1024 2048 4096 8192 

The blood Wassermann negative 


Female 


Age years 


She has complaints concerning her eyes. 

She can read print with either eye. The 

elds are normal confrontation test. 

The two are similar. the midperiph- 
groups pigment granules lie the 

tina and are associated with areas pale 

lor. The disc and retinal vessels are normal. 


Male 
story 

The family has noticed that since was 
years old has not been able see 


can read print with either eye. His 
glasses are about —2.00 sphere O.U. 


Age years. 


There slight contraction the 
controntation test. 

The two fundi are similar. The midperiph- 
ery shows the brilliant, white color sclera. 
this region there are few, fine filaments 
pigment, lying the level the retinal 
vessels. The fundus about the macula and disc 
shows the normal, red reflex. There are some 
small dots pigment lying its surface. 
the edge this area the choroidal vessels can 
red fundus the tar periphery. The disc and 


retinal vessels are normal 


Male \ge vears 

Since was years old the family has 
noticed that could not see night 

can read print with either eye. His 
spectacles correct for 
Fields, confrontation test, are reduced 
about 15° from the fixation point. 

The two fundi are similar. The disc and 
retinal vessels are normal. The 
the fundus lost and replaced the 
brilliant, white color sclera. There 
occasional small filament pigment granules, 
lving about the level the retinal vessels. 
The area the macula shows the normal, red, 
fundus color. Along the border this cen- 
tral patch color large choroidal vessels lie 
the white sclera. 


Female 
She has complaints concerning her eyes. 


Age years. 


She can read print with either eye. The 
fields are normal confrontation test. 

The two fundi are similar. The midperiph- 
ery presents many brilliant, yellowish, semi- 
areas which seem show through 
the normal red reflex. Near the macula these 
appear small, completely irregular patches. 
from the macula they form into ir- 
regular, band-like areas, extending towards the 
periphery. them, and particularly along 
their margins, many small, and medium 
sized, clumps pigment. 


Male Age months. 
History 

The mother knows abnormality about 
this baby’s eyes. 
can fixate and follow light with either 
eye. does not squint. 
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Only fleeting glimpse was obtained 
either fundi. The typical brilliant yellow areas, 
associated with groups pigment granules, 
could seen. 

History 

The family knows abnormalities con- 
cerning her eyes. 

The two fundi are similar. There are scat- 
tered groups clump-like pigment 
midperiphery. They are formed into irregular 
lines extending towards the periphery. Asso- 
ciated with these pigment changes are areas 
where the background the fundus pale 
and yellow color. The disc, retinal vessels 
and macula are nermal. 
History 

She has had good vision all her life 

She presbyopic, and can read with her 
reading glasses. 

The fundi the two eyes 
The optic disc and retinal vessels are normal. 
casual examination the patient’s fundus 
seems normal but inspection the periphery 
changes with zones fading 
choroidal color. 


Male Age vears. 

ticed that was becoming night blind. Short- 
afterwards found that his breadth 
vision, the daytime, had decreased. Both 
these have gradually increased 
severity until now completely night blind 
and has great difficulty finding misplaced 
objects the daylight. 

Visual Acuity—O.D. 10/200. O.S. 20/200 

Homatropine Acceptance 

O.D. 20/40. 

O.S. 20/40. 

Both fields are constricted from the 
fixation point for the 3/330 white test object. 

Color vision normal the Ishihara test. 

The slit lamp shows normal, blue iris. The 
pigment ruff present and seems contain 
normal amount pigment. The lens 
clear. There fine, thread-like degenera- 
tion the vitreous. 

The two fundi are similar. The disc and 
retinal vessels are normal. The fundus 
brilliant white color. There are few, small 
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filaments pigment scattered over this white 
about twice the size the disc, normal 
red color. Many pigment granules lie the 
surface this area. Its border shows 
choroidal vessels, which loop 
over the neighboring white 
larly towards the disc. There some normal, 
red fundus the far periphery. 
The blood Wassermann negative 


Male 

has been night blind since the age 
hoiler, the glass gauge broke and struck him, 
perforating the right eve. was admitted 
hospital the same day 


Age years 


Visual Acuity—O.D. Light perception. O.S 
20/60. 

Manifest Acceptance 

The left fundus presented 
with few small filaments pig 
ment the retina. the macula was 
area, about the size the disc, which gave 
normal, red reflex. There was filament 
pigment granules the surface this 
area. Large, clearly seen, choroidal vessels 
passed from the edge the red zone 
the neighboring white sclera, particularly 
wards the disc. There were several 
patches red fundus the far 
The dise and retinal vessels weré normal. (See 
plate I.) 

The right showed large oblique wound 
through the sclera the lower, outer quadrant 
The vitreous was presenting freely. The fun 
dus was not seen because the vitreous, 
the ophthalmoscope, was dark, and was pre 
sumably full blood. The conjunctival and 
scleral wounds were sutured. glass was 
The eve healed uneventfully. 
fundus was similar the left and that there 
was large clot blood the vitreous. 
September the next visual acuity was 
coming through the vitreous 
onto the ciliary body and posterior face 
the lens. The lens was not dislocated. 

The visual field the right eye was con 
fined area extending from the fixatior 
point for about 10°, laterally. The field 
the left was reduced 10° from the fixa 
tion point, using 5/330 white test object. The 
right eye was divergent about 20°. saw 
double and could not attain single vision 
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The blood Wassermann was negative 


S 6 Female 30 vears 
fitstory 
Hler eves feel tired after reading for one 
hour. She has other complaints concerning 
her eves 
Visual Acuity 
( vcloplegic Veceptiance 


().D. 20/20. O.S. 20/20 


are full 3/330 and 
test objects. Color vision the 


Ishihara test 


two are The dise and 
etinal vessels are normal There sia small 


atropine area 
at the macula, marked pix 


ranules are pale red and show vellow 
pigmentary change. (See plate 


The blood Wassermann negative 


Conduction 


Ave 21 vears 

cho 


She has been deat since the age 
concerning her eves 
mination 


Phe tields, for a 3/330 white test object, are 


20/20. O.S. 20/20 


two eves 


ISCOPIC 
The lens and vitreous are 
The dise and retinal vessels are normal 


pigmentary changes are contined the 


the macula and the far periphery 


emg spared. There are many clumps and 


roups and small, pigment 
ranules the retina. Associated with 
hese granules are areas where 


eflex paler than normal 


Both the pigment 
roups and the pale areas are irregular, but 
roughly arranged radiate towards 


The tamily has noticed abnormality 


child’s eves 
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Visual Acuity 
The tields are 

The exterm slit 


20/30 
normal 3/1000 white test 
lamp examina 


tion are normal 


The examination the two 


eves similar. The lens clear, the vitreous 


shows some fine floaters. The and retinal 


vessels are normal. There marked scat- 


tering clumps and granules pigment 
small, 


the retina. The pigment 


granules the macula, 


groups and 


distributed 
the midperiphery larger 
clumps. All across the fundus are pale, yel 
low areas. Near 


but the midperiphery they are larger, tend 


the macula these are small, 


ing radiate towards the periphery 


again decreased number and size 


areas are 

in the far periphery 

S 12 Female 9 vears 
Iiistory 


She has complaints concerning her eyes. 


She can read print with either eve 

are similar. The lens and 
The disc and retinal ves 
Scattered over both 


are small and medium-sized granules 


The two 
vitreous are clear 
sels are normal 
area about 
fund 
even granules. the mid- 
periphery they are clumps and groups and 


pigment. 
mass small 
are organized rough pattern, radiating 
wards the periphery. They have 
that the main 
the far periphery the pigmentary changes de- 
Lying alongside and under 


retinal arteries. 


crease amount. 
neath the pigment granules are areas where 
the red, fundus reflex is replaced by a bril 
yellow color. These are small and even 
distributed the macula, large and organ 
ized along the lines the pigment 
nudperiphery 
Male 

has noticed the last few months that 


refraction 
Color vision normal 


20/60. O.S. 20/40. 


done. 


Fields, using 3/330 white test object, show 
reduction the nasal field the right eve. 
and the inferior field the left eye, 
from the fixation point. 
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The ophthalmoscopic examination 
two eyes similar. The lens clear. 
vitreous contains some small floaters. The 
and retinal vessels are normal. The 
fundus shows clumps small, and medium 
sized, pigment granules. These are fine, and 
evenly distributed over the macula. 
midperiphery they are larger, more marked 
groups and clumps and seem orient ir- 
regular lines towards the periphery. Lying 
under these pigment granules, neighboring 
them, are areas where the red, fundus color 
through. the macula these areas are small 
and evenly distributed. the midperiphery 
they are larger and radiate with the pigment 
granules, while the far periphery they are 
again decreased. Lateral the macula the 
right eye one area, about the size the 
disc, where the brilliant white sclera shows 
the center large yellow patch 


DISCUSSION 
The the Females 

The female cases not complain 
poor visual acuity, loss night vision, 
loss visual field, defective color 
vision. 

Clinical examination reveals con- 
stant abnormality visual acuity, visual 
fields, color vision, refraction, hearing, 
blood Wassermann. 

The fundi the female cases show 
peculiar combination pigmentation 
and depigmentation. The changes are 
most marked the midperiphery. The 
pigment granules have irregular, 
squared appearance, like large chunks 
coal. They vary size from just 
visible the diameter one the 
large retinal arteries. The pigment lies 
the retina, either front behind 
the retinal vessels. The granules may lie 
singly may collected groups. 
the midperiphery these groups tend 
oriented irregular bands radiating 
towards the ora serrata. the far 
periphery the pigment decreased 
amount and the granules are smaller 
size. Towards the macula the pigment 
granules become finer, and evenly dis- 
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tributed. Some the cases show pig- 
ment the macula, while others the 
region clear. present, tends 
appear dark round patch gran- 
ules covering the region for slightly less 
than one dise diameter. 

Associated with the pigment granules 
are areas depigmentation. the mid- 
diameter across. They lie 
alongside groups pigment and have 
irregular edges. appear 
paler than the rest the fundus, 
have bright, color. There 
translucent sheen them, 
the pigment epithelium thinned and 
one looking through Also 
radiate irregular bands towards 
the ora serrata. the far periphery the 
areas become smaller disappear, and 
towards the macula they become smaller 
and regular distribution. 

The retinal vessels and dise are nor- 
mal. The vitreous may show some 
fibrillary floaters. The lens clear. 

One noticeable feature the 
old woman. There evidence, from 
the fundus appearance the various 
cases, that any progressive change 
taking place during life. This illus 
trated the mild changes some 
the older women 6), the se- 
vere changes some the girls 
26, 26, SL. and the equal severi 

The clinical appearance the 
women very similar. The uniformity, 
lack variations, the appearance 
the fundi striking. Without excep- 
tion the pathologic changes the fundi 
are not accompanied clinical 
toms. All these findings 


the picture choroideremia present 


the female birth, remains essential- 
unchanged during and causes 
important defect vision. 


18) 
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The Findings the Males 


contrast the females, who show 
constant change the eve grounds 
and good vision, the males present sev- 
eral different appearances. This might 
confusing except the cases 
shown represent various stages 
progressive disease. All cases have good 
evesight one time their lives. Then 
over the course vears 
progressive loss vision. have not 
been able one man through the 
various stages, but there are cases 
this series which represent each step 
the progression. arranging the data 
together fairly accurate concept the 
disease. 
The age onset ranges 
from vears (SL 36, 16), 
vears 62, 4). The greatest 
number cases date the onset from be- 
tween and years age 53, 
9). The earliest complaint night 
blindness. some cases the parents no- 
ticed detect the vision baby 
35, 36, 16). Such babies 
were probably night blind the time 
their parents noticed symptoms due 
loss visual Following its onset 
night blindness becomes increasingly 
vere, until about ten ab- 
solute. this time symptoms due 
loss visual field appear. They are, for 
xample, bumping into furniture in- 
ibility misplaced objects. Loss 
visual field increases gradually until, 
for the individual carry 
uch farmer laborer 
ision disappears after thirty-five 
more, and the patient left com- 
ual acuity usually maintained until 
The disease progresses con- 


which the onset occurs. For example, 
the man will find carry 
his job. The patient did not men- 
tion symptoms indicating change 
color vision. 

The the male cases 
ticularly interesting when viewed the 
our knowledge the changes 
the females. varies 
greatly from youth old age. as- 
sembling the data from all the cases, 
all ages and all stages the disease, 
possible put together concept 
the appearance the male 
gresses from birth until complete blind- 

The earliest changes seen this se- 
ries 13, 59, 46) are largely 
pigmentary and resemble the 
seen the However, 
from then on, the male varies from the 
female that the disease his 
progresses, atrophic changes 
dominate the picture, and the pigmen- 
tary changes become less noticeable. 
the midperiphery some the large vel- 
low areas thin their centers, 
pose the brilliant white sclera (RL 
sented similar picture 15). About 
the time the first exposed symp- 
toms night blindness appear 
the changes progress, more and more 
sclera exposed until ring 
bared sclera, including the whole mid- 
periphery, lies between the macular area 
and the ora serrata 19, 30, 
57). few filaments pigment gran- 
ules lie the retina over the exposed 
sclera, and mass granules may col- 
lect the macula 57). During 
these changes ring scotoma 
the subject night blind and aware 
and 30). This baring sclera con- 
tinues, extending towards the macula 
and the ora serrata. The ring scotoma 
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breaks through the periphery, and 


across, remains 


then peripheral vision 
visual acuity may fairly good 
3). The island red color the 
macula gradually decreases size until 
complete blindness attained. The final 
stage white fundus with few fila- 
ments pigment granules, particularly 
the macular area (RL 16, 1). 
The white sclera peculiar color. 
Firstly, has glistening appearance. 
Secondly, “just off white” with 
tinge orange and green it. Lastly, 
not flat color but has different 
tone, both from area area, and de- 
pending the focus with the ophthal- 
moscope, 

The optic not atrophic except 
the very late stages. that time 
hard judge the color the dise 
against the brilliant white the fun- 
dus. When optic atrophy does occur 
the primary type, and there 


vessels are normal 


glial mantle present give the 
atrophy” seen pigmentosa 
(RL 1). The retinal nerve 
crossing the disc margins and 


radiating out across the fundus, can 
seen even cases 3). 
The earliest field change 
scotoma, lying the midperiphery. This 
corresponds the stage when the sclera 
first bared 57, The 
central imtact 25°-40 
across, the peripheral band vision 15° 
across. The ring scotoma then breaks 
through the periphery and more and 
more this band lost until central 
vision only remains (SL 16, 
While the peripheral band vision 
disappearing the central island con- 
tinually decreasing size. 
field reaches about from the fixation 
point visual acuity starts decrease 
4). Finally the central field lost 
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and complete blindness develops 
spot Mariotte Fields with 
colored test objects not add these 

The visual acuity 
ing. Good acuity until 
field (AL 5). 
When acuity decreases greatly, the 


small remains 
tient close the stage complete 
blindness The observation 
that 


35). However, cases hypermetropia 
and astigmatism are found 
38). Myopia develops during the course 
the disease, first appearing about 
the stage the ring scotoma 32, 

The general examina 
tion adds signiticance. The 
ternal structures, cornea, anterior 
chamber are all normal. While cataract 
feature, and posterior cortical 
terior polar opacities are found 
quently. The vitreous shows some tibril 
There 
special tests for 
vision were done. Color vision, 


changes 


towards glaucoma 


tested the Ishthara plates, 

examinations were 
not done. The mentality the members 
the family, and the cases 
ticular, seems normal. The cases show 
constant physical defect which 
are aware. There are cases deat 
they 
pallor long-standing nerve 


were white, and 
The histories that the deafness 
came Audiograms were 
done the cases with history 
but did not reveal any con 
stant abnormality. The blood Wasser 
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mann was negative the instances 
was 
Hereditary Nature the Disease 
The cases occur both males and 
females. The males show malignant 
the disease, with progressive 
blindness ;in the females the changes are 
benign and The dis 
tribution the cases indicates this dis 
ease carried recessive, sex-linked 
pothesis necessary that man with 
the give none his sons 
but all his daughters. Such true, 
without exception, study. The 
bring out this point. Secondly, 
necessary that woman with the dis 
ease transmit approximately half 
her sons and half her daughters. Such 
also true, because all the children 
such women whom have examined, 
men have the disease, not, 
women are are not. The 
evidence that the characteristic 
cessive rests the fact that the males, 
who have one unpaired sex chromo 
some, show the malignant form the 
disease; the females, with 
chromosomes, the benign form. There 
fore, correct, should designate 
the males the females 
the characteristic was not 
sex-linked this peculiar distribution 
cases would not have held true such 
large series. the characteristic was 
recessive, but the females 
vould have shown the malignant type 
the disease. 
The belief that the changes seen 
are due choroideremia 
lepends several facts. Firstly, the 
undus are constant and 
represent disease entity. Sec- 
they occur only such places 
family where the laws heredity 
ould indicate they should occur. That 
the female cases are all 


the daughters female cases. Positive 
fundus findings were not present any 
Thirdly, female without the fundus 
change has had male, 
child with any evidence choroidere- 
mia. Lastly, the fundus the female 
similar the fundus the early male 
Case, 

carriers show diagnostic fundus ap- 
pearance, leads interesting 
which woman such family will have 
night blind children, which will not. 
Secondly, this family had been an- 
alyzed, looking only for cases con- 
stricted fields night blindness, many 
the males and all the female carriers 
would have been missed. analysis 
the mode inheritance would have 
been entirely inadequate. Thirdly, since 
choroideremia even though they have 
visual defects, careful examination 
carriers other hereditary diseases, 
such retinitis pigmentosa 
blindness, may indicate some unimpor- 
tant but diagnostic stigma. Fourthly, 
such large family there are very likely 
cases other hereditary diseases, whose 
characteristics are carried the sex 
chromosomes. then might possible 
cross heredity studies and plot the 
position the genes for these diseases 
the chromosomes. Lastly, although 
have found visual defect the 
choroideremia carriers, more accurate 
changes have failed discover. 


Differential Diagnosis 

female carriers includes least retinitis 
pigmentosa, diffuse choroiditis, salt and 
pepper fundus and congenital melanosis 

The differential diagnosis 
nitis pigmentosa partially brought out 
under the discussion the pathology 
the disease. usually possible rule 
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out all four the above conditions. The 
points concerning choroideremia 
remembered are the normal visual tield 
and visual acuity, the location the 
pigment the midperiphery and the 
retina, the peculiar squared appearance 
the granules, the grouping the pig- 
ment and its relation neighboring 
pale areas, and the lack other ocular 
changes. may possible confirm 
the diagnosis further investigation 
the family. 

Ditferential diagnosis for the male 
cases rests with retinitis pigmentosa, 
gyrate atrophy, diffuse choroidal 
sclerosis, atrophy high and 

The differentiation from retinitis pig- 
mentosa mentioned the discussion 
the pathology. Fuch’s gyrate atrophy 
striking similarities and 
must considered. During the early 
lated patches choroid atrophy, while 
surrounding areas remain intact (RL 
61, 62, 13). These white areas 
start the midperiphery and increase 
and coalesce until the full-blown case 
either these stages the diseases could 
easily confused. However, choroid- 
eremia will show the characteristic pig- 
mentary changes throughout the rest 
the fundus, which should not present 
gyrate atrophy. advanced case 
the small area red fundus the 
macula and the far periphery may 
indicate the diagnosis choroideremia. 
The widespread pale appearance dif- 
fuse choroidal sclerosis may look sim- 
ilar the white choroideremia. How- 
ever, should possible decide 
whether one looking smooth, bare 
sclera, choroideremia, the thick, 
whitish veil diffuse choroidal sclero- 
sis. The differentiation from the atrophy 
high myopia was difficult because 
several our cases showed high my- 
opia accompanying choroideremia (AL 
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centers about the and macula, that 
choroideremia the midperiphery. 
Secondary changes seen myopia, such 
hemorrhages, are not present cho 
roideremia. The history complete 
night blindness and the tield changes 
also help make the diagnosis. have 
had experience with dis 


Case. 


Pathology 

eves have been obtained for 
tioning. However, the appearance the 
fundus strongly indicates 
pathologic changes are taking 

The fundus appearance the female 
can explained the hypothesis that 
patches pigment epithelium are dis 
come forward into the retina and are 
now aggregated give 
appearance already described. The pale, 
yellow, areas are due loss pig 
ment epithelium, that now pos 
sclera. assumed that the pigment 
granules the retina come 
broken pigment cells the pale areas. 
While the choroid may thinned the 
appearance the female fundus could 
explained patchy loss pigment 
epithelium only. 

The male probably starts childhood 
with very similar pathology that 
the female. However, the disease 
velops changes occur. The change 
noted the male was the appearance 
white areas the midperiphery. 
These presumably are areas where the 
choroid has thinned until sclera shows 
through. more and more white ap- 
pears, could assumed that more 
and more choroid atrophies. This 
sumption confirmed the appear 
ance the edge the macular island 
normal red fundus. The large ves- 
sels the choroid can seen 
the edge the red area. These cho- 
roidal vessels lie front the 
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which continues the 
ground for the rest the Sec 
ondary evidence might also adduced 
observed for the 
cases develop myopia. Any thinning 
the choroid would 
displaced posteriorly, 
towards the sclera, with the resultant 
production axial myopia. 
appearance choroid would asso 
ciated with loss function the rods 
changes. Loss choroid would not 
fect the nutrition the ganglion cells 
retinal nerve therefore 
optic atrophy would not 
The presence nerve fibers leaving the 
dise and crossing the fundus confirms 
the diagnosis normal nerve head 
and intact ganglion cells. The lack 
sheathing the retinal vessels tends 
confirm that the main pathology con 
the outer the retina 
and the choroid. The disappearance 
pigment epithelium may either the 
primary change, and the factor initiat- 
the secondary change, resulting from 
the atrophy the choroid 

This interpretation merely devel 
opment Mauthner’s original concep 
tion Like any theory 
without pathologic studies contirm it, 
this whole concept open 
choroideremia diametrically 
opposed that Mauthner. Verhoett 
suggests that the appearance the male 
due gliosis the retina, veiling 
the choroid and pigment epithelium. 
tates that choroideremia only pecu- 
form retinitis pigmentosa with- 
pigment. other words, retinitis 
igmentosa might classitied according 
the amount pigment present into: 


Retinitis pigmentosa 
Retinitis pigmentosa sine pigmento 
Choroideremia 


our observations not 
think that choroideremia form 
retinitis pigmentosa. The chief points 
for our conclusion are that choroid 


the retinal vessels. 

Optic atrophy late and never 
the waxy type seen retinitis pig 
mentosa. 

The choroidal vessels the edges 
patches normal fundus are 
clear-cut, not covered white 
veil, and lie front the white, 
background. 

The female changes have coun- 
terpart retinitis pigmentosa. 

our large series, two families, 
the appearance all cases has fol- 
lowed certain pattern and there 
have been individuals showing 
the fundus retinitis pigmentosa. 


SUMMARY 

This study two families showing 
cases choroideremia allows an- 
the hereditary characteristics and 
outline the history, clinical course, and 
final prognosis this disease. 

Choroideremia carried sex- 
The 
male cases their progressively 
develop night blindness 
old age. present fundus appear- 
ance characterized atrophy the 
pigment epithelium and choroid. The 
female carriers show appearance 
the fundus areas depigmentation 
accompanied dispersion pigment 
granules into the retina. This finding 
present from old age, not 
progressive, and not accompanied 
vision. 

The authors extend thanks Dr. 
Levey, Dr. James Reeves, Dr. Genereux, 
and Dr. Coyle for their assistance this 


investigation 
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DISCUSSION 

The Drs. McCulloch have presented 
sults their notable clinical study 
vestigation choroideremia. The extent 
the work can appreciated the length 
the manuscript pages. They have 
traveled far, examined many, talked about the 
dead and collaborated with the living sev- 
eral families. result their prolonged 
inquiry, they advance new concept the 
disease dividing their cases into 
and female type, prolific field for further 
search and discussion. 

essential that have clear under- 
standing what choroideremia from the 
symptoms and the ophthalmoscopic pictures, 
for pathologic data available. Choroid- 
eremia bilateral loss choroid, accom- 
panied night blindness and 
field vision. The essence the fundus 
pattern absorption the choroid with 
very slight change the retinal vessels, 
migration and loss choroid pigment, fol- 
lowed dissolution the membrane, with 
peculiar choroidal vessel alterations which are 
evident all cases but most marked those 
which the disease has not reached the ulti- 
mate stage almost complete choroid de- 
struction. The blood vessels dip abruptly into 
the sclera and are not obscured gliosis. 
The normal choroid color 
tained along the choroidal vessels. 
vanced cases residual choroid present 
the macular region and about the disc. The 
darkest circular macular region neither 
constant size nor regular outline, and 
neither hole nor pigment, but seemingly 
accentuation the denser choroid that lo- 
cation. the late stages the scleral brightness 
dominates the picture. The fundus reflex 
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intensely white only equaled 
large colobomas the choroid with great 
areas bare sclera. The photographs shown 
the screen illustrate these points 

The photograph old male, who 
farmer, shows the right eve retained 
choroid the macular region and the charac- 
teristic type complete choroid absence 
the nasal side. his left eye there 
tention the macular choroid and also 
darker macular area which not hole but 
simply intensification pigment 

The photograph another patient shows 
the stage of choroideremia when the blood 
vessels dip abruptly into the sclera, and another 
illustrates the typical retention the pigment 
along the choroidal vessels, streaks choroid 
white, scleral background 

another, the intense brilliance the fun 
advanced choroideremia with only 


seen 


amount pigmentation about the macular 
gion and the disc. 

have choroideremia according 
definition, the patient must not only show this 
but also have night blindness 
must interjected that none the fe- 
male cases which the authors report had any 
symptoms referable their eves. would 
seem me, therefore, that this must neces- 
sarily preclude their inclusion 

ask the authors they have ever seen 
female with fundus such have just 
their paper. also ask the cases which 
they have described female type, with 
neither night blindness nor characteristic fun- 
dus changes should not 
another disease rather 
carriers 

The fundus photograph old 
woman presented show the involvement 
the equatorial zones. The lesions are small, 
isolated, dark brown spots pale, depig- 
mented background. She was night 
ask the authors this similar 
cases the female type 

the cases which have been marked 
being choroideremia, although not examined, 
there not possibility that the patient might 
have been blind from some other disease 

The verified male cases are 
largest group ever assembled. 
that the essayists were 
make diagnosis choroideremia very 
early age, surely before some the children 
were old enough tested for night blind 
ness. The patients which have studied have 
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not shown any evidence the disease until 
the second third decade, even where several 
proved cases were present 
the family 

Some you may recall 
article published 1942. The authors agree 
with that Verhoeff wrong and that his 
conclusions were evidently conceived non- 
lucid interval Verhoeff wrote, “Not one 
cases can accepted even 
with approximate safetv as a case of true 

One the photographs used 
is demonstrated so that vou may see that it 
excellent example what now called 

Typical cases choroideremia have been 
deseribed b Friedman, Scobee, Shapior and 
and others since bibliography 
Fralick will refer to the notable case recorded 
Parker 

The authors have reported the results 
researcl Their persistence, 
and observations have 
added the literature the sub 
ject, and their beautiful graphs will bring 
the heart every student eugenics. 
hoped that their endeavors will lead 
stricting the production families from the 
ffected males. 


pportunity which they developed 


extend our heartiest congratulations 
them 


Mich \ case report of choroideremia was 
1931 Dr. Walter Parker and myself 


developmental abnormality which 
entire choroid, except for small area 
the region the macula, absent. The eves 
vere every respect similar the advanced 
ented Dr. MeCulloch. Our 
family have been followed Dr. Harold 
and the Heredity Clinic the University 
Michigan. They found that the females 
his family choroideremia also presented 
ery attenuated but progressive form chorio- 
atrophy compared the malignant 
degeneration seen the males. 
Dr. MeCulloch’s patients 
our patient and his family 


1) 


1 
1] 


llowed over period sixteen This 
eriod observation has shown that the fe- 
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males show progression their 
ings but minor degree compared the 
hope that Dr. will like- 
wise able for period years 
dividuals his large family and thus add 
support refute this finding. not 
changes the not progress over 
the simply comparing the fundus 
changes individuals varying age groups 
family showing this hereditary primary 
retinal degeneration. 

Dr. has classified choroideremia 
recessive sex linked hereditary disease and 
with this classification wish take excep- 
tion. the accepted hereditary 
terminology, recessive hereditary character- 
istic one which not manifested clinically 
the tree presented the authors, 
this disease transmitted only those in- 
showing manifestations the dis- 
ease. The finding that the female manifests 
the benign form the disease and the male 
the malignant form does not choroi- 
deremia recessive sex linked disease 
tated Dr. Only recently have 
discovered that some hereditary 


liseases manitest their characteristics dif- 


ferently the two sexes. The fact that only 
those showing either 
choroideremia characteristics are 
capable transmitting the disease places 
the dominant group. This form heredi- 


would thus dictate that classify the disease 
conditional provisional dominant sex 
linked hereditary disease. 

The knowledge that choroideremia shows 
sex linked hereditary manifestations great 
examining all members family having 
individual, are able accu- 
rately assure those individuals not showing 
any of the characteristics of choroideremia 
that their children will not afflicted. 
the other hand any individual showing even 
minor manifestations the will 
transmit the affliction his progeny accord- 
ing the hereditary characteristics sex 
linkage. are able tell the afflicted males 
that none their sons will afflicted but 
that all their daughters will show the disease 
benign form which will not cause much 
any visual impairment. the other hand 
tell female that she will trans- 
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mit the disease half her sons who will even- 
tually blind and half her daughters 
who again probably will have more visual 
impairment than she does 

spite Dr. clear cut 
ferential diagnosis choroideremia from 
retinitis pigmentosa and allied 
mentary retinal degenerations, cer- 
tain that when isolated instances this dis 
ease are seen young subjects that will 
able tell from the other forms 
primary pigmentary retinal degeneration. 
the subject becomes older, with 
vanced fundus changes, the lack lens, disc, 
and vessel changes will more readily place the 
condition the choroideremia group. There- 
fore, before being able definitely establish 
jects, would necessary examine others 
the family follow the fundus findings 
and the family heredity over 
years. 

Certainly none now 
choroideremia congenital absence the 
choroid originally thought. such were 
true would not find the uniform progres- 
sion the atrophic changes. 
would stationary seen true coloboma 
the choroid. would not have the areas 
atrophy the fundus which have been re- 
McCulloch’s series. must now think 
choroideremia not congenital absence 
choroid except the macular areas, but 
conditional provisional dominant sex linked 
hereditary primary retinal degeneration, closely 
allied to, not variant of, retinitis pigmen- 


tosa. 


Mass.: delighted with what Dr. Bedell 
said, because now not have show 
him any mercy. the first place want 
say something hope you will bear mind 
view what going say after 
wards. That is, think this paper very 
important and valuable, and represents 
tremendous amount work. However, 
not think has thing with choroid- 
eremia. the authors had entitled their 
paper, would not 
have had anything say. 

Mauthner was the first one use the term 
“choroideremia” and used describe 
condition thought actually existed, congeni- 
tal absence choroid analogous coloboma 
the choroid. matter fact, his case 
opinion was not one choroideremia, 
but that does not alter the fact that thie 
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term means congenital absence the choroid, 
therefore, the and Dr. Bedell 
have right use for their cases. 
express their conception the condition 
their cases they could use the term “progres 
sive degeneration the choroid” something 
else, but they have right use the tern 
“choroideremia.” further than that. They 
are wrong their conception the process 
their cases; there actually degeneration 
the choroid, but simply special type 
retinitis pigmentosa with deeply seated wide 
spread gliosis. Bedell has read 
and yet has not seen the light. 

shall now give the evidence that 
have for contention and sure most 
you will see the light 

1931 reported case retinitis pig 
mentosa, which was able obtain one 
eve perfectly fresh for microscopic examina 
tion. Both eves were blind. The 
iritis the right and insisted upon 
moval this eve because did not want 
bear the pain. The left eye examined very 
carefully ophthalmoscopically, and that eve 
found, usually the case, the choroid 
very conspicuously seen, but places 
areas which the choroid was entirely hidden 
When examined the right eye microscopi 
cally found places which 
areas. 

Then five vears later Boston colleague. 
Dr. Waite, presented paper which 
the program the New England Ophthal 
emia.” happened get the meeting 
half hour early. The patient was there and 
Dr. Waite asked examine 
also had two other members the 
whom had told come. examined the 
eves the patient and said, “This 
and then looked the other 
two members the family and was 
can show you slides 
which will explain this case,” and 
out the slides made five years previously and 
demonstrated them Dr. Waite. was 
convinced that was right, that the report 
the case withdrew the 
choroideremia and accepted 

Then short time afterwards Dr. 
showed several members family 
which there were cases retinitis 
tosa. cases the fundi looked like that 
Dr. Waite’s case, and other members 
family showed different degrees 
same condition. Dr. Gundersen tells 
this family came from Canada. the 
stract their paper the essayists state that 


a 
4 
4 


embers the they studied 


scattered many places the United States 


patients examined belonged one 
studied the essayists 
Now will show the slides and point out 
what mean 


rods 


You see here the 
completely replaced overgrowth 


and cones 
place like that, you see, 


hide the 


plains those white areas. would 


choroid mplete ly 


Here another one. This 
hows the rods and cones being replaced 
deep-seated The neuroglia next 


the choroid, don’t think that Dr. 


amera would distinguish between and 


into this neurog 


tibe TS going 


troved 

The fact vessel apparently entering the 
sclera was brought forward 


Mauthner and later 


absence the choroid 


others as evidence 
You would not 
any conditions from 
but obviously this 
appea retinal 
essel emerging from unusually dense area 


retina, 
rance could simulated 


while you were seeing the pictures shown 
Bedell you had had 


mind the explanation have just given, you 


the essayists and Dr. 


agreed that there was 
that did not 
Normal choroid when 


would have 


thing the pictures accord 
with this explanation 


bare often mistaken 


for diseased 
oroid, because are not very 
As a mat 


fact, typical retinitis pigmentosa 


re appearance of exposed choroid 
er 
horoid absolutely normal, proved 


icroscopic examination and that others 

The essayists’ paper establishes mind 
that nobody has ever yet reported 
course, theo- 


true choroideremia. 


vhether would look anything like the con- 


described by the essayists 1S anothet 


abstract 


Ophthalmology 
Spanish article that have been unable 
obtain. The abstract 

copic examination the eyes 

vho had died from malnutrition showed en- 
absence the choroid. should like 
the sections, but seems perfectly possible 
hat such thing might happen. course, 

condition was entirely different from that 


short 


micro 


were 
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ssumed the essayists, for was congenital 


and included the macula 


Since neck the block 
shall also put mine on. the opinion 
that Dr. Bedell, Dr. Verhoeff and the Drs 
McCulloch are actually talking about the same 
disease. One thing not believe all 
have mind the fact that these diseases, 
for example, choroideremia, will take dif 
ferent courses different 


that have seen what call chor 
fundus the age 


wrote 


who had normal 
vision and normal 


recorded the physician whom 


letter. other words the choroidal changes 
degeneration the choroid, giving rise as- 
sociated degeneration the retina. support 


Dr. Verhoeff the above case also demonstrated 
simulated definitely the 
picture seen the earlier stages the 
McCulloch’s paper. 

The 
tient reported Dr. 
Dr. Walter 


type of 


wich 


change. 


advanced males 
I have had the 


with choroideremia. mother the pa- 


Bruce Fralick and 
showed essentially this 
change of 


particular arteriosclerotic 


choroid. think that the same thing re- 
corded Dr. Fralick and Dr. 
the retinal gliosis that Dr. Verhoeft speaks of, 
fundus there 


Parker shows 
because the periphery the 


lial sheet. Moreover 


the above mentioned 


choroidal vessels can seen through 
all that 
the choroid drained the vorticosae veins 
Some the vessels pointed out Dr. Be- 
dell, his slides, certainly lead these vorti- 
Remnants these 
veins can seen the excellent illustration 
choroideremia seen the text published 
Ridell and Sorsby. 


some this glial tissue know 


cosae veins. vorticosae 


quite evident when several men 
equal eminence stand and tell you that they 
not think the other talking about the 
same disease time that something 
establish explanation and classification 
the primary retinal degenerations. One thing 
that will always confuse the picture that 
individual 
course well specific pattern. There may 
between 
that can say are dealing with 
clinical entity. know that retinitis 
pigmentosa, understand the classical dis- 
ease, may inherited sex-linked reces- 


each family has its 


families 


also 


aly 
tlie choroid 
g 


rt 


hy 
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recessive, and also simple dominant pat- 
tern. the simple recessive the disease course 
starts about the age three earlier and 
the child may blind the time 15. 
the sex-linked recessive the disease may 
initiated about the age six seven and 
disease may not start until the patient 
for this patient have useful visual acuity 
the balance life. Thus there are subtle dif- 
ferences. behooves not start riding 
each other about these factors but realize 
that are dealing with individual well 
familial variations the same clinical entity 
think that this Academy could 
great deal toward clarification the primary 
degenerations getting 
specialists this field and having 
tempt bring little order out chaos. 


together 


Let first say Dr. Bedell, Dr. Fralick, 
our honored guest, Dr. Verhoeff, and 
Dr. Falls, how greatly appreciate their very 
thought-provoking discussion. Their words 
have added much interest and value 
paper. 

way 
should like say that his views this sub 
ject were means overlooked. con- 
sidered them carefully and dealt with them 
some detail the full paper. However, 
the light our clinical findings this large 
group, were forced the conclusion that 
his views were completely wrong. will read 
the paragraph, with reference his views, 
which was omitted from the spoken paper 
the interest time. 

“Verhoeff has published analysis cho 
roideremia diametrically opposed that 
Mauthner. Verhoeff suggests that the 
pearance the male due gliosis the 
retina, veiling the choroid and 
thelium. states that choroideremia only 
peculiar form retinitis pigmentosa with- 
out pigment. other words, 
mentosa might classified according the 
amount pigment present into: retinitis pig- 
mentosa, retinitis pigmentosa sine pigmento, 
and choroideremia (male). 

From our observations not think that 
choroideremia form retinitis pigmen- 
tosa. The chief points for our conclusions 
are that choroideremia 

the retinal vessels. 


apology Dr. Verhoeff, 
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Optic atrophy late and never the 
type seen retinitis pigmentosa. 

The choroidal vessels the edges 
patches normal fundus are clear-cut, not 
covered white veil, and lie front 
the white glistening background. 

The female changes have counterpart 
retinitis pigmentosa. 

our large series, two families, the 
appearance all cases has followed certain 
pattern and there have been 
showing the fundus retinitis pigmentosa.” 

For these reasons say that are forced 
reject Dr. conclusions. Oph 
thalmology owes great deal Dr. 
for his work pathologist and clim 
cian. However, this instance his love 
good argument has led him position 
which untenable. Clinically the evidence 
against him. The final decision 
further pathological studies. 

Dr. Bedell has posed some pertinent 
the most important one being, are justified 
calling the female type 
true that they not show the extensive 
choroidal atrophy seen the male cases, 
they develop loss field other visual 
defect. Their fundi do, however, resemble 
those young boys who are the early 
stages the disease. From the genetic stand 
point their position the families meets the 
The disease, as seen in the male and female 
members these families, perfect 
netic entity and did not feel justified 

\ number of other questions have been 
asked. The answer some them will 
found the complete paper and will not 
attempt deal with them now. should just 
like re-emphasize the three main issues that 
have tried bring out. 

disease and the fundus picture changes 
youth age. With the changing pic 
ture there progressive loss sight, 
childhood, advancing field defects 
youth and middle life, and complete blind 
ness old age. 

The female has characteristic fundus 
pattern which does not change greatly through 
out life. This pattern marks her trans 
She does not develop 


mitter the disease. 
any obvious defect vision. 

woman this series cases, who 
does not show her fundus the 
hallmark choroideremia, has had 
who has developed the disease 
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THE EXPERIMENTAL TREATMENT RETINITIS PIGMENTOSA 


NEW YORK. N. Y¥: 


pigmentosa and the allied 
tapetoretinal diseases have detied over 
three-quarters century investiga 
time time the literature 
has cited various therapeutic agents for 
which the authors have 
claims. Each has been avidly seized upon 
the profession and each has 
been tried and wanting. 
The author has recently 
historical review these 

The Russian since 1937 has 
and his co-workers the use 
therapy” the treatment 
pigmentosa and other hopeless eve con 
ditions. his articles, reports 
the treatment more cases 
any previous author and covers period 
ten during which claims 
have improved his treatment and 
continued its suceessful use. 
some these articles have been 
stracted the American literature the 
June, 1946, when the 
Soviet Medicine published series 
articles. These concerned 
reatment retinitis the 
ise “tissue therapy,” namely 

ctions cod liver oil and the implan 
ations placenta subconjunctivally 
implantations other tis 


ues. 
m the New Yor Hospital and Cornell Univer 
Medical 

rateful acknowledgement is made to Dr. Louse 


oan and Dr, Joseph Mandelbaum for their co-oy 
ition doing the dark adaptations reported 
cod liver oil was obtained from Abbott Labora 


ies and Squibb and Company; cod liver oil and 

irk liver oil from W K. Kellogg Company; vita 
\ from Testarr Co 

sented the Fifty-Second Annual Session 

Academy Ophthalmology and Otolaryn 
October 12-17, 1947, Chicago, 


the same time the lay press car- 
ried glowing accounts the success 
the “Russian method” treatment 
retinitis pigmentosa that 
New York was soon start 
series experiments built around this 
tions, the New York Hospital was lit 
erally deluged with requests for infor- 
mation from both physicians 
public all parts the world. 

Because the persistent and numer- 
ous demands for information 
subject and for the use the treatment 
and because reputation and 
the that claim for improvement 
looked, have conducted special 
for the investigation retinitis 
pigmentosa since June During 
this period, approximately 
have been examined, 128 whom have 
this paper. same demand 
has this, perhaps premature, 

All the patients have had detailed 
careful 
studies the visual acuity 
Twenty-one 
ment dark adaptation studies; the 
Wilmer Ophthalmological 
Dr. Louise Sloan, Joseph Man- 
delbaum Brooklyn and the In- 
stitute Ophthalmology the Presby 
terian Hospital New York City. 
regret that lack facilities 
dered impossible give each patient 
this 

treatments have included injec- 
tions cod liver oil, cod liver oil con- 
centrates, vitamins and and 
shark liver oil, implan- 


x 
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tations placenta and case sub- 
cutaneous implantation human liver. 
Many the patients 
more than one type treatment, though 
not simultaneously. Care was taken not 
instill enthusiasm for the treatment 
the patients. Many had prior 
treatment various forms includiny 
tomy, ete. was felt that these patients, 
having been subjected previous treat 
ments, now more competent ob- 
servers and less likely imagine 
provements. the same time little 
stress was placed reports subjec 
improvements which could not 
contirmed the examiner. 


investigation has been hampered 
lack personal contact with Dr. 
Filatov and the fact that have 
had depend upon translations his 
articles which are not American 
standards completeness detail and 
which are old the time that see 
them. While his earlier articles have 
stressed the use cod liver oil injec- 
tions and placental implants, his later 
publications have indicated switch 
tract. The latest communication which 
have seen from him, dated June, 
1947, indicates that now favors 
two period treatment with in- 
jections placental extracts 
cutaneous implantations 
autoclaved cadaver skin. 


preserved 


must admitted that the whole 
concept “tissue therapy” radical 
have suggested the term 
brew” which Dr. has aptly used. 
the work Hoffman, 
wall and the department 
surgery the New York Hospital, 
among others, speeding wound 
healing with the topical application 
tissue extracts and the work Amers- 
and his colleagues the New 
York Skin and Cancer Hospital basal 


GORDON 


cell epithehomata the 
has not claimed any cures 
pigmentosa but has cited 
provements, some which 
and claims have returned many his 
patients useful con- 
that 
temporary, lasting over 


while the 
period ot 
ditional therapy. his June, 1947, let 
ter indicated that was able stop 
the progress the disease old cases 
where improvement could 
pected. 

those phases our experimental 
work which have involved the use 
“tissue have attempted 
adhere strictly the technic which Fil 
atov has 


RESULTS 

paticnts 
have received sufficient treatment 
included this 
ranged age from 73, with 
the 20-30 age group, the 30-40 


paper. 


group and the 40-50 age group 
those treated were below age 

the patients 11.7 per cent) 
had visual acuity finger counting 
less both eves with additional 
patients (10.1 per cent) 
reading one their two Thirty 
eight others (29.6 per cent) had visual 
acuity better than finger counting 
and 20/200 the better eve. 
were unable chart any fields 
(18.3 per cent) the 256 eves 
amined. Twelve others (9.3 per cent) 
had large central scotomata. Thirty 
eight eyes (14.8 per cent) had fields 
degrees less with these fields 
being fixation only. Sixty-two eyes 
(24.5 per cent) had fields degrees 


less with peripheral 
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islands. Henee, 159 out 256 possible 
had 


eves cent) 
degrees or less. 

the 128 patients treated, (26.5 
per cent) are recorded having shown 
improvement vision least one 
these, have also shown some 
improvement visual fields and 
dark adaptations with others showing 
improvement dark adap- 


tation 
these 
one line and all but only one 
and another these only eye. 
Pwo showed improvement one line 
eye and two the Three 
had two line one 
Six who were under 20/200 both 
eyes showed improvement several 
these both 


feet and all but one ot 


two lines one eve and three the 
other, showed improvement 
three lines one eve. Three increased 
from counting appreciation 
Snellen svmbols and from hand move 
But (92 


have shown improve- 


ments counting. 
ment visual acuity, fields, and dark 
these showing slightly 
less than one line improvement 


have shown improvement visual 
elds 
OCMANGES ACUITY COMPUTED BY THE 
awa 

- 
2 

23 


own 
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visual acuity has been used here 
more readily lends itself depicting 
the changes such graph. 
table 100.0 represents 20/20, rep- 
resents 20/30 and down 20.0 
tor 20/200 and for 20/800. Using 
this table the visual acuity changes were 
charted the basis number points 
lost hundred 
lowing treatment, 


gained per eye. One 
and 
showed decrease. All eves with 
sion finger counting less were 
omitted from consideration this chart. 

Six the who have received both 
pre- dark adapta 
tion studies have shown improve 
ment from 0.7 from 2.0 4.0 log 
units. Two have shown improvement 
log units, 0.9 log units, 1.2 
log units and trom 2.0 4.0 log 
units. others showed improve- 
and approximately three months later 
returned the level the original 
reading. Since 
tion log units these patients 
not all uncommon very question- 
able these patients 
All but the patients show- 
ing improvement dark adaptation 


whether 


improvement dark adap 
tation, Ten other patients had but one 
dark adaptation study but did not feel 
take the trouble for second test 
despite our request that they so. 
must emphasized that all the im- 
referred 
were transient nature. 


provements 

The field results are very difficult 
Four eves showed decrease 
the size and their central sco- 
eves showed questionable 
degree enlargements, with return 
the peripheral islands vi- 
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sion. Three eves showed 
from 5-10 degrees; 15; from 
5-20 degrees; and over degrees. 
Seven other showed increase 

Ten patients are recorded having 
shown some decrease visual acuity 
following the treatment 
A.C.), whom were quite marked 
(71 D.S.) and the rest for the 
most part, slight questionable. 

Three are recorded having shown 
decrease the other (15 
and 

There were many claims subjective 
improvement the direction 
trouble from glare, more rapid accom- 
modation, better night vision, 
ing the eves and less fogginess. Sev- 
eral, whose findings were not altered, 


worse. 


DISCUSSION AND ANALYSIS RESULTS 


Our figures showed improvement 
approximately per cent all 
the cases treated. the surface this 
would seem very optimistic re- 
port for the treatment hopeless 
ease. Actually, such optimism in- 
tion the patients themselves. 

Anyone who has dealt with patients 
this type aware the variables in- 
volved study retinitis pigmen- 
tosa. While not believe that this dis- 
ease shows spontaneous remissions, one 
must take into account the day day 
variations fields, vision, etc. The con- 
scious unconscious desire the pa- 
tient help further handicap in- 
vestigation. The fact is, that unless 
improvement very marked 
haps even then, one never sure when 
improvement apparent actual. 


GORDON TRANS. AMER. 
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Further, improvement, worth 
again render the patient useful citi 
zen or, the very least, remove him 
from the helpless class. Such 
results have been very few our 
rience. Nor have sufficient data, vet, 
provement can maintained, Certainly, 
following twenty thirty 
has been the most period weeks 
rather than months. 

Most have been 
the direction the visual 
acuity. Actually, the retinitis pigmen 
tosa patient more handicapped his 
tremendous tield loss than other 
single The patient with 20/20 
vision and ten degree tield 
20/200 and thirty forty degree 
field. Preservation return tem 
poral island vision enables him get 
around much more readily. Many 
our “improvements” are certainly open 
question the basis the 
itv variability, account his 
sire help, the basis 
tion, and the those 
which contain numerous scotomata are 
great degree accuracy. The dark 
adaptation results can questioned 
the basis failure take numerous 
readings per patient prior starting 
satisfactory base lines. 

Many these “improvements” 
the patients themselves. Obviously, one 
skeptical such changes; changes 
they are. admitted that 
with fairly good vision 
not aware one line improvement. 
the other hand treatment which 
sults improvement, which the 
patient has told, can 
termed worthwhile that 
less means that his disease process 


Af 
1 
7 


has been stopped for the being. 


Phat question which cannot 
swer the light our too short expe 

The actual fact that very dith 
cult explain interpret these 


sults. one the sts employed 


to some degree, subjective. The prob 
lem would much simpler one 


could observe evidence 


di were ¢ N pee ted or observed. These pa 
tients are capable tremendous 


improved large doses 
acid other vasodilators 
are not position state just 


how long certain patients are capable 


mental, and whether such sustained re- 
actions are 

Some the patients had paradoxical 
results with improvements 
regressions the other, 
such incidences are confusing and 
possible explain are the patients 
the marked visual losses 
under treatment. 

hopes have been aroused unnec 


too often the past new 
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chance another such disillusioning expe- 
would appear inadvisable 
this time consider this 
routine office use until much more 
known about its merit, length dura 

tion the improvements such they 
are, and ability maintain such 


the doctor until these questions 


can accurately answered 


is, S Treatment of basal cell epi- 
\rch Dermat (Aug.) 
1046 

Dan M.: The treatment retinitis 
pigmentosa with special reference the 


drus, Wm. D.: Studies the effects 


dult tissue extracts wound 
healing, Ann. 124:1125-1135 Dec.) 
1946 


Ophthalmology, St. Louis, The Mosby 
Co, 1940. 146 
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CHART 
CASES SHOWING IMPROVEMENT VISUAL ACUITY 


*Also showing improvement in visual fields 


**Also showing improvement in dark adaptation 


Duration 
years) 


Childhood 


R 


R 20/40—2 J2 


Pre-treatment Vision 


20/70 J6 
20/30-—2 
6/200 
20/50 J2 
20/70 +2 J2 
20/40 +1 J1 
20/70 +2 J2 
20-70 1 
20/40 

20 40 +1 
20/70 +1 


20/50-—1 

20) 200 
M 

1 2oo 

2OO 

20030 

20 30 +1 


2OO 


12 200 
200) 


20-100 
200-30 


13/200 
20 100 +2 


20-100 


20/70 J5 


200550 4 


1 200 
5 200 
20/20——4 J3 
290 /20—2 J2 


20/70 +1 


20/70 od 


20°20 
J 


20 /20—3 . 


4/100 
5/100 
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Post-treatment Vision 
20/40--2 
20/30 +4 
12/200 
20/30 J1 
20/30 +1 J2 
20/30 +2 J1 
20/50 +1 31 
20/40 
20°30 
2 70 
20/30 +2 
20/30—1 J2 
20030 
20/70-—1 
100 l 
20 
20 20 » 
20/30 —2 
20/50 +1 J3 
20-20 
2030 +3 J1 
12/200 
IS 
20/70 
20°30 +2 
20/ 70—1 JI7 
20 100 +1 
20/70 +1 
2 100 +1 
20 30 135 
20/30—3 Jl 
20 30-—3 J1 
12 200 
200 
20 20 Ji 
20/20—2 J1 
20/50 +2 J4 
20/70 No J 
20/15 
20 /20—1 
15/200 
12 
20/70—1 
2 100 
7 100 
20/70—1 
20/70—1 
20°30 +1 J2 
20/40 +2 J2 
20/50—2 


| ee 34 3 R 
I 
12 AM 27 10+ R 
14 DN 24 17 + I 
| 
{7 ll + 
21 R 20/70—1 J6 
L 20/30 +3 J1 
l x 
| Al 27 29 4 R 
| 
68 AM* 33 25 
22 
l 
12+ 
I 
20/200 
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CHART 
FIELDS SHOWING INCREASES POST-TREATMENT 
Case Pre-treatment Fields Post-treatment Fields 
183 MM Dense central scotomata. Decrease in the size of scotomata 
23 AP Into fixation » 1-2° increase 
24 RR R 10° with temporal islands 3-5° increase with inc. height and width of 
L. 10-15° with temporal islands islands 
27 MR R15 15-20-37° 
15-20 20-30-40 
+ 20 RR R 5-10 8-12° with return of small temporal islind 
10 JH 15-25-28-30-10° with temporal island 28-25-44-40-28° with larger island 
a CS R 8-12 10-15° with return of small islands both ey 
L 10-13 12-17 
63 ET 10-15 10-15° with return of temporal island 
Full peripherally with dense central Marked decrease and thinning scotomata 
scotomata 
10-15 10-15 
4 SIYG 10° with peripheral islands Almost full fields with incomplete ring 
scotomata | 
= 87 El R 4-10-5-10 20-35-45-40° with scotomata both eves 
4 o1 GW R 10-15-11-12 5- 18-14-18 
L 2-13-12- 5 5-15-15-13 
a2 EW R 10-12° with island 12-15° with larger island 
5-12 10-15° with island 
CHART IV. 
CASES SHOWING CHANGES DARK ADAPTATION POST-TREATMENT 
Case Remarks 
Improved 0.8 log units (Sloan 
4 26 JR Improved 0.7 logs Sloan 
Improved much 1.2 logs. Left eve, which could not measured prior treatment 
became equal to rt. post-treatment ‘Mandelbaum 
Improved 2-4 logs (Mandelbaum 
Improved 0.9 logs (Mandelbaum 
Improved 0.9 logs (Mandelbaum). 


DISCUSSION 


M.D., Baltimore, Md.: 
American ophthalmologists owe debt 
Dr. Gordon for undertaking what cer 
hankless task Yet the high importance ot 
this task obvious. Mankind with 
chronic and still incurable diseases, 
hich there constant searching for cure 
Various treatments proposed for 
lass diseases vary all the way from 

kery the earnest efforts scientific 
nvestigators throw some light these 
obscure problems. Whatever may the gene 
sis any proposed therapy, once has been 
sufliciently publicized, sufferers from the dis 
ease under discussion flock to their doctors, 
edical institutions are swamped with 
and demands for information. the 


alidits nd worth of the treatment has not 
established, there must ensue 

period patient and laborious investigation 


determine its value worthlessness. 


rtunately, few of the panaceas prove ol 


value, and many prove worthless. The care 
who demonstrates the 
essness ot widely publicize | procedures vets 


int thanks for his the worst 
the victim for libel suit, the 
ponents the treatment indulge 
rank discussion his and his 
the best his labors are quickly 
tten. therefore gives sincere pleasure 
thank Dr. Gordon for what real and 
needed contribution our stock 
rmation, and express admiration 
manner which has tackled his prob 


investigation, and has 


preliminary report Dr. Gordon has 
ewed the results the various forms 
ent formerly used 

the retina: the use vasodila 

! | nitrite « itropine sullate the re 

Its the use various 
ens and androgens; various forms 

tion pressure various 

1 mean salient fact stands out 
this review that all or any of these 


procedures apparently have 


eneficial effect in a certain percentage 
the subjects treated, 
nsient, although 


What the reason for this similar 


his last open some 


such large assortment marked- 
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mind the answer that pigmentary degenera- 
tion the retina, while progressive disease, 
appears progress with some fluctuations and 
times with long periods 
mission. Furthermore, there immense 
subjective element patients with the dis- 
ease, deep realization that the disease 
present ly peless, a willingness of the sufferers 


clutch any straw the hope im- 
proving their condition arresting the dis- 


have had experience with the therapy 
proposed and used Professor Filatov. Our 
only experience the Wilmer Institute has 
been limited studies the light minimum 
and after treatment. 
were made Dr. Louise Sloan these 
patients. these there was change 

sli 


two, the very ght change noted was 
well within the error the method used. 

the patients and noted some improve 
ment them, although the degree 
provement appeared significance only 

incidence. patients with small visual fields 
and reduced acuity, such improvement they 
observed these tests might well attributed 
wavering fixation which could result 


apparent widening the curve. there- 
believe impossible attribute any 
significance t these dark adaptation studies 


The original pre cedure as described by Pro 
fesor Filatov was twofold, the injection 
processed cod liver oi] and tissue therapy 
ation. Certainly the use 
ion the repeatedly tried vitamin 
although the method administra 
tion somewhat novel. Tissue therapy, 
quite true that for the last two decades 
investigators have used tis 
sue extracts for the stimulation indolent 


wounds. The general hypothesis 


uch treatment that addition 
factors the nutritional state and 
infection which influence wound 


there are also and 
tissue factors, and normal 
tissue stabilitv is a balance between these. The 
use tissue extracts supposed supply 
amounts the growth-stimulating 
factor. The exact nature this factor 
unknown. Some investigators 


nucleoprotein. The most recent 
vestigations Hoffman, Dingwall, and An- 


drus, which Dr. Gordon has in- 


104s 
} 
| 
Case 
nalyzed his results 
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this may not the case. These in- 
factor sheep heart extract and prepared 
stable form this extract for clinical use. 
Their studies indicated the responsible factor 
might enzyme which stimulates nucleo- 
formation. 

Whether not this the factor which 
Dr. Filatov believes responsible for his 
reported therapeutic results, not know. 
not know whether this 
contained cadaver skin, preserved corneal 
tissue, extracts testicles, nerves, and 
various other tissues, and finally 
vegetative origin, notably 
Further, other than the reports Professor 
know work that would indi- 
cate this growth-stimulating factor would have 
any favorable effect degeneration the 
rods and cones the retina. would seem 
tal knowledge must acquired before 
reasonable basis for this form treatment 
That this fundamental work 
may have been done Professor Filatov and 
his associates and yet inaccessible the 
outside world is, course, possible. However, 
not surprised the negative results re- 
ported Dr. Gordon. Had they contirmed 
the broad claims made Professor Filatov, 
should have been deeply grateful 


profoundly surprised 


F.L.P. M.D., New York, Y.: 
has just given such complete discus- 
sion Dr. presentation that there 
remains very little for offer; however, 
would like show six slides the visual 
patient with retinitis pigmentosa. 
This young adult was referred two years 
ago and later him Dr. Gordon 
for the therapeutic regimen that 
Dr. Gordon has offered these people. The 
perimetric and tangent fields 
were plotted Miss Elizabeth Stark in- 
tervals approximately four months. The 
left eye congenitally amblyopic, but central 
visual acuity the right still approxi- 
mately 20/50 and reading and accountancy 
still can accomplished with appreciable 
good 

During the past year this patient 
vested psychiatric consultation because and 
his wife have been increasingly aware his 
progressive depression which they feel at- 
tributable recognition the fact that total 
blindness the next few 

Dr. Gordon already has indicated, that per- 


ACAD, OF & O 


sons with retinitis who have rela 
tively wide peripheral tend able 
carry longer and more readily than those 
with reduced peripheral fields, whether not 
central visual acuity appreciably reduced 

point made Dr. Woods with regard there 
being common denominator apparently un- 
derlying the frequent transient improvement 
that many these patients experience whether 
they undergo scientific therapy are subject 
some form quackery. The slides 
the visual fields this instance indicate tran- 
sient within few months 
lowing therapy administered Dr. Gordon 
This apparent improvement was not demon 
strable later date and apparently has been 
lost the present time. suggested that 
ihe patient’s high hopes most 
probably were responsible for the apparent 
improvement, and this, more often than not, 
Is all too commonly encountered Bi 
people 

impression that estrogenic therapy 
may worthy trial under certain circum 
stances. have mind two sisters with reti 
Dr. John McLean Both were 


was prescribed empirically but largely because 
their secondary sex characteristics obviously 
were not fully These developed 
pproximately ninety days and normal regular 
menstruation ensued that time and has con 
tinued the present. Central visual acuity 
increased one line the older sister and 
three lines the younger, 
visual fields widened and dark adaptation tests 
Miss Rittler the Institute revealed 
betterment adaptation function. These 
tients have been unable during the past three 
continue this therapy. The older sis- 
ter has become absolutely blind; however, the 
younger sister reports typescript 
every few months. She has married and 
about have her first child. 
opportunity advise this therapy any 
males. 

would like suggest closing that, since 
the controversial subject treatment the 
alnotrophies will reach individual peaks from 
time time with regard the many 
clinica! entities this large group and, 
Dr. Derrick Vail editorial 
ized concerning biogenic stimulators and 
uses and abuses, the Academy might well con 
sider the appointment standing 


twenties and both had retinitis pigmentosa al- 
though the older sister’s changes already were 
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undertake study ocular abiotrophy. 
funds could made available, would 
pear warranted enlarge detail upon all 
collective data date and the information 
value the committee conceivably 
with groups all other medical fields. 


M.D., New York, Y.: 
The discussers have re-emphasized the 
they are very numerous. very diffi- 
cult evaluate the transient “improvements,” 
although they last for 
that they are purely psychogenic. have had 
patients who were unable read who could 
suddenly for few hours read the newspaper 
then could not. There question 
that those are the other hand, 
where “improvement” lasts for period 
nonths rather difficult feel that that 

have the same experience with many 
orms diseases. abort choroiditis and 
then six months year later the patient 
ets another tubercle. see the same type 
improvement many diseases. The 
people one time talked about one-year cures 
little later, they talked 
then five, and on. Perhaps 
similar type criterion should used 

the treatment hopeless eve diseases, 
rule out, course, the 
enic factors. 

This work has thrown considerable light 
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out some later date. The discussion the 
paper choroideremia yesterday very defi- 
nitely brought out the fact that there con- 
considerable confusion even the diagnosis 

Here had two eminent men who looked 
the same fundi and came two very 
One can almost put 
finger the fundus but not vision 
visual acuity the visual field, any the 
other subjective findings. deal 
work remains done retinitis pigmen- 
osa. convinced that what call retini- 
tis pigmentosa collection eye diseases 
with similar symptomatology. have patients 
referred very good men with the 
appellation retinitis 
whatever that is. Hence, 
fusion exists the diagnosis classifica- 
tion these diseases. The classical picture 
described the textbooks exists for the 
most part the textbooks, but when the pa- 
tients are seen many them show very dif- 
ferent pictures. seen perhaps 
cases the past year and many them 
were very confusing. However they have 
somewhat similar svmptomatology even though 
the fundi look very different even the same 

think that the suggestion brought out 
Koch today, that the Academy attempt form 
committee reach some standardization 


the classification and handling of these dis- 
eases, good one 


want thank the discussers for their 
terest 


Ve 
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TECHNIC GONIOTOMY FOR CONGENITAL GLAUCOMA 


Otto M.D. 
SAN FRANCISCO, 


ping peeling embryonic tissue from 
the angle wall. the cornea clear 
the operation performed under direct 
vision with the aid prismatic con- 
tact glass specially devised for this pur- 
vents the use the glass, the opera 
tion performed without 


6 


congenital glaucoma and the results 
tained during the past ten years 
performed eves pre 
senting congenital glaucoma were pub 
lished. these, pressure was nor 
malized and vision maintained 
stored. 10, the operation was unsuc 

the purpose the present article 
Its mode action, indications and con 
traindications are given. The impor 
tance early diagnosis prompt 
operation are stressed. 

The operation exacting. demands 
teamwork and meticulous attention 
detail technic order obtain 
high incidence good results and 
avoid hemorrhage which may have seri- 
ous consequences. Experience with gon- 
ioscopy and acquaintance with the vary 
ing picture congenital glaucoma are 
helpful. 


Presented the Fifty-Second Annual Session 
the American Academy Ophthalmology and Oto- 
laryngology, October 12-17, 1947, Chicago, 


The author wishes express his appreciation his 
colleagues who have referred these patients, well 
Children’s Hospital, San Francisco, for its 
helpful co-operation. 


approach the angle across the anterior 
chamber was first introduced Vincentiis 
1892 and some successes were reported. The method 
later fell into disuse. 


MODE OF ACTION OF GONLOTOMY 


congenital glaucoma the angle pre 
sents characteristic gonioscopic 
pearance which shows little individual 
acteristic condition appeared consist 
abnormal insertion the iris 
means adventitious mesoblastic tissue 
into the angle wall anterior its place 
normal insertion. exam 
ination with hand lamp and corneal 
held the hand reveals that 
the iris continues horizontal plane 
until reaches the posterior surtace 
the cornea. This contrast back 
ward dipping the iris seen the nor 
mal eve which forms sinus the 
called chamber angle. The point 
tachment corresponds the position 
the anterior border ring Schwalbe. 
The area transition from the 
surface the the posterior sur 
face the cornea covered vela 
stance. This area may narrow that 
wider, which case the beam light 
shows the tissue plane 
axial the true angle wall, the pres 
ence which can some cases dis 
cerned deeper plane. Delicate 
uveal meshwork which 
cross thé angle can seen resting 
the semitransparent 
fills the angle behind them. 
finding and from the flare the beam 
the slit lamp traversing it, 
dent that the angle not optically 
empty space. This fact becomes especial 
evident postoperatively the point 
transition between the area 
the angle has been stripped 


210 


4 
“a 


TECHNIC 


1948 


GONIOTOMY 211 


FIG. 1 Drawing shows postoperative microgonioscopic appearance 


nt of transition between the area on the right in which th 


neighboring untouched region (fig. 1). 
Phe vomloscopic appearance COTTS 
sponds that which would expected 
eves with congenital glaucoma 
enucleated stages. Gon- 


ates that the chamber angle does not 
assume adult appearance until after the 
several months that 
the uveal meshwork continues regress 
itter birth. This appearance can most 
ases distinguished from the patho 
persistence uveal tissue which 
resent congenital glaucoma. Post 
perative the successful 
ises revealed that the procedure had 
one-third the circumference 
the filtration angle 
tissue that obstructed it. Fig- 
ire shows case which stripping 
pressure nine years date. 
\nalysis this series cases suggests 
hat stripping this amount 
ngle sufficient and the sine qua non 
successful normalization pressure. 
also suggests that stripping only 
art the circumference adequate 


stripped and the 


hboringe untouched regio 


permit the pressure regulating mech 
anism assert itself and permanently 
maintain normal tension 
tion. Since this effect has been observed 
individual cases long ten 
been the exception, appears that the 
stripped angle does not again become 
blocked and that the effect permanent. 

all bilateral cases this series and 
most monocular cases, judging from 
results obtained stripping the angle 
and from comparison preoperative 
and postoperative gonioscopic findings, 
the initial increased pressure appeared 
the result obstruction the 
angle due arrested regression the 
uveal meshwork. Since removal the 
persistent embryonic tissue resulted 
normalization pressure, must 
assumed that Schlemm’s canal was pres- 
ent. There was sign that either in- 
tion had taken place any these 
cases. may concluded, 
that the mode action 
consists restoring access aqueous 
Schlemm’s canal removing ob- 
structing tissue. 
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case there was direct 
evidence the presence Schlemm’s 
canal that portion the angle from 
which the obstructing tissue had been 
removed. This consisted pink band 
which was seen lie external the 
trabeculum the position Schlemm’s 
the adult this pink 
duced blood Schlemm’s canal. The 
presence Schlemm’s canal 
the aforementioned success- 
ful cases. confirmed the analysis 
anatomic examinations speci- 
mens taken from unoperated eyes, 
reported Anderson.' found that 
Schlemm’s canal was present per 
cent the earliest specimens. sign 
was found more than half the 
specimens taken from children over 
vears age. suggests that the canal 
becomes closed the later stages the 
result distention the eyeball and 
increased intraocular pressure. The 
evidence obtained from these specimens 
confirms the effectiveness based gon- 
ioscopic examination the 
angle early congenital glaucoma. 


URGENT NEED FOR EARLY OPERATION 

The mode action goniotomy 
explained the foregoing 
importance early diagnosis for suc- 
cessful outcome operation, and ex- 
plains why the chances establishing 
outflow this procedure may ex- 
pected diminish with the duration 
the condition. essential operate 
early before prolonged distention the 
Schlemm’s canal. Other important rea- 
sons for early diagnosis and prompt 
operation are: 

clearing the cornea. Corneal cloudiness 
largely reversible the early stages, 
progressively less later stages. 
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cloudiness the cornea. 

Prevention permanent scar for 
mation developing from corneal cloudi 

4+. Prevention injury the optic 
nerve caused prolonged pressure. 

progressive enlargement the 
before distention has produced perma 
nent changes and encourage develop 
ment normal anatomy and phy 
siologic function during the period 
growth. 

The symptoms increased intra 
ocular pressure glaucoma 
may present birth, their onset 
may rapid sudden during the first 
few months infancy. most cases 
photophobia, and other signs irrita 
tion and congestion. the rare cases 
sured with tonometer 
anesthesia which must deep enough 
assure complete relaxation the 
avoid recording false values. 

The appearance congestive symp 
toms prone lead faulty diag- 
keratitis, causing loss valuable time 
and bearing tragic consequences. 

The initial cloudiness the cornea 
associated with roughening the 
corneal epithelium. This disturbance 
the cornea the chief cause the 
tative and photophobia which 
are further aggravated exposure 
air and light. the corneal cloudiness 
permanent scarring with associated ir- 
regular astigmatism and ensuing ambly- 
opia greater less degree. 

Glaucomatous atrophy the optic 
nerve was the exception this series 
infants and children. occurred only 


| 


those few cases which normaliza- 
tion pressure was unduly delayed. 
protect the optic nervehead 

soon after its inception increased 
gomotomy, transparency the cornea 
almost completely restored and main- 
tained, and vision afforded the 
portunity develop. When this borne 
mind, the prompt relief 


pressure evident 


RESULTS 
ital glaucoma are summarized the fol 


lowing tabulation. 


Number ants and children 
(pressure normalized; vision 
maintained restored) 
which gomotomy was not ap- 
plicable li 


three times daily for two months 
ifter surgery. The result the opera 
ntraocular pressure never rose higher 
han mm. mercury with the 
mm. with the tonom 
ter three months after operation, 
niotics having been used during the two 
preceding measurement the 

Among the successful cases the time 
lapsed since the date operation va- 
ied months ten vears. There 


Goniotomy infants and adults two dis- 
operations which differ rationale, technic and 
fectiveness. infants the operation, which has 
developed relatively satisfactory conclusion, 
nsists removing occluding fetal meshwork from 
angle. adults, whom has not yet shown 
adequate degree of consistent efficacy to recom- 
its employment except the occasional case, 
objective incise the angle wall, that the 
ibeculum proper. For this reason it is suggested 
the term, goniotomy, applied only the 
eration performed infants, and goniotrabecu 
tomy trabeculotomy the procedure carried 
adults. 
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were recurrences two eves, mentioned 
the next paragraph. The oldest case 
was operated ten ago: 
eyes seven years ago; eves six 
from four six years ago: 
eyes from two four ago; 
eves from one two ago and 
from three twelve months ago. 

The recurrence increased pressure 
which took place eves was relieved 
second goniotomy both instances. 
pressure increased the left 
pressure increased the left 
examination showed that the stripping 
the angle had been insufficient. 

Repeated operations were 
eves before pressure was perma 
nently normalized. One suf- 
for example that goniotomy 
Was rformed four times eve 
permanent normalization was at- 
tamed. The ultimate result was excel- 
lent. believe better err the 
conservative side and partially strip the 
angle with safety repeated 
than attempt extensive strip 
ping one operation the cost 
hazard. Cases which required 
repeated operations 
normalization was attained are not list- 
recurrences. 

The operation was performed under 
the contact glass eves. these 
were Repeated operation 
the exception when operating under the 
glass. eves the operation 
was performed without the contact glass 
these repeated operation Was necessary. 

trephined, 
sion. 


DISADVANTAGES 
AND HAZARDS 
Striking among the results 
otomy are absence cosmetic disfigure- 
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ment and preservation round, cen- 
tral, freely reacting pupil. 

disadvantageous feature the op- 
eration without the glass the need 
repeat the operation one third the 
cases order obtain permanent nor- 
malization tension. Moreover, con 
sistently performance asso- 
ciated only with considerable degree 
experience and highly trained assis- 
tance. 

Hazards the operation are exces- 
sive hemorrhage iridodialysis the 
root the iris incised. Vision was 
lost eves early this series the 
result excessive hemorrhage. Recent- 
vear old child was lost the result 
massive intraocular hemorrhage which 
the sixth postoperative day. 
Infection, any other intraocular 
operation, possible complication but 
was not encountered this series. 
severe reaction occurred case which 
could considered ineffective iritis. 
always, the eyes had been operated 
different days, this instance 
after interval three weeks. The 
condition cleared after eighteen days 
leaving one eye small central opaci- 
the anterior capsule; the other 
malized and evident that useful vi- 
thalmia has occurred case 
the present time. 


INDICATIONS 

indicated all cases 
creased pressure the result ob- 
struction the angle persistent em- 
bryonic tissue, provided that Schlemm’s 
canal has not been obliterated by, and 
degenerative changes have not resulted 
from, prolonged distention the bul- 
bus. This the majority cases 
congenital glaucoma the early 


BARKAN 


TRANS. AMER 
ACAD. OF O, & O 


stages. also includes those cases which 
have run noncongestive courses over 
long period time and which the 
corneas remain clear, the optic nerves 
undergo little damage and the bulbi are 
only moderately enlarged. Good central 
Since the corneas are clear, 


can performed under vision 
with the aid the glass, and may 
several after the 


vears 


onset results 
were obtained some these cases 
ameters mm. However, generally 
speaking, the earlier applied after 
onset symptoms the more effective 


symptoms. 


storing vision. Results may dramatic 
when the bulbus the early conges 
tive phase associated with cloudiness 
cases the urgent 


the cornea. 


need early diagnosis 
adequate operation can hardly over 


emphasized. 


CONTRAINDICATIONS 
older children which the 
the advanced stage and which 


eves are in 


sult prolonged congestion show cor 
neal scarring, cloudiness and 
diameter mm. more. these 
enlarged bulbi the dan 
ger hemorrhage increased 
dilated vessels and collateral circula 
tion which established 
Hemorthage absorbed more slowly, 
doubt due the degenerative con 
dition the eves and their changed 
circulation. Schlemm’s canal may 
literated result the distention. 
When permanent obliteration 
canal has taken place when repeated 
goniotomies have ineffective 


proved 


tried. 
Some rare unilateral cases congeni 
tal glaucoma appear the result 
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other kinds anomalies, such 
aberrant retlection the iris stroma 
insertion the anterior border ring. 
The extremely rare cases narrow 


small 


children not come within the scope 
this article since goniotomy not 


pheable them. 


There are two major procedures 
the cornea clear gon- 
under prismatic contact glass; the 
cloudy done without the 
The general considerations which 
the procedures have common will 


treated first. 


GENERAL CONSIDERATIONS 

Preoperative measures. Pediatric 
amination including x-ray the chest 
for enlarged thymus performed all 
cases. the case infants, the usual 
diet maintained six hours pre 
dehydration with associated hyper 
order that surgery may not 
delayed and since ether may have 
given several times the course 
the following weeks, every effort should 
made prevent the infant from 
catching cold. Mioties, pro 
stigmine per cent, are continued usual 
every three hours while the patient 
awake until one and one-half hours 
fore the time operation. One extra 
drop instilled three times intervals 
half hours before operation the eve 
operated on. circumstances per- 
mit, one drop sulmefrin instilled 
three times day for several davs pre 
operatively. 


vhich may only few days weeks 
and which may show other con 
renital defects, anesthesia impor- 
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atropine given forty-five minutes pre- 
through small airway (intrapharyngeal 
gen should assured all times. While 
the patient being prepared the lids 
must kept closed with moist pledgets 
but without pressure, since the cornea 
exposure and pressure. 
the same reason the heat generated 
avoided. Anesthesia must sufficient 
the moment operation prevent 
movement the patient. children 
over six months age small dose 
paraldehyde 
preoperatively. Postoperative 
agitation which may follow ether anes 
thesia not harmful since there only 
wound which does not permit egress 
contents. Before the 
draped, pressure taken with tonom 
eter, the base which has been 
ized. The corneal diameters are mea- 
sured, and the condition the corneas 
and size the pupils noted. Sometimes 
the decision which eve operate 
can made only this time.* Then the 
position the patient, operator, as- 
sistant, anesthetist and instrument table 


arranged accordingly. 


Position Patient. The 
placed circumcision board: for the 
right the center the operating 
table; for the left eve with the head end 
the board protruding obliquely 
the table. For operation under the glass 
the eye should inches above the 
permit convenient position for 
operator feet inches height. 
For goniotomy without the 
patient’s eve should inches less 


cases which the decision has already been 
made the taking the tension dispensed with 
preliminary procedure order reduce the 


time of anesthesia. 


al 
. 
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solution fluorescein, 1%. 
Speculum with rubber dam. 


knife, narrow. 


above the floor order that the opera- 
tor may look vertically down it. 
pillow towels are placed under the 
head bringing into horizontal plane. 
The anesthetist maintains the head 
position during the operation. 


Position Operator and his Assis- 
tants. The operator stands the side 
the eye operated on: for the 
right eye for the left eve, 
hammer lamp must high enough, 
obtain good view the field opera- 
tion. stands the same side and 
the right the surgeon for the oper- 
ation with the glass, the opposite side 
for operation without the glass. The 
assistant fixates the bulbus with two 
Gifford forceps with lock, standing 
for the right eye and behind 
the head for the left eye. The anesthetist 
the side opposite the operator, for 


Usual set-up tray for goniotomy. 
stats, mosquito. Dappen glass containing tincture iodine. 
Medicine glass containing physiologic saline and glass rod. 
Applicators. 
with No. needle, containing physiologic saline solution. 
with B.D. cannula, containing physiologic saline solution. 
Lacrimal dilator. Splinter forceps. Gifford with lock. 


Surgical contact glass, (small and large). Goniotomy knives. 


Ampule physiologic saline. Hemo 
Dappen glass containing 
Mayo scissors. Luer-Lok syringe, cc. 

Luer-Lok syringe, cc. 
Caliper. Stevens scissors. 
Bishop-Harman forceps. 


Keratome. Discission 


interfere with the assistant 
standing 


who 


The operator uses 
2.50 sphere hanger over his correc- 
tion. wears binocular head loupe 
5.00 sphere Hess head loupe) which 
uses case the anterior chamber 
deepened through corneal puncture 
made with discission knife 
goniotomy without the glass. does 
not use for goniotomy with the glass. 


The 
darkness. One lamp situated 
distance from the table 
away from readiness for gen 
eral utility purposes. The field opera- 
tion illuminated hammer lamp’ 
which made light plastic and air 
cooled. used both procedures 


room Is 


This lamp was demonstrated the meeting the 
1946. 


San Francisco, California, July 
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but manipulation 
The illuminator must tamiliar with 
and trained the procedure. The tech 
tant direct vision under 


hearsed before the 


table. instrument 


Preparation Lashes are 
clipped (with scissors and 
wiped off with cotton spindle aft 
clip). The face prepared and 
the eve irrigated the usual manner. 
After the patient draped, face mask, 
which should moistened gauze 
order molded the region, 


UNDER THE CONTACT GLASS 

the glass has been applied, time 
check, therefore, made beforehand 
order assure that everything 
readiness and position the instru- 
ment table. The speculum passed 
through two holes made 
rubber dam inches square. The height 
the assistant and the illuminator 
checked. both may require 
platform stand The lids are kept 
closed throughout the preparation. 
few minims adrenalin are 
jected with al No. 30) needle and BA 
Luer syringe into the outer 
after one minute canthotomy 
quartz surgical contact glass which 
instrument table. The knives gon- 
iotomy, discission knives, and kera- 
tome) are now placed 
points toward the operator. 

The operator stands for 
the right eve and for the 
left eve. The platform upon which the 


217 


position the right. The 
instrument table and surgical nurse are 
also the right the operator. The 
speculum now inserted and the rubber 
side. the temporal side the dam cov- 
ers the lids, preventing contact the 
knife with them and relieving the oper- 
ators mind this important detail. 
The cornea moistened 
sary with physiologic saline solution ap- 
plied means glass rod. The eye 
posterior the corneoscleral border 
the vertical muscles means two 
must mindful not touch the lock 
lest spring open during the operation. 
The head and eve are rotated away from 
the surgeon who applies the contact 
glass the usual manner injecting 
and the cornea through Becton-Dick- 
curved gold cannula and 
syringe. 


When operating the right eye (fig. 
the fixator’s right hand 
left hand must such position that 
does not obstruct the view the 
luminator moves counterclockwise. 
When operating the left eve, the 
right hand o’clock and the left 
12. Regardless the side under opera- 
tion, the fixator, unless tall, should stand 
platform order assure visibil- 
itv the eve throughout 
dure and prevent the tendency arising 
from poor retract dimple 
with the forceps. The surgeon supports 
the glass with the index finger his 
left hand. Two indentations the glass 
prevent the finger The 
fixator abducts the eve slightly order 
expose strip the temporal por- 
tion the cornea mm. wide where 
the puncture about made. ab- 
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FIG. 


the wall the angle. 


duction the eye can made offer re- 
sistance the glass when this pressed 
more firmly against the operator’s 
tinger the moment puncture, thus 
preventing ingress air this crit- 
ical moment. The operator applies the 
end cotton applicator previously 
dipped iodine the in- 
tended site puncture. The goniotomy 
knife then passed him the in- 
strument nurse. She retracts the instru- 
ment table and the illuminator assumes 
his position the platform immediate- 


The illuminator stands 
form sufficiently far removed from the 
surgeon provide room for him 
sway counterclockwise during the prog- 
ress the incision. The illuminator 
must stand with feet well apart order 
able sway unison with the 
counterclockwise movement the sur- 
geon without having take step. 
maintains the lamp contact with the 
temple the surgeon, the same time 


Drawing shows goniotomy stripping the angle under the glass. The 
root the retracts behind the blade, 


leaving white wake behind which 


looking down the top the shaft the 
lamp, that may have the same 
view the angle and the blade the 
knife the surgeon. The heads should 
maintain contact. 
tion heads and light necessary they 
must move one unit. light 
head band did not give good results 
the technic 


The eve first having been rotated 
hours the puncture 
the left o’clock, mm. anterior 
axial the corneoscleral border and 
oblique that the cornea! 
valve- trapdoor-like. the moment 
puncture, extra pressure exerted 


wound 


the operator’s index finger 
glass order prevent air. 
Pressure must exerted the diree 
tion the optic axis tilting the 
glass permits entrance air. For the 
same reason dimpling the sclera with 
the fixator’s forceps must avoided. 
The operator guides the knife across the 
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pupil the opposite side. traversing 
the chamber the knife must always cross 
the optic axis. When the knife crosses 
the optic axis the diameter the are 
deseribed after the opposite angle en- 
will greater than the diameter 
mains engaged. When the knife does not 
the optic axis, the contrary holds 
true. deseribing smaller are than 
that the limbus, the point the knife 
Moreover, the extra 
movement advancing the knife neces- 
sary maintain contact with the angle 
ris tissue near the conse 
quent iridodialysis and hemorrhage. The 
blade inserted just anterior 
the iris and moved counter- 
clockwise this plane long visibil- 
ity permits. This usually amounts 
several millimeters from 
one-third the circumference. During 
this excursion the blade, the shaft 
rotated around its axis 
and prevent the blade from mov 
ing posteriorly out the intended plane 
into the dangerous region the ciliary 
During stripping under the glass, 
the root the seen retract be- 
hind the blade, leaving white wake be- 
hind which the wall the angle. 
some cases this has the appearance 
drops backward the incision proceeds. 
the root the iris, care being exer 
avoid blood vessels the tris 
root which some cases are clearly vis- 
ble. There slight sensation 
the blade proceeds; the fixa- 
may recognize the need exerting 
resistance. Since picking the 
root the iris causes hemorrhage 
dvisable start well anterior the 


root and strip peel off the insertion 
the iris from above. When stripping 
has been completed the knife quickly 
removed, without loss aqueous 
most cases, care being taken avoid 
enlarging the puncture wound 
cornea slight pressure against the 
back the blade during its removal. 
The contact glass and fixating forceps 
are After few seconds 
oozing blood venous color 
appears the anterior chamber along 
the line stripping: this absorbed 
within few hours. after removal 
the knife the pupil should eccentric, 
the cornea tapped near the puncture 
with spatula the tip lacrimal 
dilator inserted prevent adhesion 
iris the inner wound lip. 

The speculum removed the 
canthotomy closed with catgut. 
ointment per cent are inserted into 
the conjunctival sac. Binocular pads are 
applied, that over the operated eve be- 
ing covered metal shield. The child 
placed bed the operated side 
order that any blood may settle the 
opposite side the chamber. Arm cuffs 
are older children, restrain- 
ers may necessary. Elixir phenobar- 
bital drams may indicated. After 
twenty-four hours has been custo 
prostigmine per cent the unoperated 
eve and after forty-eight hours 
operated thereatter drops are con- 
tinued three times day both eves. 

the different steps the proce- 
dure have been reviewed preoperatively 
there should loss time opera- 
tion that once the glass applied 
goniotomy quickly completed. 

goniotomy under the glass not 
feasible, the operation 
without the glass. Operating under the 
contact glass desirable whenever pos- 
sible. the past various procedures 
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(use glycerin, hypertonic 
tion, retrobulbar injection adrenalin 
1-1000 inter al) have been tried with- 
out success with view clearing 
cornea which has become cloudy during 
preoperative maneuvers, application 
forceps and glass. Letting off 
amount aqueous through valve-like 
corneal puncture made with Graefe 
knife was also tried. cleared the cor- 
nea but did not permit adequate op- 
eration under the glass because com- 
plicating circumstances. Recently pre- 
liminary operative abrasion sector 
the epithelium prior application 
the contact glass has enabled operation 
under the glass cases which has 
heretofore been impossible. 


GONIOTOMY WITHOUT THE 
CONTACT GLASS 

The 
outlined for goniotomy under the glass 
are carried out. The precautions men- 
tioned under general consideration are 
observed. The height the should 
such that the operator looks vertically 
the hammer lamp carried the end 
rod that the light falls 
vertically from above The 
illuminator stands opposite the surgeon, 
for the right eye o’clock and for the 
left eve The rubber dam 
the nasal side must trimmed well 
back avoid casting shadow the 
field operation. The bulbus 
with two forceps held the assistant, 
the same manner for the operation 
under the glass. The forceps should 
vertical the sclera and must include 
resistance counterpressure the 
part the fixator during stripping. The 
surgeon applies Bishop-Harman forceps 
the contralateral limbus, helping 
fixate and guide the rotation from there. 
the assistant not sufficiently expe- 
rienced with this operation, best 
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divide the between him and the 
surgeon. this case the surgeon fixates 
with the Gifford forceps with lock 
his left hand the right 
the assistant fixates with his left hand 
the left. 

operation especially delicate, the head 
rotated toward the surgeon 
eve slightly abducted order bring 
the nasal limbus into plan 
the surgeon’s line regard. the 
case greatly enlarged this lateral 
movement limited because the tem 
poral limbus disappears the result 
even slight abduction. 


The puncture the cornea 
already described, being sure that 
courage retention and reformation 
the anterior chamber. made the 
right eve the having 
been rotated counterclockwise 
hours. The blade the knife crosses 
the pupil and disappears behind the lim 
bus the opposite side plane just 
gages the angle wall and starts its 
cursion counterclockwise direction 
slight resistance felt. Its tip 
seen through the sclera from the out 
side. Seen through the cornea, the 
appears mm. farther anterior than 
This appearance must not 
influence the surgeon guide his 
farther posteriorly. posterior 
the blade the greatest hazard 
the operation. better err the 
conservative side maintaining more 
anterior plane the risk not strip 
ping the angle. The operation 
ways repeated. Rotation the knite 
clockwise around its own axis helps 
prevent from being guided from 
slipping posterior position. Strip- 
ping the angle wall usually associated 
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with slight resistance and 
the blade not too sharp. The 
absence this feeling indication 
that the blade too far posterior and 
must avoided. indicated the knife 
may reversed and the 
peated the opposite direction. 

upon re-examination later this gon 
proves have been insufficient, 
another can performed adjoin 
ing part the angle after suitable 
tation the eyeball. has 
sible some cases, shown post 
gonioscopy, strip the angle 
over almost one-half its circumference 
one sitting. 

Picking the root the iris and 
hemorrhage are the only serious com- 
plications guarded against. has 
tound that removal blood from 
the anterior chamber 
and irrigation cannot adequately 
obliged repeat the operation than 
provoke major hemorrhage 
posterior position the blade 
tempting too extensive stripping. the 
stripping has been properly 
trom several points along the line 
moval the knife. the head rotated 
the opposite side, the blood coalesces 
thin sheet the region the pu- 
pil and seen stop. the blood 
more arterial color, more extensive 
and follows immediately upon the 
cision, indication that the latter 
has been placed more posterior than 
may fill one-half the 
usually absorbed within 
twenty-four forty-eight hours. 

The canthotomy wound 
given and dressing applied 
already outlined the procedure 
der the glass. 


NOTES STRIPPING THE ANGLE 
congenital glaucoma, there 


221 


ference the angle the 
make adequate stripping. Since the 
position the puncture limited 
the right eve the brow and the left 
the cheek bone, point chosen 

for instance, the right eve 10:30 
nasal angle far clockwise possible, 
4:30 When the blade has 
reached 2:30 has covered the 
area which stripping can done un- 
der optimum conditions and with least 
hazard. Postoperative gonioscopy shows 
that often possible strip more 
the clock. Since this cannot done con- 
sistently and since associated with 
consider allocating the area the 
first stripping such way that an- 
other area the angle yet untouched 
can stripped second occasion. 
this purpose advisable both 
procedures, with and without the glass, 
start with the eve rotated hours 
operation the right eye the bulbus 
rotated counterclockwise direction 
bring the area between and 
the nasal angle 
reach. The assistant maintains the bul- 
bus this position and resists, neces- 
sary, the traction the blade while 
strips the angle counterclockwise 
direction. later examination shows 
that the result this procedure was not 
sufficient normalize pressure, strip- 
ping neighboring area the angle 
(from 12) may undertaken. 
the latter case the right eve rotated 
two hours clockwise direction 
make the area accessible. The puncture 
made 10:30 o’clock and stripping 
rotated position which corresponds 
normal position. possible, there- 
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strip the angle one-half its 
ference, i.e., from the meridians. 


PRELIMINARY DEEPENING THI 
CHAMBER 
SALINE SOLUTION 

deepening the anterior 
chamber with solu- 
tion may performed cases operated 
without the glass order minimize 
the hazard picking the root the 
iris with the tip the knife. The cham 
ber not deepened for the operation 
under the glass; this case the blade 
the knife guided under direct vision 
and therefore picking the iris root 
with consequent hemorrhage 
avoided. Deepening should consid- 
ered infants especially those between 
the ages several days weeks be- 
cause the relatively shallow chamber 
and narrow angle. permits more 
deliberate placement the stripping 
its anteroposterior position. 
However, well dispense with 
deepening when possible 
duces delicate technical detail which 
not adequately performed may result 
leakage aqueous and postponement 
the operation. When deepening em- 
ployed great care must taken pre- 
laying the corneal puncture. The bulbus 
fixed with Bishop-Harman forceps 
the opposite limbus. The cornea 
punctured very tangentially, mm. axial 
the corneoscleral border o’clock 
the right eye and o’clock the 
left eye, with discission knife the 
blade which has been previously 
dipped fluorescein. The wound canal 
should least mm. long. The tip 
the knife should barely perforate Des- 
cemet’s membrane observed through 
five times magnifying head loupe. 
may necessary tip the knife back- 
ward little order perforate this 
membrane. Care must taken not 
enlarge the puncture upon removing the 
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discission knife lest leakage ensue. The 
puncture made visible fluorescein 
touched with dry applicator and one 
dipped tincture iodine from which 
the excess has been removed. With 
No. needle (previously drum tested 
examined under loupe assure its 
having perfect point) attached 
ce. Luer syringe intravenous saline 
solution injected, the surgeon fixing 
the bulbus the contralateral limbus 
with Bishop-Harman 


AIR 

have not reduced the 
shows that further repetition goni 
otomy the nasal portion the angle 
not feasible because iris 
scar formation, attempt may 
made perform goniotomy under 
the temporal portion the angle. 
This area can made visible 
the chamber with Since diffi 
cult consistently the 
anterior chamber with air through 
corneal puncture, oblique 
cision, for used and 
the sterile air injected means 
syringe. The eve then fixated with two 
Gifford forceps with lock and abducted. 
The temporal limbus disappears behind 
the canthus. The operator stands the 
opposite side. The knife passed across 
the bridge the infant’s nose and 
cornea punctured mm. axial the 
nasal corneoscleral border. Goniotomy 
temporal portion the angle 
formed. Only gross picture the 
sertion the root the iris discern 
ible through air, due the opacities 
the cornea, reflections, and 
sence magnification. However, vis- 
ibility may sufficient when combined 
with familiarity the angle act 
guide the blade the knife. 
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BLUNT DISSECTION 

spatula inserted through prelaid cor 
neal puneture has been tried place 
stripping peeling the angle with 
gomiotomy knife. practice this has 
shown advantage over the present 
technic with the knife; the contrary 
appears encourage adhesions the 
root the and closure the angle. 


The shaft the knife conoid 
order prevent loss aqueous. Its dia- 
ameter increases progressively from the 
the blade the heel the shaft. 
The blade not too sharp used 
strip peel and not incise, the tip 
sharp enough permit pune 
ture the cornea. The 
which gives the operator feeling 
and deliberate movement. 


SUMMARY 
performed this writing 
eves with infantile glau 
coma, preserved useful vision 
eves pressure was normal 
over periods ranging from one ten 
vears. the operation was 
When combined with early 
liagnosis provided visual 
esults. The mode action goni 
lisadvantages, indications and contra 
ndications goniotomy are given. The 
goniotomy described. The 

rompt operation are 
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DISCUSSION 

M.D., San Francisco, 
Calif.: has been privilege observe 
almost from the beginning, the development 
the operation goniotomy for congenital 
laucoma done Dr. Barkan. From ob- 
ervance and personal experience 
ome convinced that the operation 
choice cases this very distressing 
condition 

To understand the mode of action of goni- 
otomy, its indications and contraindications, 
necessary have clear picture the 
underlying changes the eye. therefore 
what Dr. Barkan has already stated. con- 
genital glaucoma, gonioscopy presents char- 
acteristic picture that there abnormal 
insertion the iris means adventitious 
mesoblastic tissue into the angle wall anterior 
its normal insertion, the point attachment 
corresponding the position the anterior 
border ring Schwalbe. seen 
iris the posterior surface the cornea 
parent substance. the operations that have 
been successtul the gonioscope 
this embryonic substance stripped 
from the angle. has been 
Schlemm’s canal present and capable 
functioning these cases and that the opera- 
tion removes the obstructing embryonic tissue, 
thus making canal accessible the 
aqueous. Thus gonioscopy consists primarily 
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operation for stripping peeling abnor- 
mal embryonic tissue that obstructs Schlemm’s 
from the angle wall 

This deduction substantiated Ander- 
son’s work. the eyes early cases 
microscopically, that over per 
cent showed persistent aberrant meshwork 
the angle the chamber. Another finding 
importance was that found that 
per cent the early cases canal 
was present while was absent very high 
percentage the cases over 
age. Anderson feels that the canal becomes 
these older cases the result 
secondary process. 

The importance early operation cannot 
stressed too much. addition the usual 
indications for surgery any case glau- 
coma, two factors make early operation 
great importance congenital glaucoma. The 
first these concerns the cornea. have 
learned from experience that the corneal 
clouding will clear entirely, providing that the 
process has not persisted long enough pro- 
duce permanent changes. This was illustrated 
recent case. The child had had acute 
glaucoma from birth but was not seen until 
was month age. Two weeks later both 
were operated and the left eye 
the tension dropped mm. Schiotz and 
remained there. The cornea cleared quickly 
and has remained so. the right three 
operations were necessary before the tension 
was stabilized and even though 
has been normal (19 mm. Schiotz) for ten 
months the cornea has not cleared entirely, 
although tremendously improved. 

The second point that according An- 
derson’s work mentioned above, the longer the 
glaucoma persists the greater the probability 
that Schlemm’s canal will obliterated. 

pointed out Dr. Barkan the operation 
indicated those cases congenital glau- 
coma where the condition results 
struction the angle persistence em- 
bryonic tissues, provided that Schlemm’s canal 
has not been obliterated prolonged tension 
over too long period time. From this 
apparent that little help can expected 
older children where the eyes show the ad- 
vanced form the disease with corneal scar- 
ring, enlargement the globe and probable 
obliteration canal. 

The description the technic leaves little 
added. agree, however, that con- 
sistently successful operation associated with 
considerable experience and highly trained as- 
sistants. The operation requires exacting at- 
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hemorrhage, which may 
consequences, 1s) to be avoided It also seems 
self-evident that knowledge 
prerequisite this work. The 
number cases seen the University 
rather small and has been 
parent that since this work has been done 
one team the results have been more 
formly good. This applies especially those 
cases where the cornea cloudy that 
impossible visualize the anterior chamber. 

illumination great importance 
and the lamp devised Dr. Barkan 
cellent for this exacting work. 

Operating under contact glass desirable, 
but times the cornea cannot cleared 
tirely the sense touch and knowledge 
the anatomy the anterior 
mum, the hazard picking the root the 
iris with the tip the knife, preliminary 
deepening the chamber with physiologic 
salt solution great help. have had 
difficulty securing knives that prevent 
slow leak aqueous during the operation 
and Shaffer and Aiken, who are doing this 
work the clinic, have left the needle and 
syringe place during the operation that 
aqueous lost the operator hesitates long 
enough for the assistant inject little sa- 
line. during the sweep the angle aque- 
ous lost the operator again waits until more 
saline injected. these cases.the knite 
withdrawn before the syringe that little 
saline, which retained, can 
jected assure chamber the end the 
operation. felt that when the knife now 
advocated Dr. Barkan can obtained this 
may not necessary. 

important remember that repeated 
operation may necessary before permanent 
reduction tension can obtained. the 
cases thus far observed, once the tension has 
been normalized will remain that way. 

goniotomy, then, have operation 
for congenital glaucoma those early cases 
where the presence abnormal embryonic 
tissues the angle wall prevents the aqueous 
from draining through the canal Schlemm 

Dr. Barkan congratulated upon his 
very painstaking work the development 
the indications and goniotomy for 
congenital glaucoma. 


Dr. Barkan has clearly stated his paper, 
but had not time enough emphasize the 
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presentation, his operation cases 
the diagnosis made. This line with the 
observations each one who operate 
adult glaucomas, and therefore should 
particularly surprising. glad did not 
had 100 per cent even per cent 
success, but gave figures out 
eves which the operation was 
his goodly number, which would cer 
very doubtful did not under- 
tand what means early diagnosis. 
previously emphasized and has reiter- 
ted his paper, “early” means before pro 


diameter, the eyeballs have already begun 


aller than that. 

The question might asked, how does 
them early? The answer, believe, 
that has educated the pediatrician observe 
the evidence ciliary injection and 
steaminess the cornea. soon 
puts them sleep and, under deep narcosis, 
the tension and does and 
ophthalmoscopy. The tension findings are not 
rehable unless the patient quite relaxed 
narcosis. then the tension higher than 
ormal examines the interior the eve 
most thoroughly. Naturally seldom, ever, 
evidence prolonged hypertension, such 
as glaucomatous cupping or atrophy or pel 
pheral inflammatory synechiae. These are evi- 
dences prolonged hypertension 

also agree that drugs are little avail 
Seldom can the tension appreciably altered 
atropine would increase the tonometric 
ension. The tension was not materially alter 
use miotics both preoperatively and 
order pull the scleral 
pur and open, possible, any little crack 

crevice leading the region where Sch 
canal should developing. little 
here will make these crevices larger, 
chlemm’s canal will better able func 


arkan describes the angle the veil-like 
esidual embryonic still 
ter birth the lower end the nasolacri- 
duct, producing distention the lacrimal 
Once pierced the duct usually func- 

normally. 


adept and exact Dr. Barkan. The few 
times have tried under the contact 
have found such difficulty keeping 
solutions under the contact glass while holding 
the eve and inserting the knife that gave 
this method. think shall have try 
again. seemed have little diffi- 
culty passing cataract knife across the 
chamber doing cataract operation and 
entering this same zone the opposite side 
the eye, why should need the contact 
lens for goniotomy once the examination 
the chamber angle completed 

method, therefore, has been more sim 
ple. use Barkan knife with Ziegler 
that is, one which, because cylindri- 
cal, can passed without appreciable friction 
hack and forth through oblique corneal 
punctured wound with little loss aque- 
ous even after withdrawal. This ease pas- 
sage also allows one feel 
touch the point the knife. the oppo- 
site side the chamber may occasionally 
depress the blade before engages order 
demonstrate exactly how far 
level the iris the blade is. just barely 
cut the opposite wall, and, 
Barkan has shown admirably, carry the 
incision through what corresponds two 
three hours the clock dial 

the knife, should the cham- 
her empty, the cut surfaces must separated 
injecting air through the ob- 
lique think air better 
than saline remains the 
chamber for several days, ond because fibrin 
forms very rapidly, the surfaces 
and defeats the very purpose the operation 
Thereafter, for short interval, may 
used, but have not found necessary 
continue 


should like ask Dr. Barkan 
handles serious postoperative hemorrhage 


should like thank both discussers warmly 
for what they have added the 
this subject. 

Dr. Cordes has, think, helped clarify 

deal. The ingenious device con- 
tinuous injection saline prevent the iris 
from falling before the knife interesting. 
hope will not necessary when the pres- 
ent form of knife is used because, of course, 
the simpler the operation can 
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obliged Dr. Allen for again stres- 
sing the urgent need early diagnosis and 
early operation. can hardly overempha- 
sized. But not, think, much mat- 
ter operating before prolonged distention 
has obliterated canal, important 
longed corneal cloudiness has produced ambly- 
opia permanent scar the cornea. 
permit the normal early entry light through 
clear cornea the great urgency con- 
genital glaucoma. 

This problem, think, differs from that 
adult glaucoma. Dr. Allen mentioned pro- 
longed distention. Most the cases operated 
this series had corneal diameters be- 
the horizontal meridian from 
scleral border the other with calipers. 
cases the corneal diameter measured between 
and 1434 millimeters. these that had 
considerable distention, the tension was normal- 
them which the cornea was 
clear cleared result operation vis- 
ion was good. Dr. Allen prefers operate 
without the glass. think with the present 
technic will enjoy operating with the glass 
hecause gives one great feeling security 
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operate without the glass only when forced 
cloudiness the cornea. Why, 
all, should one operate semiblindly without the 
glass and risk the necessity repeated opera 
tions and the possibility trouble, when 
using the glass one can operate under direct 
vision with great exactitude and one might al- 
most say with assurance success 

for the Ziegler not know its 
exact measurements, and quali- 
judge its adequacy for this 
purpose. The wound should water-tight 
and the shaft should such shape 
plug throughout the procedure. Upon 
removal the knife the chamber should only 
partially lost all. should and usually 
does reform before the patient removed 
from the table. little air, Dr. Allen sug- 

answer Dr. Allen’s question about what 
for serious postoperative hemorrhage: 
afraid the answer the usual one 
avoid and that why have gone into 
details and reiterated the technic avoiding 
trouble. very difficult and perhaps not 
possible adequately remove blood from the 
infant chamber 
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said that speech our most 
human characteristic. then 
that disturbance the speech fune 
the most human part us. 
patient who has lost his 
who makes otherwise 
ory physical recovery, presents num 
problems that are once puz 
and discouraging his physician. 
patient requires that the physi 
ian employ procedures that cannot 
ommon and orthodox sense. will 
quire, too, that adopt attitudes, culti- 
vate interests, and develop insights that 
the management other types 
ian prepared provide the 
patient with advice and 
raining that may quite alien the 
isual pattern his counsel and help. 
loss the larynx humans pro- 
luces obliteration the speech func 
The absence phonating 
chanism makes production 
for speech impossible. More than 
the surgical interruption 
per airway also makes difficult for 
ses which are important components 
speech sounds. 
apparent all who deal with 
patients that the loss the 


ve of Medicine, University of Hlinois 


nted at the Fifty-Second Annual Session of 


American Academy Ophthalmology and Oto- 
volory, October 12-17, 1947, Chicago, Il 
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The this crisis can 


fully estimated only one takes the 
time come understand the primary 
place that communication holds 
chological social health. Personal 


happiness and efficiency are basically 


determined the character our so- 
cial adjustment that any disarticulation 
sirable changes our personality. The 
with which personal- 
social intimacy achieved and 
tained speech communication. 

now commonly agreed that the 
steps the program rehabilita- 
tion for the must ante- 
date rather than follow 
procedures they are most 
tive. They must also continue long after 
the intervention surgery. The prog 
must include early objective assess 
ment the patient’s intellectual, emo- 
tional, and social endowments. Such 
appraisal the patient’s personal pre- 
possessions makes possible predict 
with greater accuracy how adequate his 
adjustment will be. Some patients 
are constituted that are never 
able gain adequate insight into the 
implications the handicap. Others 
not possess those qualities personal- 
itv that make possible for them per- 
severe the program re-education. 
Still others are victims 
that operate prevent them 
lowing the instructions and, hence, 
recovery and vocational 
adjustment are never realized. Fortun- 
however, most will patients 
whose level intelligence. social and 


personal insight, and strength moti- 
vation make possible for them, with 
special help, develop pattern 
ing that nearly normal that can- 
not said that they are any true 
sense handicapped. 

When the decision remove the lar- 
ynx made, the full implications the 
loss this structure the life setting 
the individual should carefully and 
conscientiously examined with him. The 
nature and function speech should 
carefully discussed with 
Most normal persons pay little atten- 
tion how they talk and what the abil- 
ity talk means them their daily 
life. best discuss considerable 
speech, what the mechanisms are that 
result intelligible human discourse, 
and the simple but useful physiology 
the whole speech 
This should then followed clear 
and detailed description the effect 
the removal his larynx. Many physi- 
cians make the error withholding 
these facts from their patients presum- 
ing that were they given they would 
cause too great emotional distur- 
bance. However, from mental hygiene 
standpoint would observed that 
fears are for the most part derived from 
ignorance and, when the patient pro- 
vided with the facts with which think, 
when given knowledge his con- 
dition and its probable effect, able 
develop and maintain security which 
can found through other source. 

The patient should helped un- 
derstand what will feel like awaken 
from anesthesia and longer able 
speak aloud. should then pre- 
pared for the fact that there will also 
modification his sense taste 
and smell. should prepared for 
the fact that the ventilation his nose 
and pharynx will altered and that 
such common everyday acts blowing 
his nose will difficult for him. 
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discussion the many social and 
hygienic implications wearing tra 
cheotomy tube should never omitted. 
this point wise present the 
patient, objectively possible, the 
three approaches speech restitution. 
These routes are, first, the use the 
pneumo-mechanical larynx second, the 
use the electrical larynx and third, 
the use substitute voice commonly 
called bucco-esophageal speech. must 
admitted that there 
electrical larynges are indicated. The 
disadvantages these instruments 
apparent however. They must 
the hand, thus preventing 
both hands work. They must 
electrical repair. They are unnecessar 
that patients who use such instruments 
have them their pockets when critical 
speech situations The quality 
speech that derived from pneumo 
vet satisfactory one. The instruments 
not permit pitch and intensity the 
voice varied and the sound pro 
duced many ears objectionable and 
distracting. speech 
now generally conceded the pre 
ferable method. 

means air inducted into the esoph 
agus and its eructation 
mouth the esophagus skill which 
difficult for most patients learn, but 
proper instruction will greatly 
the length time and the frustration 
which these patients must undergo 
fore returning cir 

the most serious 
experienced the laryngectomized 
tient and one which not fully 
wilderment and 


ACAD. OF & 
J 
| 
A 


tion that accompanies the 
exact and incomplete directions most 
frequently given patients physi 
how swallow air,” they 
are told, when, matter fact, evi 
dence accumulating that such direc- 
tion may not helpful many oth- 
ers that could, and should, 
Such unspecific direction often confuses 
and obscures the real nature 
learning tasks accomplished. 

well that should acknowledge 
the fact that most physicians are neither 
trained, nor perhaps 
should say, interested cultivating the 
sary help persons having speech and 
voice disturbances. this area that 
the the speech pathologist 
and the speech correctionist the 
ical management the larvngectomized 
apparent. These trained, clin- 
ically-oriented specialists approach the 
task the re-education the 
knowledges and procedures that are 
valid their area are the medical 
and surgical procedures the physi- 
Clinical speech pathologists under- 
stand the physiologic details the new 
speech process psychological 
processes that underlie all learning and 
relearning. They are able direct prop- 

rly this learning process through the 
use appropriate materials de- 
vices. They know how motivate the 
and are able hasten the proc- 
hat are quite impossible for the patient 
for himself. Therefore, the physi- 
ian should ask for the immediate co- 
peration persons who are possessed 
the ability conduct re-educational 

rocedures speech. 

the hands experienced speech 

inician, the rehabilitative management 

the laryngectomized patient would 
roceed something like this: when the 
hysician suspects from the voice the 
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patient, the intralaryngeal picture, and 
that 
will made and that ex- 
cision the larynx mandatory, the 


the biopsy final diagnosis 


speech pathologist will asked once 
establish relation with the patient. 
tient just how has been producing 
speech throughout his life. This will in- 
volve examination the elementary 
phy siological facts speech 
This great importance because 
will provide frame reference for 
his appreciation the nature the 
new type voice that will asked 
develop. The speech clinician will as- 
sist the patient develop objective 
attitude about his impending loss, help 
him resolve his anxieties and fears 
about the loss his speech, 
vide him with information that will di- 
rect his attention the task learning 
new skills and thus reduce the anxiety 
weeks. the patient’s physical condi- 
tion permits, the speech 
begin train the patient new uses 
his throat, neck and chest muscles 
even before the operation. This will 
done demonstration, explanation and 
supervised exercises. 

When the patient has made reason- 
ably complete recovery from the sur- 
gery the speech clinician will discuss 
with him the importance using writ- 
ing temporary means for communi- 
cation prevent the cultivation the 
tempts are rarely intelligible others 
and produce great frustration and an- 
noyance except skilled lip readers, 
and even for them the exaggeration 
which accompanies such speech attempts 
makes such lip reading difficult. The 
nature, advantages and disadvantages 
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duction will then discussed, evaluat- 
ed, and compared detail. Unless study 
the patient shows that attempts 
learn esophageal speech will 
lessly because barriers intelligence 
choice. 

soon possible the speech clini- 
cian will show the patient actual 
demonstration how induct 
his esophagus and regulate its eruc- 
tation means new muscle 
nations the pharynx and upper thor- 
ax. The exact physiological details 
impounding air the esophagus and its 
release through the esophageal 
are not too well understood. Careful 
speakers well x-ray and phonetic 
studies, those Dr. Julius McCall be- 
ing especially intelligent and imagina- 
tive, show that these patients not 
actually “swallow the usual sense 
the term. MeCall’s research has 
shown that the best speech achieved 
when relatively effortless induction 
air into the upper third the esopha- 
gus, less, attained. This action ap- 
pears sudden but controlled en- 
largement the pharynx, concurrent 
movement the mylohyoid 
glossi muscles not unlike that occurring 
projecting bolus food toward the 
tion the extrinsic muscles the lar- 
yngeal region. This muscle 
synergy can greatly 
voluntary and involuntary exercise. The 
frequency and concentration exer- 
cise these muscles almost wholly con- 
ditions the type, flexibility and ease 
voice attained. 

clinician will frequently 
have esophageal 
speakers who will willing demon 
strate their speech the patient and 
thus give him the security that comes 
from knowing that the goals that have 
been set can actually achieved. 


will, possible, set group 
tion and opportunities 
being aware the valuable 
interpersonal stimulation such teach 
ing and learning situations. The clin 
will preseribe and super 
vise designed exercises the control 
the processes air induction. will 
guide the patient through series 
employing the 
ageal voice. These will graded 
that the patient will have 
from one the other. will helped 
pre functional useful speech 
sible. will guided the discovery 
that his new speech can use 
great many his old skills and has 
need relearn One these 
the process articulation. 
master too, the skill speaking 
and easily regardless head and 
positions. 

the obstacles these 
have overcome the reduction 
excessive neuromuscular 
tend develop their efforts 
produce speech. These 
sions are unquestionably the most usua! 
deterrent successful development 
talk the wil 
strive too hard. These efforts 
accompanied such high degree 
rounding the upper airway that 
possible for him eructate the air easil 
and effectively. Merely telling the per 
son relax not enough. must 
helped see the relationship 
his anxieties and his overeagerness 
the muscle tensions. must give 
specific exercises cultivate genera! 
ized relaxation and achieve progress 
ively the ability control and reduc 
mvologic and nervous tensions. Thes 


exercises relaxation must actually 
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practiced and, the stages, must 
supervised the clinician. The 
tient must actually learn how 

When able produce few 
into smooth even phrase 
that there may immediate approx 
also trained bring the air 
esophageal reservoir rapid but 
and inconspicuous way. 

speech clinician will also make 
attack upon number other 
malhabits which the patient likely 
cultivate unless given assistance 
and One these malhabits 
tracheotomy tube during the esophageal 
speech This results 
the the tube and 
obscures much the speech. normal 
process. The cerebral cortex 
integrates the total synergy respira 
tion, valvulation the larynx and the 
chewing, sucking movements the 
mouth for normal 
When the total speech pattern modi 
loss the larynx and the esoph 
agus and pharynx are used for phona- 
tion this totality must fractionated 
and respiration must This 
difficult mechanism learn. 

The entire circumstance adjusting 
patient requires careful guidance. 
the attitudes people are 
likely exhibit regarding him. 
helped understand what adjustments 
must make free himself from the 
embarrassments and insecurities 
hat attend public recognition his dis 
ibility. 

The very essential matters personal 


ivgiene are discussed. these 


the problem air shaft high 
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tracheotomy tube into the face the 
listener. The redesign shirts and shirt 
collars provide protection against the 
air shaft and the use small gauze 
aprons prevent exudate 
coughed into the faces his friends are 
considerations great social 
chological value. For example, quite 
natural that the larvngectomized patient 
should first put his hand his mouth 
When coughs since this 
habitual reflex. another 
however, learn put the handker- 
over the tracheotomy tube pre- 
vent spraying his environment when 
coughs sneezes. The patient can 
the adoption, the members 
family, revised attitudes toward his 
The speech in- 
terview with the family, develops 
understanding the problems that will 
contront the patient and gives practical 
advice and direction family relations. 

apparent, therefore, that the en- 
trance the speech clinician 
picture early date makes for great- 
surety that satisfactory 
tion for the laryngectomized patient can 
achieved. His intervention provides 
speech development and assists the pa- 
tient making adjustments the many 
that are associated with the loss the 
wearing tracheotomy tube, and 
learning and using effectively wholly 


new form ot speech. 


(By invitation) Evans- 
ton, Baker and have discussed 
these problems of the laryngectomized over 
considerable period and have found our- 
selves agreement practically every point 
from the management malattitudes the 
methods teaching the 
Since, therefore, contrary point view 
cannot presented, the claboration few 
points order. 


i948 
BATE 


232 HERBERT KOEPP BAKER 


was suggested the paper that “rehabili- 
tation for the laryngectomized must antedate 
rather than follow surgical Many 
surgeons realize this and, therefore, prepare 
their patients psychologically. Few, however, 
attempt any presurgical vocal education. This, 
course, easily understood. The surgeon 
does not have the time. Once the removal 
the larynx indicated the survival the 
patient rightfully occupies the surgeon’s atten- 
tion. Following the laryngectomy, however, 
when the patient realizes alive and well 
again, the loss his voice assumes tremen- 
deus proportions and constitutes 
chological, social and economic handicap. 
this point there strong motivation 
speak again and is, therefore, 
priate time start speech training. This as- 
sumes, course, that the speech correction- 
ist was unable see the patient prior sur- 
gery. The summary this point view 
that the earlier the speech training can 
begin, the better. Delay likely produce 
defeatist attitudes, embarrassment, and, 
dition, voice habits which must later 
learned. believe there ample clinical evi- 
dence that most laryngectomized patients can 
learn esophageal speech and, therefore, 
unfortunate when they are 
garding its possibilities. 

The inefficient habits which must 
learned often result from the instruction 
the patient swallow air. The case 
woman another city came 
tion recently. She was told her physician 
keep swallowing air and then belch. 
Articles which she read suggested the same 
procedure. She worked diligently distending 
herself times from normal 34-inch waist 
inches. That she was occasionally un- 
comfortable mild and she 
was unable use the swallowed 
speech. Later she quickly learned 
efficient way produce sounds and now 
talking with considerable skill. have known 
only one man who learned speak swal- 
lowed air but speaks with great effort. 
has been our experience that the instruction 
swallow air detrimental good esopha- 
geal speech. 

There are two other taking 
air into the esophagus which are better. The 
first might called injection procedure, 
and the second direct inhalation. The in- 
jection method accomplished with the ton- 
gue. This member placed the position 
used the start “d” sound. With the 
nasal port closed the tongue lifted and re- 
tracted, thereby forcing some the air which 


methods 
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the mouth and pharynx into the esopha- 
gus. the only place where 

The direct inhalation 
efficient and was that procedure which was 
mentioned Dr. Baker’s paper 
the pharynx are relaxed the time 
quick inhalation. The air pressure within the 
thorax and hence the esophagus 


method the most 


The muscles 


rush into from the pharynx 
The methods 


here 


taking the air have been 


stressed because are both funda 
mental and critical 

There least one other item the paper 
which deserves elaboration, that the emo 
tional stability and personality characteristics 
the patient. The people who have come 
might placed into three rather broad 
categories. First, those who seem 
adjusted their problems; they accept the 
fact their laryngectomy, feel embarrass 
ment about it, and are willing whatever 
indicated learn talk. They usually 
make rapid progress. 

The second group made people who 
are less cheerful than the first. They are em- 
barrassed about their condition. They often 
avoid meeting even their close friends, and 
may 
vocal re-education. Their progress speech 
usually because they are 
reluctant make genuine effort. 
these people learn speak 
rapidly become more sociable and hap 
pier. 

The third group composed those who 


regarding their 


slower 


won't try. have had only one 


would classified here. The idea trying 
produce the esophageal voice was 
pugnant him that could not bring him- 
self make honest effort even 
was advised get instrument 
was able manage successfully, and 
the report speaking 
with 

The esophageal voice not difficult 


whic 


was 


Those who use lead completely normal, hap 
think should recommended 
early the therapeutic process 
most laryngectomized patients. 


lives. 


absolutely right when states that 
the time begin the rehabilitation the 
laryngectomized patient before 
after operation. The the 
esophageal voice these patients dependent 
upon the learning belch. 
does not learn the technic belching 


can- 


‘ 
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not develop esophageal much 
easier learn this before the larynx 
moved than after. training 
before operation, the glottic space 
closed training delayed until after 
laryngectomy, much more difficult for the 
patient learn belch. The average person 
can master the technic two three days’ 
training 

men doing laryngeal surgery would 
sist that these patients spend two 
before operation mastering the technic 
belching the development the esophageal 
would certain 

laryngectomized patients, including 
some aged and foreign born, who 
liminary training belching, developed 
esophageal voice good enough under 
stood over the telephone. 

Three vears ago, under the direction Mrs 
\my Chapin, assistant chief the Cleveland 
Hearing and Speech Center, affiliated with 
Western Reserve University, the Lost Chord 
Club was organized. This club composed 


people who have had laryngectomy. Their 


purpose help others who are readjusting 
eir lives due laryngeal carcinoma. Mem 
ers this group are happy 
patient the Cleveland. The 
group meets monthly and the better speakers 
and encourage the poorer speakers 
Working with this group Miss Lillian Schu 


ler, club director, who 


is turther able to help 
nv member who has a personal or vocational 
blem. are all trying let the club 
embers help each other and themselves 
ere charge for membership 
lub and there great enthusiasm 
lessons are available those 
who care avail themselves. The 
lividual instruction given Mrs. Florence 
ross. She has had laryngectomy 
esophageal voice. 
the past two years 
ostoperative laryngectomy cases from 
state the Union. None 


cases had preliminary training. Twenty-five 
per cent these people were unable de- 
velop any speech. Seventy-five per cent de- 
veloped esophageal voice. these per 
cent had fluent speech; per cent had fair 
use the voice, and per cent had some 
speech. believe that those who 
use the voice were able develop fluent 
voice home. The average number les- 
sons received each was five. 

Through the efforts Mrs. Chapin, the 
Republic Steel Corporation and the Sirat 
Grotto Cleveland have donated sum 
money produce sound movie film the 
rehabilitation the laryngectomized patient. 
our plan have several duplicates made 
and they will made available members 
the Academy and the centers speech 
training throughout the country 

should like ask Dr. Baker the more 
extensive operative procedure handicapped his 
patients the development the voice 

has been honor discuss Dr. 
paper subject which very much 


interested 


comment colleague and Dr. 
tude with regard the influence the extent 
surgical procedures the ultimate voice 
obtained, must admit that don’t have 


+} 


orough-going objective evidence. Our feel- 
ing is, however, that matters relatively 
tle how extensive the surgery far 
its ultimate effect the quality 
amount voice the patient achieves con- 
Moore shares this view) that the ultimate 
amount voice, its quality, and its usefulness 
are dependent upon certain psychological and 
social attributes the patient and his 
learn new procedures rather than the 


operation itself. 
Thank you very much. 
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CONGENITAL CHOANAL OCCLUSION 


Farrar M.D. 
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the choanae the closure 
the posterior end the nasal cavity 
acquired membrane. The atresia may 
unilateral bilateral, and complete 
incomplete. The occluding tissue may 
bone, cartilage, bone and cartilage, 
soft tissue. 

complete atresia the occluding wall 
attached the margins the cho- 
anae and the posterior end the 
nasal septum. the incomplete type 
the tissue may attached any point 
the choanal margin, and may 
any size shape. This essay deals pri- 
marily with the complete bony occlu- 
sions, either bilateral unilateral. 


HISTORICAL REVIEW 
According the first recorded 
case was discovered autopsy and was 
reported prior 1775, 
and published Gottingen, Germany. 
1853, the first case clinically diag- 
nosed was recorded Emmert.? 
found year old child with bilateral 
atresia and relieved surgically. 

1886, reviewed all the 
cases published that date, num- 
ber. 

1910, stated that only 
cases unilateral atresia and cases 
bilateral atresia were found se- 
ries 27,863 patients registered with 
diseases the nose the Royal In- 
firmary Edinburgh. His report 
examination post mortem specimen 
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choanal atresia stated marked 
desquamation the external layers 
the mucosa the olfactory region was 
noted with fibrous thickening 
submucosal tissue and small cell intiltra 
tion the deeper 

Hart and reported case 
complete bilateral bony the 
posterior choanae baby only 
hours old. 

Two cases complete bilateral bony 
occlusion were reported 
1937, one infant days old and 
the other child years and months 

they had seen cases the Clin 
ic, the being day old and the 

Cosmetic effects choanal atresias 
and also Kaz 


were noted 


who reported that some cases 
had asymmetry the face, while Dar 
described the lateral expansion 
the upper jaw another case. 

reported bilateral atresias 
sisters whose case histories men 
tioned brother who had died 
from asphyxia due 
the same malformation. 

reported boy, his sister, and 
mother, and possibly brother and 
materal aunt the mother, with 
lateral congenital choanal atresia. 

1940, stated that approxi 
mately 220 cases had been reported. 

survey the literature, total 
269 cases was found. compila 
tion only those cases which were report 
the operating were 
counted. The report sisters with 
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rity. 1 Posterior view of the nasal fossae, 


Vol. Philadelphia, 


complete bilateral bony atresia, which 
this essay includes, apparently with 
out precedent 

One concludes definitely that some 
cases this condition hereditary. 


ETIOLOGY 
Congenital atresia the posterior 
naris due the malformation the 
rested development tissues the re- 


the choanae. 
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(Deaver, B.: Surgical Anatomy, Ed, 
Blakiston Co., 1904 

Since the exact genesis choanal 
atresia the embryo unknown, 
shall not attempt construct the em- 
development the primitive 
palate, septum pharynx. 

generally conceded that the con- 
dition due malformation the 
nasobuccal membrane the bucco- 
pharyngeal membrane. 

For detailed phylogenetic descrip- 
tion this condition the works 


sated bone Vidia ene 
phia, 
q 


WILKERSON 
and Green*? are value. 


SURGICAL ANATOMY 

you know, the normal boundaries 
the posterior nasal orifices are osse- 
ous, prevents their collapse. The 
the nose much wider than the 
roof, and slopes inferiorly from before 
backward. The nasal cavities are nar- 
rower the middle than either end. 
Above, the choanae are bounded the 
the sphenoid bone and the alae 
the vomer, inferiorly the junction 
the hard and soft palate, laterally 
the medial plates 
processes the sphenoid bone and the 
perpendicular plate the palatal bone, 
and medially the nasal crest the 
palatal bone and the vomer. 

The congenital anomaly discussed 
this paper was, each reported case, 
attached firmly the above described 


SYMPTOMS 

The total occlusion the involved 
naris nares the main symptom 
choanal atresia, all other complaints be- 
ing secondary. 

The nose discharges thick, glassy mu- 
cus. This drainage, well 
must course anteriorly and literally 
pushed out the nose other glandu- 
lar secretion. Occasionally 
sults. 

The naris narrowed and the floor 
the nose elevated, with malocclu- 
sion result. The occluding wall 
bulges posteriorly. The ear drums are 
retracted and deafness may result. 
the bilateral cases the pharynx dry 
pharyngitis sicca. The facial ex- 
pression, some cases, resembles that 
which occurs when large mass 
pharyngeal tonsil present. Air, which 
the normal act swallowing 
forced into the eustachian tubes and into 
the nose, prevented choanal occlu- 
sion from following its usual path and 
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positive pressure into the 
middle ear. 

Anosmia was proved all 
cases bilateral choanal occlusion. 


DIAGNOSIS 

The case history, although important, 
unreliable when the atresia com 
plete but unilateral, when bilateral 
lesion incomplete. 

complete occlusion the diagnosis 
may made several ways; the 
use the nasopharyngoscope, post 
nasal examination, the introduction 
sinuses, 

the diagnosis definitely con 
sidered, may proved the intro 
duction into the naris 
nares followed roentgen examina 
tion, attempting force air 
through the nose with Politzer’s bag 


DIFFERENTIAL DIAGNOSIS 

Although unproved, choanal atresia 
might erroneously diagnosed 
enlarged thymus. 

The atresia must differentiated 
from other lesions which 
naris, such acquired membranous 
occlusion the posterior nares caused 
fections, nasopharyngeal and intranasal 
tumors including polypi, other 
conditions whose diagnosis 


obvious. 
TREATMENT 
The treatment 
should, most cases, done under 


which 


general anesthesia. 

From the early literature, one 
pressed the fact that the first oper 
ations the occluding bone was removed 
gouges since the surgeon had neither 
biting electrically driven 
burrs. 

mucosal flap, dissected from the pos 


ae 
t 
q 


terior portion the septum cover 
the raw areas, was first advised 

Katz, Preysing and 
and advised the 
removal the posterior end the 
with the occluding bony 
wall. 

was recommended 
and membranous the 
choanae. 

anomaly, advised the lat 
eral retraction the columella and the 
septum, 
these structures, and the removal the 
inferior third the septum its 
tirety. 

The transpalatine surgical approach 
has been advocated 
and others. 
that surgical technic and survey the 
literature, article suggested. 

article Wright, Sham 
antral approach. That procedure was 
devised the lateral wall 
the pharynx was displaced 
ind the septum also narrowed the naris. 

Regardless the type procedure 
employed there are certain general sur 
vical 

the nares prior the operation reduces 
the bleeding thereby aiding the visibility 
the operative 

resection, remove polypi, 
working room. Since 
the bony wall thickest infe- 
the initial can made 
more easily from the medial line supe 
and the central portion. The 
posterior end the septum may re- 
moved one three ways: sub- 
mucous resection; the use biting 
forceps inserted through the mouth and 
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proach; the simplest method, that 
ports. 

Care must taken that 
nates, the choanal boundaries, the phar 
ynx, the sphenoid sinuses, the 
sphenopalatine artery crosses the 
under surface the sphenoid are not 
removing the posterior 
end the septum the sphenoid above 
must protected. 

The surgeon should keep one two 
fingers the nasopharynx during the 
entire operation act guard, 
guide the various instruments and aid 
the co-ordination the re- 
quired for any surgery. 

cases where adenoids are present 
they should removed the time 
the operation either before after the 
atresial surgery, depending upon the in- 
dividual case. 

was necessary devise long-shank 
motor-driven burrs used with 
dental handle for this procedure. The 
ordinary burrs with short shanks can 
not satisfactorily occluding 
wall, and too, with those the operative 
field totally obscured. 

The number burr used 
forating the bony cartilaginous atre- 
sial wall. Care must exercised that 
only the occluding wall perforated, 
that the sphenoid sinus will not 
The number burr used for 
the rapid removal the central portion 
the anomaly. Burr number 
more slowly and therefore can safely 
used around 
The smooth ends burrs number and 
enable the surgeon hold his tinger 


the ends the burrs the wall 


boundaries. 


removed thereby protecting the other 
structures and guiding the instrument. 
(See fig. 2.) 

The choanal burrs* are mil- 


limeters diameter with four inch 


Mueller Co. can supply these burrs 
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FIG. Choanal burrs used removing choanal 


occlusion. 


shank, making them suitable 
tient any age. 

With the burrs described above, bone 
can ground away, with little trauma 
the turbinates. The size the burrs 
must determined the surgeon after 
the problem involved has been 
considered. The use round burrs 
not recommended. 

The burr should run slow 
moderate speed prevent damage 
adjacent tissues from excessive heat. 

Postoperative imperative for 
the prevention granulations which 
might encroach upon the newly formed 
lumen. 
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sinus prior to treatment. 


CASE REPORTS 

The tirst cases pertain 
with complete, bony, bilateral occlusion. 
After much interrogation informa- 
tion about the presence congenital 
anomaly the family history was pro- 
duced. The case history was the same 
all three instances; normal, nontrau- 
matic deliveries, difficulty 
continuous albuminous discharge from 
the nares, and frequency upper res- 
piratory infections. 


Case W-F, age 18. The general 
examination was negative. The nares were 
narrow and filled with thick tenacious mu- 
cus. The turbinates were not 
appeared congested. Both ear 
retracted. enlargement was 
present. The arch the maxilla was 
narrow, and malocclusion was present. Small 
pieces tonsillar were noted 
fossa following previous tonsillectomy. 
adenoid tissue was seen the nasopharynx. 
The lining the nasopharynx was dry and 
glossy with some strings mucus adhering 


FIG. Case Little increase density the 


right maxillary sinus after treatment, 


the vault. With pharyngeal mirror, the 
wall the choanae was seen with 

ridge bone its inferior 
The occluding wall was pushed posteriorly 
cept its attachment the septum. Witl 
finger the nasopharynx the bony wall 
was removed with burrs 


and biting forceps. 

The posterior end the vomer 
moved the use sharp curved chisel 
forced through the soft tissues and the bone 
the septum, and cutting forceps 


move the tissue posterior that incision 
Despite the fact that the posterior end 

the septum and the occluding wall 

moved, the lumen, ninety days, 
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Audi prior to choana! 


right ear. N left ear 
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AUDI-GRAPH 


Name 
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PRACTICAL HEARING Loss 


z 
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HEARiIne Loss In SENSATION Units 


seven years fol 
Marked improvement noted 
right left ear. 


FIG. ¢ 
lowing surgery. 
right ear. 


( 


LUSION 


tissue. 


was done 


encroached upon 


operation, using only biting forceps, 
have been satisfactory for seven vears 

this patient was vears age. 

facial expression and the marked 
“adenoid facies” rapidly disappeared 
following the operation. infection the 
right sinus subsided after treatment 


has remained well. 


the vacant 


picture 


and the patient 


\ir conduction. loss was noted 
right Seven vears later 


noted 


the ear 


Was 


N., W-F, age 14; and Case 

W-F, age 11, presented, with few 

The exceptions are follows: 


tonsils and adenoids were present 


same 


Case | 


The adenoids had removed 
ample breathing space few weeks 
This should 


the original 


provide 
fenestration 
the 


choanal 


operation 

The 
Case the posterior end the 
and the openings remained 


operative procedures were different 


not removed, 


patent 


learn of 


present but abun 
discharge occurred for about three 
gradually diminished after the 
displacement treatment. 


sinusitis was 


use 
the 
Only loss hearing was present 

W-F, age 15. The family 
irrelevant. The patient gave the 
frequent upper respiratory 
tions, nasal discharge, blockage, and headaches 
diagnosis bilateral chronic maxillary and 
ethmoidal 
examination showed the clouding the 
The atresia the right choana should 
have been observed when studying these plates 


was 


was made. 


and Schaet- 
shows the nasa! asym- 
metrical unilateral complete choanal 
atresia, While normally there varia- 


Pendergrass, 


cavities 


tion between the two sides. 


operation 
transantral 
However, the patient 
blockage 


bilateral 
with 
patient 


combined 
gave the 
right 

more complete examination, with naso- 
revealed 


relief. 
naris 


pharyngoscope 


} 
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FIG. 7 Case 4 Increased density of antra 


posteriorly unilateral atresia the choana. 


wall occluding the posterior choana the 
right naris. 

The same operation was performed 
Cases and the posterior end the 
vomer not being removed. The result was 
good and has remained so. 


Audi-graphs both before and after the opera- 
tion showed evidence deafness. 
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Case W-F, age 19. The 
history was negative. The had been 
birth and much discharge had 
been noted. Two previous surgical procedures 
for choanal had given only tempor 
ary The diagnosis was made 
nasopharyngoscope and examina 
creased density of the lett maxillary, right 
ethmoids and sphenoids 

The end the septum 
occluding wall were removed 
area with probe revealed what 
dehiscence the upper face the lett 
sphenoid sinus. 

Many roentgen examinations, 
and examinations with the 
shaped probes proved that the upper face 
rather that anomaly, persistent 


cramopharyngeal canal, was 
tended from the pharyngeal wall the sella 
turcica, bounded the septum the sphenoid 


sinuses which was separated 
make room tor this canal. 


yngeal canal very rare and almost 
unknown anomaly. Few articles, and 
many those quite have been 
written the subject. 

sphenoid bone states, known 
the cramopharyngeal canal, extends 
into the body the sphenoid trom the 
reaches its under surtace. contains 
process dura mater and represents 
the remains the canal the base 
the cranium, through which 
Rathke’s pouch extended upward 
the 

also deseribes this anomaly 


COMPLETE BILATERAL CHOANAI 

OCCLUSION THE NEW BORN 
which the child could breathe only with 
its mouth open. imme- 
diate surgery and used mouth gag 


™ 
| w | ¥ 


CHOANAL OCCLUSION 


FIG. 9 Roentgenographs with lipiodol in naris s 


choanal boundaries (Courtesy of 


til the surgery was 
advice remains Following 
series autopsies infants who die 


asphyxia neonatorum, stated that 


choanae was trequently responsible, but 
details were given. 

the new born, mouth breathing 
not immediately instituted the infant 
deep-seated instinct the new 
born breathe through the mouth when 
the nose blocked, otherwise the mor 
tality rate would much higher. 

The that the diagnosis cho 
inal occlusion rarely made the 
fant indication its incidence. 
ach time ceases cry 

mouth, one surely should suspect 
ilateral complete choanal atresia. 

The muscular co-ordination the 

born rather primitive the 
hild unaccustomed nursing de- 
lutition. the new born with complete 


t oce! L Mit to be anterior to the normal 


atresia breathe tor 
period time and learns 

nurse and swallow the 
blockage, his chance survival good. 
high rate birth shows 
for the loss nasal ventilation. 

and state, “Phylogenetically the 
nose was originally the lower animals 
chiefly olfactory organ, but 
vironmental surroundings dictated, the 
olfactory function has become recessive 
and the respiratory one man has as- 
sumed the most important role.” 

Pediatricians and obstetricians 
any child with choanal occlusion. 

soon the diagnosis made 
the new born, constant nursing care 
required tracheotomy cases. 
should emphasized that 
tients must have constant 
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Specimen infant with membranous choanal occlusion. (Pan- 
coast, Pendergrass, and Schaeffer: Head and Neck in Roentgen Diagnosis, 


Springfield, Charles C. Thomas 


sage through their mouths. there- 
mouths kept open. 

these cases the surgery urgent. 
This can done with bone cutting 
burr with long shank the same 
ner described previously. One may 
not able, the day old infant, re- 
move completely the offending anom- 
aly. But, least, adequate 
sage can established easily and quick- 
lv. Rubber catheters, emergency, 
placed the nose through the newly 
formed openings and held place with 
safety pin and adhesive. second op- 
eration later date, indicated, 
technically more difficult than the 
primary procedure, and one has more 
surgical room the child grows. 

Case W., W-M., age day. This case 
bilateral choanal atresia the report 
patient, for whom was the consultant Dr. 


Guy Maness Nashville, 
allows include it. 


The family history was essentially negative 
The birth was uneventful, the baby well 
veloped and good condition except for 
which was treated clysis and 
given 


plasma intravenously. 


The father discovered that the 
mouth had kept open the 
came blue. The child had been allowed 
nurse only one time became strangled 
had had only few 
because his 


after few seconds. 


The turbinates were congested and the wal! 
occluding the choanae was pearly gray 
seen through the anterior nares. 

Under ether anesthesia, the occluding wal 
bone and cartilage was fenestrated with 
electrically driven burr. Rubber tubes 
placed the fenestrations but had re- 
moved, frequently occurs, because irri 
tation. 

days later some granulations 
removed with Citelli forceps, and acrylic tubes 
were introduced through the nares into the 
nasopharynx. Two weeks later 
were removed. 

When 
choanae were patent. 


later, 


months 


iat 
ig 


FIG. Acrylic tube placed through 
pening made int occluding wall. Devised by Dr. 
M Maness and manufactu | by the General 

M l Co Nashville, Tent 


CONCLUSIONS 


The incidence congenital choanal 
Warrant its consideration 
sible diagnosis rhinologic cases. 
The diaphragm can only removed 
surgery, which simple ex- 
perienced hands. 

Regardless the surgical technic 
emploved, the postoperative care 
extremely important, and the lack 
accounts for most our fail- 
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Though seldom tound, other anom 
alies this anatomical region should 
sought. 

the new born the high mortality 
rate indicates the need emergency 
treatment. 


publicize medical 


choanal atresia the new born. 

When examining case one should 
ascertain whether not 
the patient, regardless age, can 


breathe through each side 


nose, 
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DISCUSSION 

Minn.: This paper Dr. Wilkerson valua 
ble because reports, apparently for the first 
time, three sisters, all with bilateral 
choanal occlusions. Dr. Wilkerson 
poses new technical procedure. 

observations this disorder have been 
limited and have been follows: 

One case unilateral complete membranous 
occlusion was seen infant few weeks 
old. cure was rather accomplished 

case was seen bilateral occlusion 
infant few weeks old with membrane 
one side and bony occlusion the 
posite side. The membrane was removed 
out resident, and surgery the 
hony occlusion was postponed temporarily 
til the infant larger. 

case bilateral complete membranous 
occlusion was seen year old 
was rather easy remove the membranes 
piercing them and then biting the tissue away 
with small punch. 

One case bilateral complete bony 
sion had three surgical procedures before 
cure was effected. otolaryngologist 
neighboring city had opened the choanae 
the use punch and biting forceps 
after birth. Rubber catheters 
reaction and infection followed. 
openings stenosed after the tubes were with 
drawn. The infant was admitted our ser 
vice the University Hospital, and 
tempted cure the patient again bitin 
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out tissue and inserting larger rubber tubes 
Reaction followed and the tubes had 
openings were obtained. Finally, member 
staff, Dr. Jerome Hilger, produced ade 
quate openings removing the vomer and the 
posterior part the septum when the 
tient was months age 


Dr. Wilkerson’s addition the technic con- 
ists the use motor 
lriven burr. This appeals for use 
the adult, but would hesitate use 
new born because of the size of the infant 
the fact that would mean the use 
whirling, cutting instrument obviously 
procedure. Five the cases Dr. Wil 

rson has reported were not infants small 

His sixth case wes new born, and 

this instance his use burr was supple 
ented with the use, first 
which irritated; week later, the punching 
soft tissue with forceps, and again 
the use tubes, this time vitallium, .for 
period two weeks 


The only reason that consented dis 
iss this paper was report some observa 
tions made year old girl with com- 
plete bilateral membranous occlusion, who had 
never experienced nasal respiration until the 
membrane was removed. Some 
these observations are shown the tollowing 
slides 
The first slide shows lipiodol each nasal 
ossa prove that she had bilateral 
Note her well developed frontal sinuses 
sphenoid for her age 
The next shows sinus views 
ther positions and indicates well developed 
rontal ethmoid and sinuses without 
significant x-ray evidence 
hese were made before her occlusion was 
eved. The findings suggest that res 
ration not important the development 
the sinuses. the time this 
peration, biopsies were made from the mu- 
the anterior and posterior ends her 
iddle and inferior turbinates. 
ese sections indicated significant altera- 
from the normal the structure the 
blanket coating the cilia 


following three slides show micropho 
raphs some this biopsied tissue. The 
from the septum, the second from 
inferior turbinate, and the third from 
middle turbinate. The findings suggest 
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Hilding’s observation metaplastic mucosal 


changes the rabbit when occluded the 


naris cut off nasal respiration. 

This year old girl had thick, gray mucus 
the floor each nasal fossa. Attacks 
coryza had not been one 
She was not conscious any loss 
conduction tests indicated 
normal hearing. Her ear drums were some 
what lusterless, but she had never experienced 

The next slide shows well developed normal 
mastoid cells. Her dental occlusion 
might expected, and the next slide shows 
casts made her teeth. Because mouth 
breathing her adenoids had been removed 
unsuspecting family doctor. 
pharynx was relatively free lymphoid 
sue and appeared somewhat 
tonsils were present and not abnormal 

not pertinent this discussion specu- 
late turther this time some these find- 
ings. They offer, however, interesting op- 
portunity for thought concerning the role 
changes and their effects some aspects 


order appreciate this presentation Dr. 
Wilkerson, will necessary for you read 
the complete text, because has read very 
abbreviated edition the paper 

The incidence choanal occlusion 
tainly greater than the number 
ported the literature would imply. once 
telephoned Dr. Guyton, who knew had 
recent case, send the patient that 
might make some contrast films. Dr. 
offered send cases, for the patient 
had discovered that his cousin had the same 
trouble. possible that here have evi- 
dence inherited tendency 

The diagnosis young children depends 
upon the presence mucus the nose, the 
inability nurse, and blocked pharynx. 
brane like imperforate anus, you may punc- 
ture with catheter. opposed doing 
any extensive surgery young Chil- 
dren cannot stand much and 
nurse and carry them along, even depend 
tube feedings, until they are robust enough 
undergo surgery. This similar the 
experience the plastic surgeon with 
palate cases 

Some vears ago, Dr. Prentice the Uni- 
the central section the Triological, demon- 
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strated one these patients with 
choanal occlusion show that did not have 
any influence the development the sinus- 
es, and shortly afterwards the work our 
Montreal confreres brought out the fact that 
possibly the development our sinuses more 
dependent upon glandular secretion than upon 
respiration. 

The slide presented demonstrates that the 
patient has well developed sinuses, although 
has congenital choanal occlu 
sion. The method making these pictures 
was place the patient reclining posi- 
tion and fill the nose with lipiodol. One 
impressed the anterior position the ob- 
struction. doing any surgery 
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sever the end the septum, and order 
preserve the patency the openings, 
necessary use some type obturator 
postoperatively. 

handy use, the Blady. fits into the 
then 


may use one our balloons designed for 


the management fractures the antrun 
You must keep something the choana 
the obstruction reforms these cases 


\\ W. Wirkerson, M.D. Nashville 
the discussers, for this 


paper. Thank vou 
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M.D. 


BALTIMORE, MD. 
RY INVITATION 


study the diseases the lar- 
surgery, not one hundred One 
the books written diseases 
mann Albers, 1829. presents 
this branch medicine pre- 
times. Its first sentence 
reads, prognosis laryngeal dis- 
ease unfavorable.” Treatment outside 
the use gargles consisted touch- 
ing any lesion present with silver ni- 
trate pencil, puncture swelling with 
resort, tracheotomy. The mode exam- 
ination was contined oral inspection 
depressing the tongue with spat 
ula 

Tracheotomy, known already 
quite popular the 
medical world unavoidable last re- 
sort. Only cases tracheotomy were 

ors were removed thereby. Bauer! re- 
orted the first case 1833 and 
nann reported the most celebrated and 
one 1844. Many cases 
ryngeal were reported, but di- 
mosed only autopsy. 

1852, Horace Green New York 

and one his patients 

suddenly coughed the polyp into 

was able place hook the polyp 

the 

great development laryngology 

van following the perfection in- 

ented the Fifty-Second Annual Session 


Academy Ophthalmology and Oto- 
ngology, October 12-17, 1947, Chicago, III. 
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spection the larynx Garcia 1854. 
Many others had worked this prob- 


lem, among them Babington, 


Liston, and Avery, who seemed 
very close solution the problem 
1844, when suggested the use 
two mirrors, one attached the head 
and using retlected light. How was 
that Garcia, not doctor but singing 
instructor, could discover the method 
inspection the interior the 

was contemplative 
and speculative, but also had one 
advantage. was singer and 
had singers experiment upon. 
well known laryngologists how 
much better singer, through the con- 
trol his pharyngeal muscles, can dem- 
onstrate his vocal cords than the average 
preoccupied with the 
curring wish, expressed 
unrealizable, when suddenly saw two 
mirrors the Laryngoscope their re- 
spective positions, actually present 
eves. went straight Char- 
surgical instrument maker, and 
asking him happened have 
small mirror with big handle, was in- 
formed that had tiny dentist mir- 
ror, had been one the failures 
the London Exhibition 1851. 
bought for six franes. Having ob- 
tained hand mirror returned home 
ment. placed against the uvula, the lit- 
tle mirror which heated warm water 
and dried, then flashing upon 
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its surface with the hand mirror ray 
joy, the glottis wide open before me, and 
fully exposed, that could perceive 
portion the trachea. When excite- 
ment subsided began examine what 
passing before eyes, the manner 
which the glottis opened 
and moved the act phonation, filled 
with 

Shortly after his successful experi- 
ment, read paper his discovery 
before the Royal College Surgeons 
London and was received with apathy 
and incredulity. 1857 Garcia’s paper 
fell into the hands Dr. Ludwig Turck 
Vienna, noted neurologist, who be- 
gan experimenting with the laryngeal 
mirror and devised the perforation 
the head mirror which the eye looks 
down the central beam light, but who 
felt there was not much practical benefit 
obtained. Dr. Johann Czermack 


Budapest, born and educated 


Prague, borrowed the idea the mirror 
from Turck and was quick see the 
importance this new discovery. 
substituted artificial illumination for the 
uncertain sunlight, and there began the 
art medical laryngoscopy, which was 
looked upon its first years with con- 
siderable aloofness and skepticism, even 
its own advocates. Rhule devined 
that laryngoscopy might prove 
great help finding enlodged foreign 
bodies and making direct medical ap- 
plications. Physicians, 
were the first see the great possibili- 
ties laryngoscopy. 

Manuel Garcia died 1906 his one 
hundred and second year. his one 
hundredth birthday, laryngologists from 
all over the world assembled him 
honor. Speaking that occasion Sir St. 
Clair Thomson London said, “Since 
1858 those who sat darkness, peering 
into the problems Laryngoscopy have 
seen great light and let like Garcia 
continue filled with wonder and 
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Protessor Ludwig Turck 
and Johann Czermack both 
traveled over Europe demonstrating the 
use the laryngoscope. Unfortunately 
arose between these two men and 
became acute. Turck and Czermack con- 
tinued their war France, both giving 
lessons the art laryngoscopy and 
both claiming have 
idea. commission the Academy 
Sciences the Imperial Institute 
rival claims, did not decide the question 
priority, but gave them each honor- 
able mention and award 1,200 
for their services science 
introducing the laryngoscope. 

Ludwig Turck’s treatise the dis- 
eases the larynx with atlas, published 
1866, was one the greatest impor- 
tance and must considered, 
opinion, the foundation modern 
laryngology. 

fessor medicine King’s College, 
London, made this wise 
1864: “The laryngoscope 
this organ completely 
reach that are all exposed the tem- 
tation being too meddlesome. 
may too apt forget that struc- 
tural disease, strictly limited the lar- 
ynx, may yet constitutional origin 
and require plan treatment based 
upon the recognition that fact.” 

interesting and enlightening 
consider the case reports laryngeal 
tumors before and after the develop 
ment laryngoscopy and laryngoscopic 
removal. Ehrman found 
ported all the literature 1850 
Bruns estimated that 100 cases had been 
reported 1854. From 1854 
Semon compiled reports 12,297 
cases laryngeal tumors, 10,747 
benign and 1,550 malignant. The case 
from the vocal cord 
(1862) was especially noteworthy. 
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was following this report that surgeons 
evinced interest laryngology. 

With the great development endo- 
laryngeal surgery, was soon learned 
that endolaryngeal operations for malig- 
nant disease were, with rare exception, 
Hofmeister wrote, 
laryngologists today point with pride 
their results with endolaryngeal sur 
gery, the followers method 
which only their open method promises 
good 

With the increase the number 
tumors diagnosed, the opera 
tions laryngotomy and thyrotomy 
came more frequent, and New 
1873, Theodor general 
surgeon, after painstaking and laborious 
experiments animals, performed for 
the tirst successful total extirpa 
tion the larynx for cancer. 

True, the early operations, surgical 
mortality rates following operations 
and laryngectomy were 
high that many were skeptical their 
advisability. 

The most celebrated case 
noma the larynx, one which ended 
tragedy both for the patient and for his 
surgeon, was that Crown 
Prince Frederick Germany. Though 
this happened the last century, 
peated too even today. 
Many know this case well, but 
those who have not heard the details, 

retelling may interest- 

Frederick was the most popular prince 
ever had, democratic 

istes and liberal his ideas. Janu- 
rv, while his fifty-sixth vear, 
was seized with hoarseness. His 
hysician called Dr. 
professor medicine the 
niversity Berlin, and March 
diagnosed small growth the left 


vocal cord. was unable determine 
the nature the growth, whether 
was benign malignant. about 
fortnight, while was making speech, 
the hoarseness the Crown Prince was 
Gerhardt 
attempts remove this growth and 
the use the galvanocautery, endeav- 
ored destroy it. hoarseness con- 
tinued and the wound from the cauter- 
ization had not healed, von Bergmann, 
leading surgeon that time, was called 
consultation and suggested that the 
growth removed thyrotomy. 
proposed that the Crown Prince an- 
esthetized and the operation done with- 
out explaining the patient the char 
acter the operation its conse 
quences. When the matter was laid be- 
fore Bismarck and the Kaiser, they 
would not listen and demanded that 
the most experienced laryngologist 
the world called consultation. Al- 
though opposed the Crown Prince 
politically and disliking the Crown Prin- 
cess, daughter Queen Victoria, Bis- 
marek would not take the responsibility 
having the heir the throne oper 
ated without further advice. Several 
names were suggested, but Emil Lud 
wig, German historian, attributes the 
selection Mackenzie the Crown 
Princess. The controy over the se- 
acute, but was finally settled that Mac- 
kenzie should called. After 
ination, announced that was not 
sure that operation was necessary, 
and was not sure the growth was malig- 
nant, and asked that fragment this 
growth submitted for microscopic ex- 
amination Professor Virchow, the 
renowned pathologist. Virchow’s report 
was that the examination showed 
signs malignancy, but the fragment 
submitted for examination was small 
that another specimen should 
moved. Virchow’s report the second 
specimen indicated signs malig- 
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Gerhardt and von Bergmann still 
insisted that the growth was malignant 
but, view Virchow’s two reports, 
were less ardent regards the need for 
operation. Gerhardt went far 
accuse Mackenzie having nipped out 
piece the right vocal cord with the 
object deceiving Virchow. This, 
course, Mackenzie indignantly denied. 
the Crown Prince was eager take 
part the Jubilee Queen Victoria, 
the scene was now transferred 
land. Mackenzie was anxious have 
him remain England that could 
watch carefully the progress the dis- 
ease and treat him accordingly. This 
aroused the ire the Germans, but the 
Crown Princess had her way, and 
England remained. change cli- 
mate was then thought desirable for the 
imperial patient, and was removed 
Toblack. this point the optimistic 
prognostications Mackenzie, backed 
the favorable reports Virchow, 
seemed justified. Suddenly after his ar- 
rival St. Remo, change for the 
worse occurred and Mackenzie was sent 
for immediately. was asked the 
Crown Prince thought the disease 
was cancer, and 
“Sir, sorry say looks very 
much like consultation was held, 
and the Crown Prince was given the 
choice the removal the larynx 
the more palliative operation, tracheot- 
omy. February tracheotomy was 
performed. The feeling Germany was 
intense against Mackenzie, and the Ger- 
man propaganda England even turned 
his own countrymen against him. Mac- 
kenzie, replying the assaults made 
upon him, said, relied upon the find- 
ings the leading pathologist the 
world, Virchow, who reported found 
indication malignancy the spe- 
cimens examined him and predicted 
favorable outcome the case.” 
March the old Emperor died and 
Frederick became Emperor Germany 
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Frederick greeted Mackenzie 
with the words, thank you for having 
made live long enough recompense 
the valiant courage wife.” Fred 
erick died Potsdam June 15, 
after reign ninety-nine days, 
eighteen months after the first 
toms laryngeal disease had appeared. 
Morrel Mackenzie German 
medical world. The 
published account the illness, 
which Mackenzie replied work 
titled The Fatal the 
Noble, 1888, the publication which 
caused him censored the Royal 
College Surgeons. Due 
Mackenzie spent much the rest his 
life away from England, dying 1892. 
Some after the death Mac- 
kenzie the London Laryngological So- 
ciety, realizing the deep injustice they 
had done him, decorated 
very belated honor. 

this case the suspicions and diag- 
nosis the Germans were correct. Any 
growth the larynx, especially 
adult, must considered malignant 
til proved otherwise. 

During the period the development 
larvngology, 
and surgeons were also prominent. Dr. 
Delavan* points out that Horace Green 
was the first perform intralaryngeal 
medication and prove the tolerance 
the larynx the presence foreign 
body, and that Gurdon Buck was the 
first intralaryngeal surgery, which 
performed for edema the larynx. 
1873, Dr. Clinton Wagner, native 
Baltimore, established the 
tan Throat Hospital New York City 
and organized the New York Laryn- 
gological Society, the first this kind 
any part the world. 

The first American article the lar- 
was Dr. John Cheesman, pub- 
lished 1817, and was titled Case 
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Remarkable Disease the Larynx and 
Trachea and appeared the 
tions the Society 
New 

Solis Cohen Philadelphia per- 
formed the first laryngectomy Amer 
ica and was the first establish organ- 
Medical His textbook, 
Diseases the Throat, 
great value even today. 

Dr. Joseph New York, 
introduced intubation for diph 
theria 

his 
“He foresaw other conditions 


paper, Dr. says 
for which his tube, modification 
it, might useful, since offered ra- 
stricture the larynx. Still 
later, foresaw the value his idea 
for the expulsion foreign bodies from 
the trachea and bronchi. For this de- 
vised tube the largest possible cal- 
ibre and thinnest walls. This tube was 
inserted into the larynx, and the patient 
was placed his back and, certain 
extent, inverted, and the foreign body 
extruded coughing and other proper 
the patient himself means 
saving life the easiest and most 
direct 

Thomas Rushmore French, 1883, 
vas the first photograph the larynx. 

The next great steps laryngology 
were the development the direct ex- 
the larynx Kirstein and 
uspension laryngoscopy Killian. 

The distally lighted laryngoscope and 
designed Chevalier 
ackson, together with his outstanding 
ualities teacher, clinician and stu- 
have played major part the 
evelopment this specialty 
a. 


rr scope 


course the invention the elec- 
light 1879, the intro- 
the discovery the x-ray Roent- 
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gen all aided the development 
with 
branches medicine and surgery. 

The department pathology the 
Medical 
has done outstanding work 
the mechanism invasiveness can- 


They found low adhesive index, 
probably due lack calcium, 
mass malignant cells. This character- 
istic has been 
laryngologists for many years. Cancer- 
ous tissue, when removed for biopsy, 
comes away with feeling 
tance. They showed also 
cells possess amoeboid movements that 
enable them penetrate tissue the 
lumens and blood vessels. 
When these lumens are penetrated, ma- 
lignant cells are transported more 
distant parts, and their proliferation, 
build new colonies. 

Many people living today owe their 
lives the fact that the squamous cell 
larvngeal cancer migrates relative- 
slowly and remains within the con- 
fines the laryngeal 
months and, times, However, 
experience, when laryngeal can- 
cer has reached such intralaryngeal size 
invariably extended beyond and out 
the larynx, breaking through either the 
cricothyroid membrane invading the 
aryteno-epiglottidean fold. 

When this break through 
sion has taken place, the most radical 
operative procedure offers slight 
hope. Only early diagnosis with com- 
plete removal the growth, along with 
all tissue housing malignant cells that 
have migrated away from the primary 
growth, can produce cure. 

Microscopic examination tumor 
the larynx helpful, especially when 
positive, but the clinical picture all 
important. Certain growths, especially 
those originating the laryngeal pouch 
appendix, cannot successfully di- 
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agnosed the early stage the micro- 
scopic examination tissue, and diag- 
nosis must made clinical observa- 
tion. However, the methods Papani- 
when applied laryngeal se- 
cretions, may aid, especially 
those cases where satisfactory biopsy 
cannot obtained; for example, those 
growths originating the laryngeal ap- 
pendix. 


conservatism remove only 
most the malignant cells vocal 
cord and preserve the patient’s speech? 
Does have recurrence contin- 
uation his cancer? Must hear the 
same old cry, “Too little and too late’’? 
radicalism remove all malignant 
cells extirpation the larynx? 

Mackenty’ states, “It follows, there- 
fore, that the end the conviction 
forced upon one that the more radical 
operation serves best the majority 
cases, and that the less radical procedure 
laryngofissure must performed 
the minority cases until diagnostic 
skill and the patient’s earlier awareness 
his condition bring him under more 
immediate surgical 

“The plight the patient whom 
has been performed 
not abysmal almost universally 
believed. observation that 
pursues cheerfully his life’s work and 
often with even greater zest than be- 

The increased knowledge 
means spreading cancer cells, not 
only direct extension the growth, 
but the amoeboid movements sin- 
gle malignant cells, leads but one 
method cure; early diagnosis and 
extensive removal tissue when deal- 
ing with carcinoma the vocal cord. 
Until our pristine information concern- 
ing the cause cancer more ad- 
vanced, the best results would seem 
majority cases laryngeal cancer. 
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DISCUSSION 


very happy for the opportunity 
before this organization and for the 
discussing Dr. Broyles’ interesting presen 
tation the history the development 
laryngology. 

Progress any field medicine 
slowly and marked certain milestones 
you have learned. With 
means examining the larynx 
treating its diseases, the profession 
mained bit incredulous and apathetic, and 
saw little this discovery. After all, Garci: 
was singing teacher. Fortunateiy live 
long enough see accepted the 
fession. 

Horace 
concerning intratracheal medication also 
epoch-making. Incidentally, was from Nev 
York. was rewarded expulsion 
his medical society. They thought was 
charlatan. Later they realized that after 
this was outstanding contribution and 
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was discovery laid the ground- 
work and ultimately direct 
investigation of the tracheobronchial tree. 

the discovery mirror laryngoscopy 
ind perfection laryngoscopists, other 
factors have been very important. While 
was not aware the importance his dis- 
covery laryngology, contribution 
the lamp shed enormous 
light our specialty, and the subsequent de- 
velopment small but electric bulbs 
contributed immeasurably the field laryn- 
and particularly the field direct 
laryngoscopy and laryngeal photography 
this connection must also pay tribute 

those who made the mechanical equipment 
that important the practice our 
specialty 

The name MacKenty was mentioned 
connection with carcinoma the larynx and 
laryngectomy antedated his entrance into the 
laryngology, he, more than anyone 
else, was responsible for improving 
operative management and the mor 
tality rate this operation from level which 
was nearly high untreated carcinoma 
onsidered radical his views concern 
ing the need for laryngectomy. treated few 
his cases carcinoma laryngefissure 
and result few his cases died 
omplete removal the carcinoma. 

The successful treatment carcinoma 
the larynx, carcinoma elsewhere, based 
our present knowledge this disease 
ependent upon its complete removal com- 
plete destruction. the history 

and study the history laryn- 


ology clearly demonstrates this. When 

reduce common denominator, the mos! 
nportant consideration the treatment 
neer the saving life. The voice 
secondary matter and 
ould heed advice. 


enthusiasm for present activities and our 


anticipation things come indeed 
timely pause occasionally and look backward 
some the achievements our predeces- 
sors. These are apt viewed with tol- 
erance not with amusement 
that the time their inception they were 
quite novel and advanced any the in- 
novations which are being brought 
today. not easy put ourselves the 
position Manuel Garcia the vision the 
use the laryngeal mirror came him 
that Parisian garden. tends 
our reaction pick the electrically 
lighted laryngoscope. 


Yet the history all scientific invention 
progression from the first glimpse the 
principle through crude and clumsy ap- 
plications more and more refinement and 
perfection. Alas that easy forget 
those through whose efforts, persistence and 
enthusiasm are enabled constantly 
work. 

How often that the pioneer must 
forced not only contend with native ob- 
stacles inherent the problem but with the 
scorn and disparagement less imaginative 
confreres who, sometimes through ignorance 
sometimes through envy, belittle his efforts 
and seek discredit his discoveries. This 
added hindrance medical progress 
means extinct today, being not many years 
ago that the advocacy the ap- 
proach the mastoid was hailed with skepti- 
cism and even derision. Museum cabinets are 
filled with outmoded and antiquated devices 
over which some enthusiast has spent hours 
labor and thought, only see them sup- 
planted other and better ones, but without 
this mechanical evolution would find our- 
vastly handicapped our efforts 

And our thoughts and appreciation are 
due Manuel Garcia and host lesser 
known men whose labors have seen laryn- 
advance from sunlit glimpse the 
larynx the colorful motion photography 
1947. One wonders what Garcia would think 
ol it 
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LETTER THE EDITOR quality men entering the 
While agreed that you 
cannot build good house out poor 

The address published the top third the graduating 
the September-October, 1947, issue the medical college does not con- 
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our TRANSACTIONS thoughtful sur tain the only good quality men. fact, 
vey progress the field ophthal- solely scholastic standing 
mology. addition, Dr. Alan the undergraduate medical school, the 
between the upper and the 
middle thirds the class are generally 
Besides, the eminent 


presents critical arguments 
collateral and distal developments which 
result directly and 
indirectly stemming from the American 
Board Ophthalmology. What erit men who were graduated even the 
lower third their class, say noth- 
ing the middle third, negates the con- 
tention advanced. If, Dr. Woods 


protessional career records of many 


cally brought our attention anent the 
\merican 
ould applied also the rest the 
\merican Boards certifying 

are graduated medical 
schools, then there something amiss 
the method selecting candidates 
enter the medical schools. Surely must 
evident that applications for admis- 
sion medical colleges greatly exceed 


“only modicum first-class 


The criticism and suggested remedies 
eserve considered thought and discus- 
must, however, understood 
at, notwithstanding the eminence 
President our Academy, his crit- 


ues are the expression personal 
the numbers that could possibly ad- 


mitted. The quality men the schools 
reflects the standards set for admission. 


pinion and not necessarily 
policy the Academy. Before 
anges policy take place, the con- 
nsus opinion the Fellowship requisite that the man who de- 
ust upon the issues enter the study become 
before entering upon the give him more complete 
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the case were 
training follow the med- 
ical college course. This all for the 
good the future ophthalmologist 
otolaryngologist. 

Any graduate student won away from 
specialty, which has in- 
terest during his internship, take 
another his residency also factor 
for the good the future career such 
For one can separate man 
from what actually and truly desires 
do. But must desire strongly. 
This itself will help the young man 
picking the work that 
wants for the rest his profes- 
sional career. During his internship, 
sees and makes contacts with wide 
field, and its end, makes his con- 
sidered choice. 

The minimum internship cannot 
done away with. bears the same rela- 
tionship the practice medicine, but 
greater degree, does the collegiate 
background the medical school. 

Were residencies the specialties 
school without the preliminary intern- 
ship, the arguments for this could 
carried further along the same lines 
thought. Why not begin the study the 
specialties the undergraduate medical 
schools separating the student body 
into groups, each tending toward spe- 
cialty and leaving only certain number 
practice general medicine. the end 
there would hyperspecialism greatly 
developed within such narrow limits 
that sections our Academy, for in- 
stance, would hardly comprehend what 
each was talking about. for clinical 
medicine, there would available ex- 
pertness specialized technic, and 
probably also research workers, but 
hardly would there 
rounded specialized clinicians who knew 
and used the general 
ground specialized medicine, because 
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the limitations within 
training had been contined. the long 
run, the patient would 
sults, eventually needs doctor more 
acutely than specially trained expert 
cialized practice medicine comes later 
medical career when experience has 
taught its inherent lessons. 

The training the basic sciences dur- 
ing residency necessary, because its 
contributions are extremely 
the specialist. The basic sciences are the 
same for all specialties, but the differing 
specialized practices not all use the 
same items these sciences contribute 
particular field. Therefore resi- 
dency training program must geared 
the utilization such factors are 
most useful it. 


The executive statf heads graduate 
medical schools and teaching hospitals, 
rule, have open field for those 
who come their staffs. When vacan- 
cies arise the upper echelons the 
staffs, the evidence adequate training 
and least having attained mini- 
mum adequacy and proficiency 
sented concrete form certificate 
from one the American Boards cer- 
tifying specialists. 

From observations made one who 
holds membership neither the 
council national specialty society, 
grants certificates candidates wishing 
hold themselves out their commun- 
ities qualified specialists, and who 
therefore can view these issues objec- 
tively, apparent that, since the es- 
tablishment these American Boards, 
the level efficiency the younger 
group specialists has definitely been 
raised the procedural measures 
the hospital and graduate 
school level, the 
for the personnel the matter pro- 
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motions. This particularly true the 
upper brackets the 
are 

the smaller hospitals the 
country that the most improvements 
have taken place, that the specialized 
departments are staffed 
tified men. The services that these hos- 
pitals turnish and deliver the com- 
munity have greatly benefited. 

New York, the administration 
the Workman’s Compensation Law un- 
covered very disturbing conditions some 
which, under the law’s authority, Med- 
ical Advisory Board was set up. 
cians, who desire furnish medical 
services under the law injured work- 
ing men, are brought before this com- 
mittee, which studies 
tions, and rates them. The holder 
certificate from American Board has 
little trouble being properly rated 
qualitied specialist, other things anent 
his status being equal. 

After the upheaval the Veterans 
\dministration during the last vear 
the recent war, the lack certified spe 
cialists the veterans’ hospitals was 

the angles which aroused the 
public press. The changes which have 
since been made, under public pressure, 
have resulted better medical service 
the Veterans Administration. 

These results were not due any 
actions pressures put out 
\merican Boards, but came about be- 
ause these Boards have 
tige because their nonpolitical, judi 
ial and objective manner carrving 

their functions. 

comment needed regarding non- 

edical men whose particular contribu- 

ons from the angle pure science 


physics, physiology biochemis 
search problems the fields 
interest the Fellows our 
Academy. There might established 
auxiliary membership enroll such. 
extremely doubtful whether such 
membership would contribute much 
more our meetings, our TRAN- 
SACTIONS, than may attained now 
inviting any such from the fields sci 
which they have worked association 
with ophthalmologists otolaryngolo 
gists. 

Woods’ idea its essence looks 
aspect nearer home. 

How many ophthalmologists oto 
would want active mem- 
physiologists, for that 
matter even association anat- 
Woods looked the rosters and found 
large numbers men who are special- 
ists our fields holding active mem- 
bership national associations path- 
ologists Yet these 
fields are very useful both ophthal- 
mologists and otolaryngologists. 

Where clinicians are closely connect- 
research problems with workers 
ancillary our rostrums 
are open both. Such co-authorships 
are order for making presentations 
our Fellows. addition, papers pre- 
sented workers the fields the 
basic sciences are acceptable, upon in- 
vitation. Such are the usual co-operative 
presentations habitual most the 
happened our meetings. 
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CHART FOR SCHIOTZ TONOMETERS APPROVED THE 
COMMITTEE STANDARDIZATION TONOMETERS 
JANUARY 1948 


several Schiotz charts 
slightly character have been 
common use. The differences between 
these charts are 
clinically significant range readings. 
Nevertheless, they appear causing 
some confusion. order avoid this 
confusion, the Committee has approved 
the following chart which will the 
future issued the manufacturers 


with all certified tonometers. 


This Schiotz chart represents slight 
modification that proposed Schiotz 
1924, and has been obtained the 
result studies Friedenwald and 
Kronfeld the tonometric measure- 
ment. approved the Committee 
the American Academy Ophthalmol- 


ogy and Otolaryngology 


&. 


current estimate the 
ocular pressure millimeters mer- 
corresponding the tonometer 
scale readings. This new chart can 
Schiotz tonometer, and does not imply 
any change the clinical 
the tonometer scale with 
which you are With any prop- 
Schiotz tonometer, the average 
with this chart sufficiently large 
number normal adult eves ambula- 
tory patients should between and 
mm. Hg. Approximately per cent 
such normal eves will give readings 
between and mm. Hg. 
tonometer does not give readings con 
forming approximately these figures, 
should re-checked one the 
testing stations the Committee 


Standardization Tonometers. 


TONOMETER TESTING STATIONS: 


667 Madison Ave., New York 21, 
904 Adams Street, Chicago 


Harrington, M.D., Robert Shaffer, California Eye Clinic 


Third Avenue and Parnassus, San Francisco 22, Calif. 


4 
ay 


STANDARDIZATION 


TONOMETERS 


CALIBRATION SCALE FOR SCHIOTZ TONOMETERS APPROVED 
COMMITTEE STANDARDIZATION TONOMETERS 


Scale 


reading 


1.00 
1.50 
2.00 
2.50 
3.00 
3.50 
4.00 
4.50 
5.00 
5.50 
6.00 
6.50 
7.00 
7.50 
9.00 
9.50 
10.00 
10.50 
11.00 
11.50 
12.00 
14.00 
16.00 
18.00 


4 0 


“st 
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43.8 61.9 83.2 132.0 
57.5 121.9 
37.4 53.3 72.1 113.9 
34.6 67.4 106.7 
32.0 16.6 100.2 
29.6 12.9 58.9 
25.4 
21.8 32.3 45.3 
20.1 30.3 71.8 
18.5 28.3 68.1 
16.9 26.5 64.5 
15.6 24.6 61.0 
14.2 23.0 57.6 
11.9 19.9 
11.0 18.5 47.8 
10.0 17.1 45.0 
42.3 
8.0 39.6 
5.0 18.0 
4.0 16.7 
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INTRODUCTORY STATEMENT 

The two papers included this issue the 
TRANSACTIONS bring focus one cri- 
tical problem the field industrial ophthal- 
mology. scientifically trained individual, es- 
pecially medical person who has further 
trained himself usually pretty 
far removed his thinking and his thought 
processes from those the legal profession. 
Yet patient having sustained industrial 
disease injury can considered properly 
taken care only the medical and surgical 
technics are good. also our responsibility 
see that our records are complete and de- 
tailed that, and when, individual in- 
jured comes for evaluation 
visual efficiency loss, has lost nothing 
through our negligence. 

The discussion this all important problem 
presented here. Dr. Sappington’s experience 
industrial investigation, analyses and court 
work covers every field every part the 
country. Harry Nelson, Industrial Commis- 
stoner Wisconsin, has been one the most 
enlightened his group. has been the 
recipient some the most incredible re- 
ports, originating the offices ophthal- 
mologists taking care injured cases 

has been the deliberate purpose this 
section this issue include only these two 
discussions the hope that Academy mem- 
hers reading them would then additional 
time the study this all important prob- 
lem. The Joint Committee also has been com- 
piling and will shortly publish the fee sched- 
ules the various states illustrate the 
inequalities and irregularities the over-all 

M.D. 
Secretary, Joint Committee 
Industrial Ophthalmology 


The following two papers Dr. Sappington and 
Mr. Nelson were prepared for the instruction course, 
“Industrial presented the Fifty- 
Second Annual Session the American Academy 
Ophthalmology and Otolaryngology, October 12-17, 
1947, Chicago, 
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MEDICOLEGAL PROBLEMS 
INDUSTRIAL 
OPHTHALMOLOGY 


CHICAGO, ILL. 
number states which have passed, 


fifteen the 


have had under consideration, legisla- 
tive provisions for the compensation 
disability due occupational diseases 
greatly With this has 
come stimulation scientific interest 
and effort, not only with respect the 
diagnosis and evaluation 
from occupational diseases, but what 
has been found more important, more 


increased. 


critical application sound informa 
tion with respect etiology. This lat 
with the development industrial 
measurement occupational exposures, 
and the application these principles, 
both prevention and investigations 

Some the complicated problems 
sociated with the adjudication 
pational disease claims may 
follows: 

subject. 

which are most complicated 
demonstration, 
with factors ordinarily associated with 
industrial accidental injuries. 


importance the effects trauma. 

Lack adequate instruction, both 
postgraduate and undergraduate, the 
scientific appraisal the 
diseases. 

For these and other reasons, this 
will devoted to.a discussion 


Industrial Health 


A: 
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medicolegal aspects dis- 
eases, with special reference indus 
trial ophthalmology. 

Previous experience over extended 
period time with medicolegal phases 
occupational disease very well indi- 
cates that many physicians have viewed 
occupational disease cases purely di- 
agnostic problems and have had little 
consideration for the etiologic back 
industry, which concerns the 
measurement industrial exposures 
industrial hygiene engineering meth- 
ods. This approach may seem sufficient 
the practitioner who 
only the diagnosis and treatment 
cases, but rarely measures the 
standards necessary the appraisal 
the various factors which must con- 
sidered the adjudication compensa- 
tion claims. For example, ordi- 
nary experience for the physician ac- 
cept the patient’s statement that was 
exposed lead and, therefore, con- 
clude that there was lead hazard pres- 
ent his occupation simply because 
lead was being used handled. all 
instances this kind, and similar ones, 
necessary know the extent and 
severity the exposure, that will 
possible know that occupational 
lisease could have been contracted 
such environment. 


common experience that the em- 
takes different point view 
ind, such instances, not satisfied 
with appraisal the etiologic relation- 
hips such are frequently done with- 
specific industrial hygiene engineer- 
methods investigation. Clearly, 
employer does not want pay and 
annot expected pay for some- 
hing which did not originate the in- 
lustrial environment his place 
however, the employee cer- 
entitled compensation for dis- 
ibility arising from true occupational 
lisease has been contracted because 
the working conditions his most 


however, that trying establish such 
relationships there are many compli- 
cated factors arising and the pur- 
pose this paper simplify, least 
ciples and their application. 

therefore, discuss some 
fundamental principles and their appli- 
cation, the possibilities effects from 
toxic exposures cases that may occur 
industrial ophthalmologic 
and cite some examples cases, outline 
procedure industrial cases for the 
the oculist witness. 


SOME FUNDAMENTAL PRINCIPLES 

First importance among the funda- 
mental principles the establishment 
what may call the medicolegal triad, 
clear relationship between employ- 
ment, disease, and these 
are causally related. 


Disease 


THE MEDICOLEGAL TRIAD 


should remembered that are 
moreover, should kept mind that 
tant principle compensation laws 
that worker compensated because 
disability. the establishment the 
medicolegal triad, the following postu- 
lates the form questions should 


, 
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emphasized the case consid- 
ered meritorious one: 

working conditions the em- 
ployee represent actual occupational 
disease hazard? (This does not mean 
mere exposure, but does mean that the 
exposure represents actual occupa- 
tional disease hazard, and has been 
shown modern scientific methods 
measurement. 

Has the employee occupa- 
tional disease claimed? (Here dif- 
ferentiation should made from the 
diseases ordinary life which the 
general public exposed outside em- 
ployment. 

Was the occupational disease 
question contracted because working 
for the employer against 
claim has been filed? (Here 
tors cause and effect are con- 
sidered. 

the employee disabled from the 
effects the occupational disease which 
alleges have contracted because 
employment the defendant employ- 
er? (Here diagnosis alone not 
cient but there should shown 
nite cause and effect relationship with 
respect employment and disease, and 
also that disability resulted 
occupational disease. 

obvious that the factors involved 
the medicolegal consideration oc- 
cupational diseases present problems 
which are far more complicated and in- 
tangible than instances most in- 
dustrial injuries. has become evident 
that one needs guide the various 
possibilities which may result from dif- 
ferent combinations the factors 
employment, disease, and disability. The 
following table shows 
ties and, whereas these have been pre- 
viously applied general occupational 
diseases, they may used equally in- 
telligently occupational diseases 
the eve: 


MEDICOLEGAL CASE 
Employment exposure 
positive 
Claimant has occupational 
disease 


seen that case type all the 
quirements have been for 
exposure was positive, the claimant had 
occupational disease, and the claim- 
ant was disabled that occupational 
case type the employment 
exposure was not sufficient cause 
occupational disease, but the claimant 
had occupational disease which 
contracted elsewhere, and was also dis 
abled that disease. case type 
while the employment exposure was not 
disease, and while the claimant did not 
have occupational disease, was 
disabled because nonoccupational 
and therefore under the 
isting principles, the 
not held liable. case type 
observed that the employment 
was not sufficient cause occupa 
tional disease, the claimant did not have 
occupational disease, and was not 
disabled, which clearly case where 
the employer liability. 

further discussion the medico 
legal triad and its practical application 
one considers employment (etiology 
disease (specific and differential diag 
nosis), and and 
anatomical 

The following principles are impor 
tant the appraisal occupation and 


nature and extent positive. 

Should know materials, processes. 
equipment, and how used. 

sampling and analytical methods. 


‘ 
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correlation. 


tive devices. 


tory and clinical findings making spe- 
and differential diagnosis, the fol- 
lowing items are considered 

positive etiology. 

Detailed occupational history, past 
and recent 

Detailed medical 

Careful physical and special exam 

and 
syndromes. 


With regard the appraisal work 
scientific study should include 
the following: 

and job requirements. 

Objective data abnormal clin 
ical and laboratory directly 
lated 

vork ability appraisal. 

Adequate use appraisal criteria 
vailable. 


POSSIBILITIES AND EXAMPLES 


referring the possibility toxic 
from the absorption air con 
minants industrial occupations, 
processes and materials are 
rmulate list which will represen 
live any given time. will, there 
re, our purpose here 
some toxic substances which 
oduce severe effects the internal 
ructures the eye, excluding great 
hich have external irritating effect. 
the substances which have been 
ited cause severe effects the 


ternal structures the eve are fol- 
lows: 


acetate 
alcohol 
glycol 
Nicotine 
Quinine 
Thallium 
Trichlorethylene 
Trinitrotoluol 
Uranium 
Vanadium 


Amyl nitrite 

Benzol 

Carbon monoxide 
Carbon tetrachloride 
Chlorodinitrobenzol 
Chloronitrobenzol 
Dinitrobenzol 
Hydronaphthalin 
Lead compounds 


more extensive list, including 
which produce external irritation, may 
found the appendix Dr. Hedwig 


considerable compounds 


should pointed out here that 
maximum allowable 
this list air contaminants 
many others (which are not 
injurious the eves) have been estab 
lished official health agencies includ 
ing federal, state and others, well 
certain private agencies. Such lists 
the maximum allowable concen 
trations various substances which are 
injurious and can used 
who are interested prac- 
tice and occupational diseases. the 
amount toxic material the air 
always less than the maximum allow 
able concentration stated 
and private agencies, there should 
systemic reaction and, therefore, 
jury the internal structures the 
eve from occupational exposures. 


CASE HISTORY EXAMPLES 

Two case history examples, which 
compensation was sought for alleged 
occupational disease the will 
given illustrations. These are from 
recent personal 

welder aged applied for 
compensation because permanently 
defective vision both eves. worked 
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are welding from January, 
May, 1943, booth about 20x20 feet. 
was protected colored goggles 
and also hood with colored glass 
the face shield. The trouble with his 
eves started May 1943 with sort 
blurring sensation; worked until 
the afternoon May 1943, continu- 
ing get worse, and then went 
the first aid department this day. 
Was sent oculist the same day, who 
gave him drops and told him return. 

His eyes became much worse that 
was sent another oculist May 
1943, who stated that the man had 
infection, and made diagnosis acute 
keratoconjunctivitis both eyes and 
stated that the cornea, lens, and vitreous 
were Further opinion was given 
the effect that ultraviolet rays are ab- 
sorbed the cornea and aqueous humor 
and have permanent effect deeper 
structures. There was examination 
the vision made this time. 

Claimant returned work May 
10, 1943 with his vision 
blurred and hazy, and this was his last 
day work. May again ap- 
plied for drops. 

went his own accord ocu- 
list nearby town and was treated 
until May 29, 1943 and then was re- 
ferred prominent clinic May 30, 
1943, where was the hospital until 
September 1943. this time, was 
stated that the claimant could only see 
shadows and could not walk alone. 

October 1943 and subsequently 
February 19, 1944 was examined 
consulting oculists who stated that 
the condition was iritis, adhesions, and 
cataracts, both eyes, resulting 
blindness both eyes. this time the 
opinion given was that the rays con- 
gested the eyes and lowering the nu- 
trition the anatomical parts caused 
the present condition. was also stated 
that ultraviolet rays caused the lens 
swell and congest and that they also 
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caused adhesions the and 
the vision and that cataracts are formed 
this instance was caused. 

Another oculist also the 
claimant January 14, 1944 which 
time that the claimant 
could only see light both that 
there was severe exudative 
within the eyeballs, The 
pressure was both eves. There was 
evidence corneal scars. The opin 
ion given was that the condition had 
relationship his occupation weld 


(In commenting upon this record, 
should noted that time was 
there any information regarding vision 
and examination vision was 
corded any the Attention 
also called the differences opin 
ion etiology and diagnosis. 


cerned male claimant, aged 
who had been employed 
four and half years, from July 1941 
November During this time 
was engaged working foreman 
room approximately 75x100 feet, 
one end which was 
ethylene degreasing machine opera- 
tion most the time. This device was 
built and later installed that, when 
properly operated and good working 
order, was considered authorities 
present danger trichlorethylene 
effects the operator the others 
the room. 


Previous employment, the history 
showed that during 1939 the left eye 
the claimant was inflamed, red and pain 
ful for about one week followed 
spots before both eyes and there 
also recurrent similar attacks. 194 
eye specialist told the claimant 
there were “particles the liquid 
eye” and gave him hypodermic injec 
tions; eye infirmary, after 
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tests, told him that the condition was 
tuberculous. 

The compensation 
showed pre existing uveitis before the 
visual acuity, however, were available 
that had contracted “trichlorethylene 
aggravating 

The record vision appears 
bering that was employed July 
1941) which time showed right 
20/40 and left 20/70. Subsequent tests 
revealed that his vision became worse, 
being right 20/40 and left 12/200 
July 1943, approximately two vears 
employment. this time was 
also noted that the tonsils and all teeth 
had been removed 

July 1943 August 16, 1945 
heat, and various other methods. 
his vision improved during this 
period, showed right 20/40 and 
left 20/70 plus October 10, 1944. 
this period also, the Kahn test 
vas negative, the blood essentially nega- 
tive, the chest x-ray normal, 
and cloudy right 
one medical report also containing 

statement “suspected Tbe. retinitis.” 

After leaving Novem- 

1945) examination May 
1946 showed the right eve 15/200 
the left eve 20/200 neither eve 
retinoscoped because exten- 
cloudiness the vitreous which 
filled with many floaters bilaterally 

the fundi were only hazily 

each side was negative ex- 

slight scar the right cornea 
rom slight injury which had previous- 
been noted, but which apparently had 
vision; the left eve there 
adhesion the iris the front 


but the lens itself was negative was 
the lens the right eve. The diagnosis 
this time was severe posterior uveitis 
both eyes. 

October 1946 and October 
1946, another eye specialist stated that 
the vision was right 20/200 and left less 
than 20/200, and improvement could 
obtained with any combination 
lenses. The other findings this exam 
ination were little different from those 
previous examinations. The opinion 
this specialist was that the man had 
chronic bilateral uveitis and that there 
Was connection between the condition 
his eves and his occupation. 

specialist for the claimant ex- 
chemicals work either the direct 
aggravating basing his opin- 
ion upon “the inability uncover any 
positive etiology for this man’s ocular 
This diagnosis was also 
active bilateral uveitis. 

comments this case, there 
appeared progressive loss vi- 
sion, especially most rapid during the 
last portion the employment, and ac- 
uveitis, which usually caused in- 
fection trauma. far known, 
there are reports the literature 
which show that trichlorethylene causes 
stated cause keratitis, amaurosis, and 
also optic atrophy. There were certain 
this case, both legally and 
medically, that made difficult for both 
sides try the case and was therefore 
settled account these technical dif- 
ficulties. 


PROCEDURE INDUSTRIAL CASES 

For oculists who are handling indus- 
trial cases and making examinations, 
well make just thorough ex- 
amination possible under the circum- 
stances. This examination 
complete for the condition the eves 


\ 
bi 
: 
al 
7 af 


TRANSACTIONS 


the time and also with reference 
the occupation the individual. 
would have been better most the 
cases which have observed and which 
have been litigation had the examin- 
ing oculist over-examined the claimant 
rather than under-examined him al- 
though well understood that the bills 
must either the insurance 
company the employer. would 
time and money saved convince the 
employer the insurance company that 
more complete and thorough examina- 
tions are quite worth while 
which are liable cause considerable 
controversy. course one the diffi- 
culties that one ever knows who 
going apply for such 
being the case, all individuals should 
thoroughly examined. 

Certainly vision should measured 
every instance, even this has 
repeated every call—apparently this 
one the principle defects the in- 
formation compensation cases. Even 
though contact deeper than the cor- 
nea has apparently occurred, well 
all instances exposure various 
chemicals check the vision 
and the fundi periodically. 

stated before, one must guided 
the condition and the occupation 
the individual for example, would 
highly important persons who are 
the transportation industry and the 
checked this obviously also should 
done truck drivers, and other ex- 
amples can brought mind. There 
would other instances which color 
vision would not important consid- 
eration. 

Stereopsis would obviously very 
important phase the examination 
with respect crane operators, and 
others who must judge depth dis- 
tance rapidly. 

Near visual acuity important per- 
sons who are presbyopic and those who 
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work precision manufacturing who 
are doing inspections similar opera- 

Muscle balance, course, another 
item which needs consideration and the 
examining oculist should here adapt 
himself the needs the case dictate, 
particularly with respect the condition 
the individual and his occupation. 

The points are only meant 
suggestive and can adapted 
needed. should clear that industrial 
cases need special attention 
Some the difficulties compensation 
cases should avoided the use 


these principles. 
THE OCULIST WITNESS 


physicians who the witness 
stand give fact, almost 
every technical paper the subject 
medical jurisprudence 
some direct indirect suggestions 
the physician who employed either 
the capacity witness the facts 
so-called expert witness. 

While not the prime purpose 
this paper give advice physicians 
who act witnesses, brief discussion 
may helpful. One the most impor 
tant things ease and relaxed 
one legal apthority has stated it, “tes 
tifying court good deal like play 
ing golf doctor takes good 
stance, keeps his eye the ball, gets 
good swing and follows through, 
gets along pretty well; that sits 
squarely and comfortably the witness 
chair, doesn’t squirm fidget, keeps his 
voice and watches his 
questions, and takes care make his 
answers understandable those not 
his profession.” 

The latter part this quotation 
another important phase 
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mony and that is, speaking 
words and easily understood terms 
the same legal 
this way, “the mere difference 
language medicine and law enough 
bring about friction when these pro- 
meet the courtroom. The 
lawyer asks technical 
and the doctor gives technical medical 
answers, with the result that many 
cases little information imparted 
the The lawyer knows what 
wants find out his question and the 
doctor knows what wants impart 
his answer, but often the case 
that while the answer would convey in- 
formation jury doctors, means 
absolutely nothing jury lavmen, 
cither because the qualifications con- 
tained therein because the medical 
terminology And one might well 
add that this same principle 
lay arbitrators and 
compensation 

\lmost everyone has had the experi- 
cnce the witness stand having 
posing counsel badger him, all 
vitness excited lose his temper. 
Some lawyers will resort almost any 
nethods obtain these ends. British 
states this problem follows: 

\bove all, never lose 
owever irritated. Remember the 

pleases cross-examining counsel 

ry. not offended counsel in- 
nuates that are gross perjurer, 

judge comes with insinuation 

vou are either very unobservant 

uch misguided. Remember 
must against somebody, and that 
you have these pleasantries ‘lev- 
ed’ your head, your medical friend 

Opposed you has been saved 

possibly might have been fool- 

enough take seriously.” 


one must have experience 
the witness stand understand what 
and how it, and that the best 
way Ordinarily, your own 
counsel will take means protect vou 
much your credit, although such 
decision not governed entirely vour 
answers your deportment the wit- 
ness stand, but more often the tactics 
should know great deal more about 
subject than any attorney, but that 
will not prevent Opposing counsel from 
trip you make you look silly 
should valuable help our vari- 
ous litigation cases—if tempera- 
mentally constructed that his dignity 
easily offended, then should leave 
such work others who are not thin- 
skinned. 


EYES: COMPENSATION AND 
MEDICOLEGAL PROBLEMS 


Harry NELSON 
MADISON, WIS. 


With the passage com- 
pensation acts all states the Union 
but one, there has come into being 
increase industrial med- 
cine and surgery many doctors 
devote themselves largely that rather 
specialized service. Hardly any general 
practitioner escapes some this prac- 
tice. Hence important that clear 
understanding had among doctors, 
compensation administrators, employers 
and employees their various func- 
tions, rights and duties related 
physical examinations, 
habilitation, and perhaps 
tant all, preventive industrial medi- 
cine, 


Director, Compensation Industrial 
mission 
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has always been contention that 
doctors cannot good job indus- 
trial surgeons unless they are grounded 
the fundamental principles which un- 
remedy and procedure took place the 
time adoption these laws, under 
which the whole system was changed, 
that fault negligence longer 
element which determines whether 
not are paid. With the ad- 
vent workmen’s compensation, em- 
gave their rights highly 
technical defenses and obstacles re- 
covery, while employees gave their 
rights possible large recoveries re- 
turn for speedy, simple and certain 
remedy. longer was the question 
blame considered. The only ques- 
tion was whether the injury arose be- 
cause this employment. Pervading 
the entire system was the factor lib- 
erality the employee. All reasonable 
doubts were decided, not favor 
the employer theretofore, but 
favor the employee. Bearing these 
principles mind, doctors will recog- 
nize that the tests applied should 
not those based legal contest, with 
the elements delay, surprise and tech- 
nicality, but the basis reasonable 
probabilities with reasonable doubts re- 
solved favor emplovees. 

The doctor’s function state his 
findings and conclusions without regard 
the result; the administrator’s job 
apply the law the findings de- 
termined, and make his decision with- 
out prejudice. Whether the 
result may good bad for the 
legislature determine when laws are 
enacted. 

The factor which has been most diffi- 
cult attain under compensation ad- 
ministration that speed. Every in- 
dustrial injury produces status 
emergency varying degree. The em- 
plovee cut off from his means live- 


_3 


JANUARY FEBRUARY, 1948 


Under the compensation law 
has sacrificed the possibility large 

covery, and during his period dis 
ability will receive only portion (and 
high wage worker, only small 
his wage. His need, there 
fore, imminent. First all, needs 
prompt, proper and fully medi 

cal care. that true eve 
injuries, Where delay the wrong sort 
treatment failure proper follow 

treatment may result unneces 

sary loss vision. not enough that 
not supply treatment the proper quan 

and quality, shall have failed 
our obligation. The doctor stands the 
first line defense against disability 
which may far toward the 
social and economic life the injured 
employee. Above all, every 
compensation act should provide for 
solutely unlimited medical treatment 
every kind necessary cure afford 
relief from the result injury dis 

ease. 

are overlook the factor 
prevention injury, shall indeed 
have been shortsighted. With the advent 
pre- and interim employment exam 
inations, the function the physician 
has loomed large. Employers who have 
failed establish programs for physi 
cal examinations are missing oppor 
tunity for real service, both the 
ployee and themselves. Physical exam 
inations, and this includes proper eye 
examinations, carefully conducted with 
the objective proper placement 
manifestly much greater 
importance than the payment com 
pensation, rehabilitation, because 
successfully 
avoids these expensive and prospective 
ophthalmologist, well the general 
surgeon, who diligent, who will study 
the industrial processes involved, who 
will make himself competent, and then 
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will thorough and efficient ex- 
aminations can far toward prevent- 
ing many the injuries which now 
cur. can counsel with the employer 
can advise the employee treat 
ment conditions which are found 
examination, and thus avoid disability 

employer has been worked out col 
State Medical 
and employers 
carriers. Along with general practition 


laboration 


Soci t\ 


are included the names doctors 
who specialize various fields. This 
choose eye specialist for treatment 
eve The general panel physician 
agrees call consultant when that 
entitled have 


surance carriers are 


their choice that they may ascertain 
whether proper treatment being 
and also determine what dis- 
ability has resulted. This results 
speedy treatment with 
ample checks and safeguards, and does 
substantial justice both employer and 
Panel doctors also agree 
promptly all necessary reports and 
give treatment cost not out 
line with general charges 
competent treatment community. 
tar the trend toward freer 
choice, highly important that 
ors who treat industrial employees shall 
properly trained, and wil- 
comply with law and administra- 
ive rules. Much good work has been 
lone the American Medical Asso- 
odies, dissemination information 
diagnosis and treatment 
types injuries and diseases. 


various 


Independent medical examiners are 
used the commission, both 


disability and determine 
whether proper treatment being af- 
forded. Again the state medical society 
co-operates with the commission arbi- 
questions unnecessary treat- 
ment and fee charges which may 
claimed excessive. 

the basis for payment 
compensation meet wage loss 
which results reason industrial in- 
jury. one could actually and accurate- 
determine that wage loss, that basis 
would the most desirable. From the 
standpoint administration, however, 
itis extremely difficult follow through 
each case determine what the 
tual loss may have been. For the rea- 
sons stated, therefore, most states have 
found expedient assign certain the- 
schedules for various types perma- 
sustained. these 


oretical benefits 


schedules certain number weeks’ 
compensation paid for loss or- 
gan, linhb, for proportionate loss 
use. 

Under the present law the allowance 
for total loss vision eye Wis 
consin 250 weeks, and for enucleation 
275. Where there not total loss, 
partial loss vision computed 
comparison between the partial loss and 
total loss vision. 

The determination partial loss 
vision was matter great difficulty 
because varying thoughts among ex- 
perts the manner testing the 
comparative value vision dis- 
and near, the various 
such field, binocular vision, which 
enter into impairment use the 
eve, and the method computation 
when these different factors are de- 
termined. 1919 the Section Oph- 
thalmology the American Medical 
Association appointed committee 
consider the subject measurement 
loss vision. For century more, 
the Snellen chart had been used for de- 


tance factors, 
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termination visual acuity. 
Snellen made use so-called numer- 
ator, which was the distance which 
the chart should read 
eve. The reading 20/40 means that 
the chart should read normal vi- 
sion feet, whereas the individual 
being measured could only 
chart feet. Some ophthalmologists 
then contended that 20/40 means one- 
half loss vision. The committee re- 
ferred to, after many conferences and 
much study, worked out table which 
has been widely accepted commis- 
sions and boards, some cases toto 
and some with various modifications. 

Under the method used the efficiency 
any eye takes into consideration three 
factors, those central visual acuity, 
field vision, and binocular vision. Near 
vision regarded such importance 
that double weight given it. 

Wisconsin deviation from the rule 
laid down the A.M.A. committee was 
for credit for corrective lens. 

(me should obviously not too big 
hurry estimate visual loss. Our 
commission has concluded that final 
estimate should made until all ade- 
quate reasonable operations 
ment known medical science have 
been attempted cure the defect. Fur- 
ther, least three months should elapse 
after the last trace visible inflamma- 
has disappeared, generally 
twelve months should intervene before 
final examination for compensation pur- 
poses made. That allows for possible 
improvement for progression 
worse condition entitling the individual 
greater compensation. 

cians make accurate reports, especially 
where much complication detail 
involved eye cases. find that 
because carelessness making re- 
ports sufficiently detailed definitive, 
they have returned doctors, 
which results delay payment 
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Reports have been sim 
and still obtain the information which 
necessary under the rules laid down 
the committee. Insurance 
indicating 
what treatment has been given, what 
prognosis has been made, what further 


reports 


treatment necessary, and estimate 
given. Sometimes, course, cannot 
known for some time whether perma 
nent loss vision result. fairly 
good picture can given the employ 
insurance carrier, the process 
payment compensation speeded and 
can continued the point ascer 
existing conditions should carefully 
explored and noted, both because com- 
pensation may not become 
portion the disability which 
pears, and because the question 
gravation injury may arise for 
cision. 

which stand out especially trouble 
some. These deserve continuous study 
attempt draw from wide sources 
informed and experienced 
gists. your field have such 

some questions the part played 
trauma causation detached retina, 
the contributing factors trauma 
toxicity formation cataract, and 
those types eye infection which may 
may not industrial origin—such 
must stressed that the question 
ability turns upon probable cause, 
can said only that industrial origin 
was possible, case cannot made out 

should carefully observed that 
all authority for compensation 
comes under the compensation law, and 
that the methods estimating must 
accordance with law, regardless 
the personal feeling the commission 
the employer the physician the 


4 
a 
| 
a 
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correctness justice the law. gen 
eral, parties are probably agreement 
as to the essential Justice oft these pro 
howe Ver. «atl 


visions. may, 


times, doubt, individual cases, 
one other the provisions, 
ormay feel that the law harsh mad 


cquate from the standpoint either 


plover That feeling shoul 
clan, either treating estimating dis 
the law for the 
Lhe 


administrative body applied the law 


While 


uirts, 


law tor the commission 


the tacts found the physician. 

cessary that the physician his field 
find requisite tacts and report 
such manner that they are and 
that 


ive body will position appl 


clearly stated, the administra 


pertinent law. 


irged medical both 


during employment, not with view 
employees from work, but 
ith the idea placing them work 
vhich they can properly and competent 
with satety themselves and 
fellows. Prevention injuries 
paramount importance safety 
ractices include use proper eye pro 
equipment. The cost compen 
tion loss one eve Wisconsin 
maximum case $7,000. The value 
eye the employee immeasurable. 
ophthalmologist makes great con 
bution teaming with both 

ver and the study 

preventive measures. You can assist 
benevolent social remedy, which has 
much ameliorate the condition 
the working man, conserve 

for industry, and for society his 
luctive ability, and thus carry out 


objective democracy the great 
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est good and the greatest happiness for 
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FOR CONJUNCTIVAL DECONGESTION 


The mild but definite vasoconstriction provided Neo-Synephrine 
hydrochloride Ophthalmic solution occurs without 


~ 


initial sting, since the efficient vasoconstriction 


suffice for the relief congestive conjunctivitis due physicol 
and chemical irritants; itching and smarting associated with 

eyestrain, and excessive tearing resulting from allergic states. 


OTHER OPHTHALMIC FORMS FOR OFFICE USE: 


Neo-Synephrine hydrochioride Emulsion and 10% 
Neo-Synephrine hydrochloride Solution 1%, 2.5% and 10% 


~ 


NEO-SYNEPHRINE, 
brand phenylephrine 


One two drops repeated three four times day usually 


Neo-Synephrine hydrochloride Ophthalmic 
solution available 14.8 cc. oz.) bottles. 


New 


~ 


~ 


specially formulated vehicle that isotonic with tears. 


~ 
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INHALATION PENICILLIN AND STREPTOMYCIN 
OFFICE PRACTICE 


Davip Davis, 
WASHINGTON, 


articles have recently been 
various medical journals 
concerning the use penicillin aerosol 
and streptomycin for upper and 
lower respiratory This paper 
contined the use the aerosols 
the methods administering them. The 
ease and simplicity and effectiveness 
the procedure make valuable form 
othee therapy. 

Ver 
many others have shown the value 
the antibiotics form and 
have devised the methods administra- 
tion. have adopted their teachings and 
now use penicillin aerosol with with- 
out streptomycin regular part 
office treatment for the following 
acute and subacute sinusitis, 
acute nasopharyngitis 
acute tonsillitis, acute laryngitis, acute 
and bronchitis and bronchiecta- 
sis. Other conditions were treated, but 
since they did not respond the 
tion therapy, this was discontinued. 

The apparatus use consists 
Pen-i-sol nebulizer with 
bag attached and connects with face 
nask which fits snugly over the nose 
mouth (figs. and 2). The pres- 
ure liters per minute sup- 

lied tank oxygen which lasts 
many treatments. tank com- 
ressed air pressure machine may 

mask may used, although also 

Sinusillin apparatus, with nose 

sented the Fifty-Second Annual Session 


American Academy Ophthalmology and Oto 


ology, October 12-17, 1947, Chicago, Il. 


é 


FIG. 1 Pen-i-sol nebulizer with rebreathing bag 
and face mask. H—humidifier. 


throuch Peni-sol nebulizer with rebreathing baz 


pieces instead the mask (figs. and 
4). Both give results. With 
the nose pieces, suction 
can alternated, with some the 
medicine entering the sinuses through 
the vacuum which created. 
Treatments are given once twice 
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FIGS. 3 & 4— Patient using the Sinusillin apparatus 
which creates vacuum when the patient holds her 
breath and the handle (D) pulled down. The 
technic follows: (1) The patient inhales through 
the nose and exhales through the mouth for three 
or four breaths. (2) At the peak of inspiration 
the third fourth breath, close the mouth and 
exhale through the nose. This raises the pressure 
the nose mm. and carries the air and 
aerosol into the sinuses. (3) Inhale 
(1) for three four more breaths and 
the peak inspiration the fourth breath swallow 
otherwise raise the soft palate while shifting 
the handle (D) the horizontal position for nega- 
tive pressure. This will draw air from the sinuses. 
After four five seconds raise handle (D) the 
vertical position. This relieves the negative pressure 
and air re-entering the sinuses will carry penicillin 
aerosol with it. The degree of negative pressure 
regulated the rate oxygen flow. The opti- 
mum pressure range will found with flows 
from liters per minute. (4) Repeat from (1). 


150,000 units penicillin, times 
combined with 100,000 units (0.1 gm.) 
cc. normal saline solution. The pa- 
tient sits comfortably ordinary 
treatment office chair. The number 
treatments depends the acuteness 


the case ordinary acute condition 
takes about four treatments while 
one, such bronchiectasis, 
may require many treatments get 
cases, the patient feels better 
and has less secretion after even tew 
treatments. When possible more than 
one treatment day should given 
this has its advantages. 

Ina personal conversation, Romansky 
has advised the use much larger 
doses. believes that least 300,000 
units penicillin should used daily, 
cither divided doses one time 
order maintain penicillin the tis 
for twenty-four hours. 
cillin absorbable through 
chial mucosa and good deal the 
haled penicillin enters into the blood 
stream. This can 
tests. Romansky has also 
when adequate amount penicillin 
oil instilled into the bron- 
chial tree one can find, assay the 
urine, that penicillin present the 
blood stream for several 
after. now trying this combina- 
tion nebulizing lipiodine (20 
per cent iodine oil) with 300,000 units 
penicillin daily treatment. 

Arthur Olsen the Mayo Clin 
stated that has been “treating 
few cases bronchiectasis with peni 
zephiran 
chloride wetting agent, and 
thought perhaps our results might 
more satisfactory under its use. 
Grace Brooklyn suggested this pro 

cases acute sinusitis, 
purulent secretion has formed the 
nuses, the inhalations often abort the 
attack. the nose congested 
sprayed with mild decongestant 
the inhalations are begun the decon 


ACAD. OF & 
wa 
7 


MAR.-APR 
1948 


AND 


added the penicillin the 


fact that the nasal passages should 
well open before beginning inhala- 
tion, otherwise the penicillin may not 
the sufficient 


quantity effective. (He also ad- 


reach 
vises the use decongestant during 
the next twenty-four hours 
jections penicillin are used 
nusitis. About twelve sixteen hours 
nasal sinusitis the mucous membrane 
the sinuses and nose may swell and cause 
much pain unless decongestant used 
about four hours following the 
treatment.) Either the mask the suc- 
and 
seem effective. Very rarely will 


every 


apparatus 
nonsuppurative sinusitis develop into 
suppurative one when the inhalations 
used. daily inhalation for four 
days usually sufficient cause dis- 
symptoms. The dryness 
and soreness the nasopharynx which 
often accompany acute sinusitis 
corrected the same time the 
nhalations without any 
ment the nasopharynx. Occasionally 
postnasal drip which annoying 
elieved, but unfortunately inhalation 
the answer the 
postnasal problem the 
ajority 


Inhalations are also helpful 
irulent stage sinusitis, particularly 
hen several sinuses are involved and 
seen all areas the nose. The 
aspirated with fine suction tip, 
the nose and then inhalations are 
ven. Two three treatments usually 
However, when there frank 
pyema the antrum usually treat 
irrigation, instillation penicillin 
and 


uth. Nevertheless, several cases who 
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nus were cleared short order 
the use penicillin inhalations. 

have also had several cases chron- 
sinusitis which maxillary sinus, 
following radical operation, 
come reinfected and contained purulent 
Inhalations cleared 
cases after several irrigations had failed. 

occasional patient, who had lost 


secretion. these 


his sense smell for years, stated that 
one inhalation 

Acute pharyngitis, which the lat- 
eral pharyngeal bands are red and swol- 
len, and which too severe treated 
with simple gargles, sulfathiazole chew- 
ing gum, and aspirin, can relieved 
with one two treatments penicillin 
aerosol. The patients state that the sore- 
ness gone before the has 
disappeared. 

inhalation alone, but when spots 
membranes are sulfonamides 
mouth penicillin injection are 
also given. When the tonsillitis ac- 
experience there nothing that gives 
great relief inhalations peni- 
cillin. 


present, 


acute laryngitis and 
chitis, the inhalations away with the 
need for instillation medicines into 
the larynx, method treatment which 
The hoarseness and the dry hacking 
cough disappear with the 
ment, but usually takes about three 
more treatments for the 
clear entirely. The patient appre- 
ciates the fact that the larynx itself 
not swabbed nor tampered with and 
will often volunteer the information 
that the treatment most pleasant. 

acute chronic cough where 
etiologic factor can found elimi- 
nated, and all ordinary have 
failed, the inhalations are most valuable 
and many cases spectacular results 
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Patient breathing nebulized pontocaine 


anesthetize larynx bronchi. 


have been obtained. the patient able 
bronchi, this sent for culture 
guide for the future treatment. Strepto- 
mycin normal saline propylene 
glycol should used cases where the 
this drug. penicillin and streptomycin 
mixture can used cases where pen- 
icillin alone has failed after two three 
treatments. however relief ob- 
tained five six treatments the pa- 
tient referred for further study in- 
cluding x-ray examinations and possibly 
bronchoscopy. 

Some the cases acute bronchitis 
are the kind which, formerly, iodized 
oil would have been instilled obtain 
relief. Instead, now use penicillin 
inhalation. use the iodized oil 
(lipiodine) mixed with penicillin, 
nebulization, for therapy, but have 
far not the method 
make available for diagnostic bron- 
chography. 

have been using new method 
anesthesia those patients who require 
instillation iodized oil catheter 
who require bronchoscopy. About 
per cent pontocaine are placed 
nebulizer, the end which held 
the patient’s mouth and the aerosolized 
pontocaine inhaled into the bronchi 
(fig. 5). The pressure supplied air 


from any pressure machine, tank 
oxygen may used. 


Most the patients with cough are 
referred for inhalations internists 
treated them with various cough medi 
cines without relief. many cases even 
after one two inhalations the patient 
feels better and the cough 
The thick heavy secretion the bronchi 
made less tenacious and easier get 
out clearing the throat. There also 
sense well-being following treat 
ment, and many patients state that for 
quite while they are “walking air.” 
This may the effect the 
itself from the deep the 
patients are instructed take deep 
inhalation and hold for several sec- 
onds before exhaling. this way the 
penicillin streptomycin has 
chance adhering the mucosa the 
bronchi during the treatment. 


all cases cough the patient 
forbidden smoke until 
have disappeared. believe this plays 
some part the rapid response that 
get some these smoking 
irritates the mucosa the 
tracheobronchial tree and prolongs the 

have treated many bronchiectatic 
patients inhalation. Almost all 
them bilateral bronchiectasis and 
were not candidates for pulmonary sur 
gery. few them had accompany 
ing sinusitis which required treatment 
irrigation suction before the 
halation, and there was much bron 
chial secretion, postural drainage was 
also done before the inhalation. 


Almost without exception the bron 
chiectatic patient feels better from 
treatments. His chest feels clearer, 
secretion thinner and easier 
cough out. The amount secretion 
usually greatly diminished, the odor 
less, and many them can 
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work without fatigue after period 
treatment with penicillin Very 
often add streptomycin the 
The value this addition can 
patients, who had 
cillin alone for quite some time and was 
doing very well under this One 
day gave her 100,000 units gm. 
When she returned she was very 
excited and wanted know the last 
mixture was different from that which 
she had been getting. asked her why 
and she said that since @he last treat 
ment she had felt much better and 
could breathe easier than ever before 
and that the expectoration 
diminished. 

beginning treatment bron- 
chiectatic patients culture their 
bronchial secretion made. most 
our cases gram-negative organisms 
were found, but several the gram 
negative colon organisms were present 
and others the 
enzae was found. has been reported 
that these organisms may 
the streptomycin used the 
inhalation, and this probably explains 
why some our bronchiectatic patients 
did not respond the inhalations. How- 
ever, since using the streptomycin com- 
patients have been greatly 
improved. have had 
ide effects from the use 
However, had several allergic 
cing made very ill for several days 
ith generalized urticaria and severe 


resent, penicillin alone should used 

first. results are not then 
eased, even above 300,000 units per 
iy, Which may then prove effective. 
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not, streptomycin 0.3 gm. should 
added. contrast penicillin, strep- 
not very readily absorbed, 
and hence not often found the 
blood stream following inhalations. But 
remains the bronchial mucosa 
long time and effective against many 
the gram-positive organisms well 
the ones. 

Hagens, Karp and Farmer® 1945 
made the interesting 
penicillin quickly cause 
the disappearance 
bacteria but that the gram-negative bac- 
teria persist and sometimes even appear 
although absent the original 
Penicillinase has not been added the 
specimens sputum, but this phase 
change the bacteriologic results. 
case bronchiectasis second anti- 
substance was also inhaled and 
while both drugs were being 
tered bacteria were found cul- 
ture. soon the use the second 
antibiotic substance was stopped Pro- 
teus vulgaris reappeared.” 


sen’ the meeting the American 
Medical Association Francisco 
July, 1946, stated that after the use 
penicillin aerosol alone “gram-nega- 
tive organisms, Escherichia coli coli- 
form organisms, Bacillus pyocyaneus 
and Aerobacter aerogenes, appear after 
one two weeks treatment. These 
organisms frequently continue the 
sputum predominant culture, wheth- 
improvement has taken place not. 
appears from the work Abraham 
and Chain that many these organ- 
isms, may themselves non- 
pathogenic, elaborate enzyme, peni- 
cillinase, which inhibits 
static activity penicillin. im- 
pression that the favorable results ob- 
tained Dr. Olsen when streptomycin 
was added the penicillin 
traced the disappearance gram- 
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negative organisms and, therefore, 
the absence the enzyme 


Children very readily respond the 
inhalation treatment. Many them 
have cough which resists all the 
cough medicines given them, includ- 
ing expectorants, 
spasmodics and even for al- 
lergy. Some these children have nasal 
passages and nasopharynges full 
mucopus mucoid secretion, with 
without any apparent sinusitis. The 
aspiration the secretion and Proetz 
treatments will relieve some them. 
Elixir benadryl, x-ray therapy the 
sinuses, nasopharynx and the chest may 
benefit others, but the remain- 
ing large percentage not respond 
any the above procedures, and cough 
persists. have found inhalation 
penicillin great value these 
cases, with without discernible path- 
ology the nose throat, and occa- 
sionally dramatic result has been ob- 
tained with even one treatment. Two 
such cases, which the cough remained 
for months after the original infection 
had disappeared, followed whooping 
cough. They were relieved symptoms 
one treatment and have remained 
free cough for over year. Several 
cases apparent nasal allergy chil- 
dren with edematous mucosa, mucoid 
secretion and sneezing, and several oth- 
ers who have had prolonged 
head cold have been completely relieved 
their symptoms the inhalation 
the nebulized penicillin. Sneezing dis- 
appeared after two three treatments. 
Anything which will relieve cough 
during childhood valuable, for be- 
lieve that coughing childhood 
that causes many cases bronchiecta- 
sis. 


These treatments can also given 
refractory children. The treatments are 
pleasant and when the child told that 
the mask will make him look like Super- 
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man Buck Rogers, willing 
try it. 

Patients all ages also appreciate 
the fact that they can given the treat- 
ment without waiting, the nurse can 
give soon they come into the of- 
fice. After the first examination the 
doctor need not spend more than min- 
ute two with the patient find out 
how getting along and decide 
more treatments are necessary. 

Following the inhalations, about 
cc. normal saline solution added 
the nebulizer and the 
antibiotics which remain 
paratus. Otherwise there loss 
about per cent which clings the 
glass and rubber bag. the condition 
being treated primarily the sinuses 
nasopharynx, tell the patient 
breathe through his nose; 
breathes through his mouth. this way 
most the medicine directed the 
affected part. used have oc- 
casional case sore mouth sore 
tongue when the end the nebulizer 
was held the mouth, but since using 
the mask soreness has appeared. 
should occur relieved ribo 
flavin and nicotinamide vitamin 
mouth may prevented using hu- 
midified oxygen nebulize the penicil- 
lin. 

have been using the sodium and 
potassium crystalline salts 
have been available.* They are com- 
pletely soluble and leave residue 
the nebulizer. According 
may aerosolized together, but when 
calcium penicillin used, the two must 
nebulized separately the calcium 
penicillin produces precipitate particles 
the presence streptomycin which 
clog the nebulizer.” According Garth- 


*Supplied the Schenley Laboratories. 
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waite, the crystalline salts are 
more potent. uses aerosol 
tablet which contains 50,000 units 
crystalline penicillin and inserted di- 
minims distilled boiled water 
saline are then added, resulting 
most immediate solution the 


line tablet which then nebulized. 


have not determined the penicil- 
lin blood level nor the penicillin sputum 
level any our cases. From clinical 
observation sure that have 
tained better results using penicillin 
nebulized form than from the same 
amount injection. many cases 
have patients their symptoms 
tailed obtain relief previous in- 
jections much larger amounts pen- 
Apparently the placing anti- 


great value and infection the res- 
piratory tract this can done more 
effectively inhalation than any 
other method. 


CONCLUSIONS 


Penicillin aerosol has proved 
valuable aid the treatment up- 
per and lower respiratory infections. 
Penicillin 150,000 units 1.5 
haled once twice day the usual 
drug (and dilution) used. 

those cases which not respond 
penicillin alone, cases which 
organisms susceptible 
streptomycin are found, 100,000 
units gm.) streptomycin are 
combined with the penicillin. 
Romansky has suggested the daily 
use least 300,000 units peni- 
and streptomycin also 
used least 0.1 0.3 gm. 
Penicillin 300,000 units mixed with 
cc. iodized oil may used 
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nebulization maintain more con- 
stant and higher penicillin level. 
Zephiran chloride 1:1000 has been 
suggested Grace and Olsen 
vehicle for penicillin 
mycin cases bronchiectasis. 

method anesthetizing the res- 
piratory tract with nebultzed ponto- 
caine preliminary the instillation 
iodized oil bronchoscopy has 
been suggested. 

The treatment respiratory 
tions children, especially cough, 
greatly simplified the use 
penicillin aerosol. 
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DISCUSSION 

Louts Krasno, M.D., Chicago, (by 
invitation) Dr. Davis has presented interest- 
ing information which, general, bears out 
both clinical and experimental evidence noted 
the literature. His paper 
significant since the material has been gathered 
from office patients, demonstrating that this 
method inhaling penicillin can 
used therapeutic procedure every-day 
practice. 

Inhalation penicillin rapidly becoming 
accepted therapeutic procedure. many 
instances represents real physiologic ap- 
proach respiratory problems. returns the 
affected respiratory system normal func- 
tional status, many cases, and, secondly, 
must remembered that the inhalation 
penicillin nontraumatic 
works real hardship the patient. 


would anticipate that time the number 
sinus infections requiring mechanical in- 
tervention will reduced the use peni- 
cillin inhalation. 

During the past our group Chicago 
has developed newer method 
inhalation than that described Dr. Davis. 
feel that much simpler and lends it- 
self readily use the office well when 
indicated the home. Our method involves 
the use penicillin micronized dust rather 
than nebulized liquid. Our procedure 
use 100,000 units penicillin dust per 
treatment, giving one three treatments daily, 
depending the conditions involved. our 
experience with 344 patients the results have 
been encouraging and certainly comparable 
those obtainable using penicillin liquid. Our 
incidence allergy with the penicillin dust 
has been per cent, and date has been 
manifested only contact dermatitis, stoma- 
titis and posterior pharyngeal irritation. 
have run into case anaphylactoid 
anaphylactic reaction yet. 


Our method consists apparatus repre- 
sented this rubber nasal face piece, con- 
taining metal device which the penicillin 
dust placed. During the negative pressure 
inspiration the penicillin dust lifted off 


the screen, goes through inhalation valve 
and into the airways. exhalation this valve 
shut, protecting the 
and the exhaled air goes through outlet 
valve which the direct plane exhala 
tion. 

More recently, with the co-operation the 
\bbott Laboratories, have condensed this 
large apparatus into whistle-like device made 
plastic, which the penicillin dust con- 
tained small cartridge and released 
through screen mesh its bottom. During 
inhalation aluminum ball brought 
the negative pressure inspiration and hits 
the cartridge which set rubber bushing, 
releasing the lower penicillin dust. 

feel that the inhalation 
dust has the following 


penicillin 


prolonged local effect secured in- 
dicated the delay reaching penicillin 
blood level peaks for three four hours 
administration. 

Therapeutic blood levels varying 
1.92 units per cc. serum are obtained 

better distribution penicillin through- 
out the respiratory tract secured since 
the moving force which carries the peni- 
cillin into the affected areas the nega- 
tive pressure inspiration rather than the 
positive pressure compressed air from 
oxygen tank. 

This instrument lends itself home use 

patients penicillin therapy be- 
tween office visits, such as, for example, 
patients with bronchiectasis. 

Penicillin the form dust stable and 

the necessity dilution obviated. 


Expensive and elaborate equipment 
necessary. 


Administration simplified. 


this paper Dr. Davis has called attention 
the value and simplicity 
advantageous the patient have only 
single treatment day. Dr. Davis quotes 
Romansky saying that least 300,000 units 
should given per day, either one treat 
ment divided doses. would interest- 
ing follow the blood levels periodically for 
some hours after the inhalation 300,000 
units. one our experiments the patient 
had blood level 0.25 units thirty minutes 
after inhaling 74,000 units minutes. 
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ttempt follow this along later 
blood levels were not taken 

Dr. Davis states, propylene glycol and 
together have been found give 


blood levels than would expected 


the early days penicillin therapy con 


sidered using propylene glycol but 
eeme t he so little available knowledge 
bout its possible action in the lune we did 


! 
not use it. one case used 
patient complained being 
and 

Most the 


mally have 


Iveol but the 

patients have treated per- 
been cases chronic pulmonary 


of the 


fact 


negative bacteria are almost 
vealed atter few penicillin inhala 
tions, have used both penicillin 
stopped and streptomycin 


the gram-positive bacteria have 


Where both 


positive and negative bacteria have disappeared 


tenden reappear gram- 
sputum, veast has sometimes been 
found. have with 
daily quantity 200,000 units penicillin 


and 500,000 units streptomycin divided 


results 


treating the patient over period 


doses: 


seven ten days. Cases bronchiectasis and 
chrome bronchitis are usually improved, but 
ses asthma with possible bacterial factor 
have not treated adequately cases 


aerosolization 
our 


laryngitis with have 
und difficult results 
ute cases when other therapeutic measures 
ive also been 111 cases treated 
the hospital members the staff there 
acute 


evaluate 


acute rhinitis, 
with acute pharyngitis, having 


ute and with tracheobronchitis. 


ere 26 cases ot 


WISITIS, 


ick proper controls made impossible 
ept the frequent reports improvement 


Several vears ago tried without any defi- 
improvement frequent spraying the 
with penicillin solution cases 
vere that time the price 
nicillin was quite high the method was 
ven up. some cases acute suppurative 
tritis, washing the sinus does not di- 
ush the amount secretion, the instilla- 

penicillin salt solution the con- 
sion the procedure has appeared im- 
the condition considerably. Some cases 
chronic antritis are also helped 
nner. However, sure are follow- 
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then cu 


ing the proper procedure, 
first ruled out 
tures made order determine what bac 
When strepto- 
mycin will, course, also have used 


these cases, and 


are present. necessary, 


have had patients referred 
acute upper 


who have had series 
respiratory infections, each one subsiding under 
penicillin treatment. have wondered they 
would have had these recurrences 
been allowed recover formerly, and time 
allowed for building resistance the in- 
vading organisms. Probably most have 
also wondered whether some these patients 
might not later show sensitization peni 
cillin and time when they might have 
more serious illness. 

Dr. Davis mentions the inhalation ponto 
caine produce anesthesia for bronchoscopy 
the absorption the anesthetic being 
much enhanced nebulization, there not 
greater danger toxic reaction the 

Dr. Davis states, have not been 
able obtain sufficient absorption strep- 
tomycin from the lung obtain blood levels 
However, the gram-negative bacteria disappear 
from the sputum, and believed that 
adequate effect 

have 


teresting 


nevertheless obtained. 
found Dr. Davis’ paper 
have the privilege discussing it. 


and 


penicillin powder forn 


Davis, 

have been 
office, but found that clogs nebu- 
lizer after fair amount has been nebulized 
delighted learn that Dr. 
been working with micronized penicillin dust 
This will probably 
have been working 


Krasno has 


and new type inhaler 
replace 
one that used one 
more treatments and either thrown away 
refilled. This dust which Dr. Krasno speaks 
imagine will take the place our bomb. 
unless found that the inhalation peni- 


cillin dust too irritating has too great 


Dr. Hagens mentioned the sens:tiv:ty which 
might built and affect future treatment. 
This indeed possibility and must con- 
sidered. 

regard the resistance which might 
acquired the organisms against the antibi- 
Dr. Olsen the Clinic has stated 
that the future patients whose organisms 
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have become resistant uncertain. may 
that they will not remain resistant and that 
some future time the drug may effective 
again. vitro least the resistance strep- 
tomycin may become great that not 
possible use sufficient streptomycin over- 
come it. This very much less likely with 
penicillin and bacterial resistance penicillin 
acquired during treatment may disregarded. 
(Keefer) Therefore when one uses the anti- 
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biotics, especially streptomycin, well 
use sufficiently large amounts get 
immediate effect possible order not 
allow the development resistant strain. 

the absorption pontocaine nebu- 
lization, have had trouble far. Our 
series too small, but far patient has 
had any trouble from toxicity. 

wish thank discussers very much for 
their fine additions paper. Thank you 
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PERIPHERAL CRANIAL AUTONOMIC TRACTS 


Study Anatomy and Function 


Davip M.D. 
SAN DIEGO, CALIF. 


number have been 
literature 
autonomic nervous 


which 


interested 


years 
the concerned 
bear upon 
nals devoted exclusively anatomy and 
our clinical 


while some ot 
literature with 
have been established for many years. 


The usual description the cranial 
autonomic ganglia which each has 
sensory, motor and sympathetic root 
has long since been discarded ana- 
tomic discourse, but strangely enough 
still holds its place the 

The idea that ganglia and fiber tracts 
one unified system nerves can 
serve both sensory and motor functions 
will not stand the test critical anal- 
ysis. is, however, generally accepted 
otolaryngology under the name 
sphenopalatine ganglion neuralgia. 

The purpose this paper con- 
fundamentals anatomy 
function which are necessary for 
inderstanding what the autonomic 

stem and how functions. 


ider those 


The experiments (1886) 


(1889) demonstrated 


rves which act upon unstriated muscle 
glandular tissue the 
ly. was given name corre- 
onding its location, viz., cranial, 
and sacral. ex- 
riments with 
ropine, and epinephrine showed that 


ented the Fifty-Second Annual Session 
\merican Academy Ophthalmology and Oto- 


ngology, October 12-17, 1947, Chicago, III. 


? 


? 


the cranial and sacral divisions have the 
same reactions and that they are antag- 
the reactions the thoraco- 


lumbar division. The three anatomic 
were then considered 
functional divisions, viz., the 


sacral and thoracolumbar. these 
participates the innervation the 
smooth musculature and glandular tis- 
sue throughout the 


recognition the fact that both 
these motor systems function below 
the level consciousness and for the 
most part independently 
control, they were given the name 
nervous system.” The function- 
antagonism between the two was ex- 
pressed designating the thoracolum- 
sympathetic and 
tems respectively (fig. 1). 


divisions 


Stimulation motor nerve de- 
pendent upon initial 
nating sensory nerve. The synapse 
where these 
two conducts stimulus only the di- 
rection the motor neuron. After the 
stimulus has entered the synapse be- 
comes irreversible. The synapse may 
regarded gate which opens only 


contact 


one direction.! This gives significance 
the fact that repeated stimulation 
peripheral tract nerve fibers always 
produces the same effect and deter- 
mines that the function such tract 
either sensory motor, but never 
both. 

Retlexes terminating the autonomic 
system are initiated 
somatic component sensory cerebro- 


or 
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Diagram of somatic reflex. The nutrient cells of 


the sensory neurons are located in the posterior root ganglion, 


] 


The sensory neuron terminates the dorsal horn, 
(D. H.). Here synapse made with the nutrient cells the 
short intraspinal connector neuron which carries the impulse 


the ventral horn, (V. H.). 


The ventral horn the origin 


of the motor neuron which terminates in striated muscle 


Diagram sympathetic 


afferent neurons travel 
somatic afferent neurons. The 


autonomic reflex. The visceral 
posterior root along with the 


nutrient cell bodies are also 


located in the posterior root ganghon, (P. R. G.). These neurons 


terminate in the lateral horn, 


the lateral horn with long 


the mixed spinal nerve for 


(L. H.). synapse made 
extraspinal neuron which joins 
short distance and then leaves 


terminate sympathetic ganglion, (Sy. G.). This 
neuron is named the preganglionic neuron and is also known 
the white ramus communicans because covered 
sheath myelin. The sympathetic ganglion the origin the 


postganglionic 


terminates in smooth muscle and 


glandular tissue. also known the gray ramus communi 
cans because has myelin sheath. 


spinal nerve. Thus afferent impulses 
originating any part the body may 
excite the autonomic system, the somatic 
system, both.* 

the nervous system gen- 
erally are conducted across 
three neurons. the somatic nervous 
system these are known the sensory, 
connector and motor neurons. The con- 
nector neuron not regarded either 
sensory motor, but simply one 
making contact between the two. the 
autonomic system, however, the con- 
nector neuron named 
glionic neuron and regarded the 
first two motor neurons which com- 
plete the reflex (fig. 2). 


The cranial distribution the thora 
columbar (sympathetic) division: The 
fibers begin preganglionic neurons 
the intermediolateral cell column the 
visceral sensory neurons. They 
and 
segments the cord covered 
myelin sheath and enter one the 
These ganglia are the nuclear cell sta 
tions for long postganglionic 
ated neurons which form plexuses and 
ascend along the walls both carotid 
and maxillary arteries. They terminate 
the salivary and lacrimal glands, 
mucous glands the upper respirators 


second 
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Gel. sup. 


cervic. med. 


inf: 


Gel. 


* 


Plex solaris 
Stomach ‘ 
Liver 
Pancreas 


Bladder 
Genitalia 
FIG. The sympathetic system begins the intermediolateral cell 
lateral horn the cord. This column extends from the first thoracic the third 


lumbar vertebra. Rarely the eighth cervical segment also participates shown 
the diagram. 

From this column short myelinated preganglionic neurons extend out chain 
vanglia which are distributed along each side of the cord. The ganglia contain the 
nuclear cell bodies long unmyelinated postganglionic neurons which extend their 
final distribution without making any functional union synapse with other nerves. 
The distribution for the thorax, abdomen and pelvis is largely segmental. The sym- 
pathetic distribution for the head composed preganglionic fibers from the first 
and second thoracic segments which terminate one the three cervical sympa- 
thetic ganglia. Postganglionic neurons attach themselves to the large arteries of 
the neck and head. They branch off different levels for terminal distribution. 
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sphincter 


lacrimal, 


sublingual 


Heart 


Bronchi 


Stomach 
Intestine 


Liver 


Pancreas 


Kidneys 


Bladder 
Genitalia 


FIG. The parasympathetic portion the autonomic system. 
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Pregang 


lionic fibers are indicated continuous lines, postganglionic fibers dotted lines 


and digestive tracts, the dilator pupilli 
muscle and the walls the blood ves- 
sels. Their function chiefly vasocon- 
striction, dilatation the pupil and 
stimulation mucous and salivary se- 
cretion. 

The cranial autonomic (parasympa- 
thetic) division: Preganglionic fibers 
take origin from the visceral efferent 
column nuclei which extends from 
the midbrain through the medulla. They 


emerge with cranial nerves 
and The tracts associated with 
nerves VII and follow along 
these nerves contact the ciliary, 
sphenopalatine, otic and submaxillary 
ganglia. The fibers associated with the 
tenth nerve arise the dorsal motor 
nucleus the vagus 
fibers which terminate the various 
parasympathetic ganglia the thorax 
and abdominal viscera (fig. 4). 


f 
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GLAND LACRIMAL 


Associated with the 
The central origin for the para- 


the Edinger-Westphal nucleus located 


leep the midbrain. Its preganglionic 


emerge with the oculomotor nerve 


enter the orbit where synapse 
within the ciliary ganglion. Post- 
anghonic fibers the sclera and 
erminate the ciliary and constrictor 
upilli muscles. 


Associated with the Seventh 
erve. The superior salivary nucleus 
icts which emerge the nervous in- 
rmedius. One these, the great su- 
petrosal nerve, terminates 
sphenopalatine ganglion after trav- 
through the petrous bone and 
canal. Postganglionic fibers 
distributed the mucosa the 
nasopharynx, palate and lacrimal 
inds. The second these tracts fol- 
the seventh nerve into the facial 
nal along with the chorda tympani 
rve and terminates the submaxil- 


CENTR SPHINCT IRID 


CORP QUADR 


SUP 


UCL SALIVAT INF 


PAROTID 
PETROS 
BMAAILLARE 
parasympathetic and 


lary ganglion. Postganglionic fibers en- 
ter the sublingual 
The function both tracts 
stimulate secretion and increase the cir- 
culation blood. 


Associated with the Ninth 
Nerve. The inferior salivary nucleus 
the origin preganglionic fibers which 
are carried along the ninth nerve and 
terminate way the tympanic 
branch and the small superficial petrosal 
nerve the otic ganglion. Postganglion- 
fibers pass along the auriculotemporal 
nerve and enter the parotid gland. The 
function stimulation parotid secre- 
tion and vasodilatation. 


Associated with the Tenth 
Nerve. The various glands and smooth 
musculature both the respiratory and 
digestive tracts from the pharynx the 
colon receive parasympathetic innerva- 
tion from the dorsal nucleus the 
vagus nerve. Long preganglionic fibers 
are distributed peripheral ganglia lo- 
cated near these tissues. Terminal 


| 
+s 
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distribution short post- 
ganghonic fibers. (See 3.) 

tory glands and smooth musculature are 
innervated both and 
parasympathetic systems. one 
composed two motor neurons which 
form one synapse outside the central 
nervous They have anatomic 
functional with other nerves 
ganglia. 

Sphenopalatine ganglion neuralgia 
the name given syndrome which 
and taught our classrooms for almost 
forty does not fit into this 
description and should subjected 
critical analysis. The ganglion 
synapse between the termination the 
great superficial petrosal nerve and the 
nuclear cells the postganglionic fibers 
which are distributed the mucosa 
the nose, sinuses, palate, pharynx and 
lacrimal gland. Across this synapse 
stimulus can progress only the direc- 
tion these tissues complete 
flex which may have originated 
sensory component any cerebrospinal 
nerve. For example, the nasal and lac- 
rimal glands may stimulated emo- 
tional disturbances vision, sound, 
pain irritation anywhere the body. 
The postganglionic neurons reach their 
final destination attachment other 
nerves arteries which are distributed 
the same tissues. They reach the lac- 
rimal gland way the ophthalmic 
nerve. They enter the nose through the 
sphenopalatine foramen. toward 
this foramen that applicator 
rected the so-called cocainization 
the ganglion. The ganglion, however, 
not anatomically accessible. lies 
the pterygopalatine fossa behind the 
upper posterior wall the maxillary 
sinus and separated from the nose 
the lateral bony wall. The maxillary 
nerve, the postganglionic fibers both 
the sphenopalatine and superior cervical 


and the sphenopala- 
tine artery all enter the cavity 
through the sphenopalatine 

Cocainization the ganglion 
expression which actually means noth 
ing more than the application cocaine 
the sphenopalatine foramen. When 
this accomplished pain may 
lieved the effect cocaine 
maxillary branch the fitth nerve 
which the great sensory nerve the 
nose and accessory sinuses. 

Diagnoses which 
functions autonomic neurons cannot 
logically. obvious that there can 
syndrome sphenopalatine ganglion 
neuralgia. 

Vidian subjected the 
same criticism. The vidian nerve de- 
scribed the union the great super 
ficial petrosal and great 
nerves the vidian canal. this union 
the great deep petrosal nerve 
sumed become the svmpathetic root 
the sphenopalatine ganglion. 
words, proposed that postganglionic 
come incorporated into ganglion 
parasympathetic system. Larsell® has 
shown that there union these 
vidian canal the two nerves are shown 
completely separated and the pro 
tecting sheath the fibers 
the great petrosal nerve 
tact. Speaking factually, there 
vidian nerve. The anatomy and function 
would less the name 
discarded altogether. might rea 
sonably refer the seventh and 
nerves the nerve the internal audi 
tory meatus. Furthermore, both nerves 
are purely motor obvi 
ously there can syndrome 
dian neuralgia. 

Autonomic innervation the 
autonomic fiber tracts for inner ear 
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Hexes can established. Rasmus- 
granted that the circulation the 
cochlea and labyrinth subject the 
same intluences which prevail elsewhere 
the body. has traced unmyelin- 
ated along the vessels which ac- 
company the eighth nerve. The absence 
myelin would indicate that these are 
postganglionic fibers the sympathetic 
system and suggests 
route from the superior cervical 
pathetic ganglion along the vertebral, 
and auditory arteries. 

able monograph the olivary peduncle. 
his conclusions states that 
morphological features the olivary 
peduncle suggest that visceral 
ferent fascicle which terminates the 
There presumptive evidence 
that consists preganglionic fibers 
which supply the blood vessels the 
cochlea and the epithelium 
overlying the stria vascularis. states 
that this true, involvement this 
either irritation destruc- 
tion might affect proper functioning 
sense organ hearing, and perhaps 
the equilibratory mechanism well.” 


The presence unmyelinated fibers 
the vestibular nerve and atypical cells 
Scarpa’s ganglion interpreted 
observers evidence sympa- 
hetic innervation the labyrinth. 


refers the work 
the only available experi- 
ental evidence bearing directly the 
innervation the cochlea. 
cut the eighth nerve close 
internal auditory meatus. Later 
hen the animal sacrificed 
und blood vessels the stria 
scularis had atrophied; 
had disappeared and Reissner’s 
mbrane collapsed down the organ 
Corti.” The cells the spiral gan- 
were not affected. This would in- 


dicate that these effects could not 
due the cochlear artery. 


SUMMARY 

The pattern for distribution the 
autonomic system involuntary tissue 
has been reviewed. 

given which identifies 
the motor mechanism 

Diagnoses which attribute the appre- 
ferent stimuli the autonomic 
cannot supported. 
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DISCUSSION 
Kime, Bloomington, Ind 
(by invitation) Your invitation discuss 
paper the cranial autonomic nerve pathways 
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deeply appreciated. Those responsible 
for the teaching the basic medical sciences 
value highly the consistent support that has 
heen given the rank and file your 
membership. feel that there plenty 
room for work and co-operation be- 
minded basic scientists. Such co-operation 
have had Indiana University School 
Medicine, particularly our course 
head and neck which was originated Dr. 
John Barnhill and which has been continued 
your President-Elect, Dr. Carl 
key, and myself. 


This course has from the beginning given 
more than casual attention the vidian nerve. 
now call the nerve the pterygoid 
canal, and while quite sympathetic with 
Dr. Higbee his fundamental ideas that 
much more important that know what the 
functional components are that pass through 
the so-called divisions components this 
nerve, than that give 
name, nevertheless, that term firmly estab- 
lished our literature and not see how 
can throw out this time. matter 
fact, take another nerve which all know 
about, the great sciatic nerve. composed 
two different entities. These nerves, the 
peroneal nerve and the tibial nerve, may 
separated all the way the spinal cord, 
and can separate them anatomically, phy- 
siologically and clinically, but not feel 
that necessary throw out the term the 
great sciatic nerve. Two separate nerves are 
bound together and that all there that. 

very vividly recall working with Dr. Barn- 
hill the early days and uncovering the vidian 
nerve the floor the sphenoid sinus. 
that time, academic anatomist, this 
nerve was interest chiefly because the 
unique manner its formation from two sepa- 
rate nerve trunks, and its apparent 
termination ganglion suspended from still 
that is, the maxillary 


gross 


another nerve, 
division the fifth. 

seemed obvious that the motor root 
the sphenopalatine ganglion, then described 
the textbooks, and still described some 
our textbooks, should come 
seventh cranial nerve way its branch 
the great superficial petrosal. then de- 
scribed the sympathetic root, the great deep 
petrosal branch from the carotid plexus, and 
the sensory root coming from the maxillary 
division the fifth. That the way saw 
then. That the way was described. That 
the way frequently described the 


ACA & 


now, but longer emphasize 
that teaching the medical schools. 

The vidian nerve, however, was structure 
more than casual interest Dr. Barnhill 
and his confreres. The sphenopalatine gang- 
just front the floor the 
sphenoid sinus and just wide the spheno- 
palatine foramen, the porta nasalis door 
the nose. The ganglion, and its neighboring 
plexus nerves, accessible medication 
via the nose injection through the pos- 
terior palatine canal. The medical profession 
has shown marked interest 
referred pain and reflexes over the various 
postulated established nerve pathways that 
traverse the pterygopalatine bottleneck. 

Sphenopalatine neuralgia and the Sluder 
syndrome were terms rather often employed 
They were based upon hypothecated synapses 
board. 
what clarified the situation, 
has told you, although the present time 
think any claim know all the 


Subsequent investigations have some- 
Higbee 


answers. 


with the ciliary, otic and submaxillary ganglia, 
thetic ganglion. The cell bodies these gang- 
are and, common with 
other autonomic nerves, are motor neurons 
There are sensory ganglion cells 
ganglion; hence, 
the 


cannot mediate referred pain act sen 


sphenopalatine 


synapse occurs ganglion and 


sory switchboard. 

Many 
the maxillary division the trigeminal nerve 
undoubtedly pass close proximity 
These nerves con 
verge within the pterygopalatine fossa. They 
bring impulses from the nose, palate 
part from posterior nasal air-sinuses. They 
pass through the pterygopalatine fossa without 


sensory nerve fibers that belong 


sphenopalatine ganglion 


synapsing the sphenopalatine ganglion. They 
join the nerve, and with traverse 
the foramen rotundum reach cell bodies 
ganglion the central processes 
sory neurons reach the pons 
root the fifth cranial nerve. They 
terminate synapsing with extensive ver 
tical column cells that ascends the mid 
brain—mesencephalic nucleus the 

and descends the brain stem far 
upper spinal cord—descending 
spinal nucleus the fifth This 
rangement brings the established central con 


this 


main 
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nections the fifth nerve into close juxta- 
position with the central nucleus almost 
other cranial nerve. Functionally and 
climeally, this important relationship. 

brain stem nuclei the fifth and tenth cranial 
nerves. The tenth nerve contains rela- 
tively general somatic sensory fibers, that 
is, ordinary pain nerves. They supply only 
limited territory, that the external ear 
nerve) and part the meninges. 
the other hand, the fifth nerve, the larg- 
est caliber all the cranial nerves, has 
extensive sensory distribution the somatic 
structures the mouth, nose, face and head. 
The fifth nerve serves very largely 
main afferent limb the reflex are which may 
cranial nerves, especially the ninth and tenth 
nerves 

Now, the sympathetic nerves. The 
sympathetic nerves that traverse the imme- 
diate neighborhood the palatine, ciliary, 
otic and submaxillary ganglia are postgang- 
lionic. Their cell bodies are located the 
superior cervical ganglia and their fibers ac- 
company the various branches the two 
carotid arteries. Hence there functionally 
sympathetic root any the peripheral 
ganglia the fifth nerve. There evidence 
that any other nerve cells actually form these 
ganglia except parasympathetic cells. Sensory 
and sympathetic nerve fibers merely pass 
close contact with the ganglion cells the 
phenopalatine ganglion; therefore, agree 
with Dr. Higbee that the terms motor root, 
sensory root, and sympathetic root were best 
deleted from the descriptive terminology 
autonomic ganglia. 


May state here parenthetically that most 
our troubles the mastery anatomy 
due misunderstanding terminology. 
have been handicapped archaic and 
mplicated nomenclature and all too often 
clinicians and academicians appear speak 
different language. 
The gross criteria 
een sensory nerves and motor nerves are no- 
riously misleading. criteria 
not infallible. has generally been as- 
med that the presence myelin sheath 
licates either somatic nerve fiber 
eganglionic autonomic nerve. 
this criterion does not always hold. Sen- 
fibers may have thin, almost absent my- 
sheath. the other hand, postgang- 
nic nerve fibers occasionally have thin 
elin sheath. 


The so-called vidian nerve composed 
two separate nerve trunks, heavily myelin- 
ated great superficial component and 
very lightly myelinated portion, 
the great deep petrosal nerve. generally 
agreed that while the greater proportion 
the myelinated fibers the greater superficial 
petrosal nerve are 
palatine ganglion, there are also other my- 
elinated fibers which are sensory. These are 
both general and special visceral afferents 
from the nose and throat and consist the 
peripheral fibers (dendrites) sensory neu- 
rons whose ganglion cells are found 
the geniculate ganglion and whose central 
processes continue the pars intermedius 
the facial nerve. They terminate the nu- 
cleus solitarius. 

also possible that general somatic af- 
ferents may also run the seventh nerve, 
have their peripheral fibers the greater 
superficial petrosal, their cell bodies the 
geniculate ganglion and their central processes 
terminating the spinal nucleus the fifth 
nerve. either instance the pathway may 
connected with lower levels the brain stem 
and cervical cord. The route via the descend- 
ing spinal tract the fifth nerve obvious. 
The pathway from the solitarius 
probably utilizes the reticulospinal tract. 


has been pointed out there are few 
myelinated fibers the great 
nerve. They are perhaps sensory nerves that 
return the spinal cord way the sym- 
pathetic trunk. Since there are white rami 
communicantes connected with 
nerves, and since the white rami communi- 
cantes are accepted the common route for 
return visceral afferents that accompany 
the sympathetic nerves, obvious that 
are again confronted with gap our knowl- 
edge concerning the central hookup the 
sensory fibers that have been allocated one 
the other components the vidian nerve. 

Dr. Higbee has pointed out behooves 
all return again and again funda- 
mental facts and principles, such fundamen- 
tals developmental, functional and applied 
neural anatomy, order fulfill our obliga- 
tion the fields medical research, educa- 
tion 


M.D., St. Louis, Mo.: Some- 
times make progress discovering and 
inventing new things, and sometimes taking 
old things apart, and rearranging them. 
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Dr. today has 
things. the first place the nerve the 
canal two nerves and not one. 
willing talk about the “nerves the 
ptervgoid canal” instead the “nerve.” That 
somebody described single nerve the 
sixteenth century should make difference. 
Why bother make progress are 

The second thing Dr. Higbee 
out that the sensory fibers which once 
thought were part the sphenopalatine 
ganglion are not part it. They pass 
over it, was pointed out several ob- 
servers ten fifteen ago. 

The third thing that the sphenopalatine 
ganglion is, indeed, autonomic ganglion, 
then not expect pain impulses pass 
back through the brain. the other 
hand there are one two clinical observa- 
tions which think are important. the first 
place, know definitely that there are cer- 
tain pains that can control cocainizing, 
not the ganglion, least the region 
the ganglion. the second place, know 
that can cocainize the vidian nerve and 
stop headache which had not 
trolled cocainizing the nasal ganglion. 

recall seeing patient with Dr. Vail 
few years ago, nun with terrific headaches, 
who had had operation her sphenoid. 
Dr. Vail cocainized will either the nerves 
the pterygoid canal the ganglion. Co- 
cainization the ganglion gave relief but 
the pain responded promptly cocainization 
the nerves. That incontrovertible, whether 

namely, that the pain may arise and therefore 
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controlled through the autonomic pathways 
know that headaches come about through 
changes the blood vessels the brain, and 
that the worst headaches are the ones which 
changes blood pressure are the greatest, 
which the pulsations are the greatest and 
which the control the tone the vessels 
somehow changed through autonomic dis- 
turbances. The investigations Wolff and 
others show that the seat many headaches 
the walls the blood vessels. The pain 
that call lower-half 
does not come trom the distribution the 
sensory fibers the sphenopalatine ganglion 
Obviously this pain not localized the sep 
tum, the face the sphenoid, the palate 
believe that there such thing 
ganglion headache, however, 
produced indirectly through the 
elements the ganglion the blood 
vessels 

Dr. Highee has done great service 
bring this subject into the again 


M.D., San Diego, Calif 
was interested see the illustrations that 
Dr. Kime gave the two nerves occupying 
the vidian canal, showing myelinated fibers 
the great deep petrosal nerve and myelin 
various thickness the great superficial 
trosal nerve. Personally have not felt that 
those were autonomic fiber tracts, 
they were sensory tracts which hitchhiked 
ride their destination along the great 
ficial petrosal and the deep petrosal nerves 
just the carotid plexus hitchhikes ride 
along the carotid artery gain elevation 
the head. 
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STREPTOMYCIN TREATMENT VERTIGO 


NEW YORK, 


VIOLENT and paroxysmal attack 
vertigo, especially associated with 
nausea and vomiting, terrifying ex- 
cur the patient becomes understandably 

every few 


bout. the 
hours or even once or twice per week, 
the patient becomes virtually 
etiologies for vertigo are manifold 
with 


attacks occur 


but the attacks occur 
deatness and tinnitus part the 
so-called syndrome, which 
most commonly due hydrops the 
The 


vascular 


endolymphatic 


drome may 
spasms due excessive smoking, 
teriosclerosis, emotional crises what 
not. severe attacks ver- 
occur without deatness tinnitus. 
deatness and tinnitus are absent, the 
patient is, the tvpe who suffers 
from vertigo only when his head 
certain position with sudden changes 
this 

therapy paroxysmal attacks 
vertigo can medical surgical. The 

edical treatments can listed the 
and 
and the use 


ter intake, diuretics, 
sodi 


The 


benadryl, 


nitrite, 
neo-antergan, are used the attacks 
thought due allergic phe- 
mena. mild cases, the above- 


ntioned therapeutic agents 


Medical 


from 


Center. 
Merck & Co., 


mbhia- Presbyterian 
ported by a 
hway, N. J. 
ited the Fifty-Second Annual 
American Academy of Ophthalmology and Oto- 
12-17, 1947, Chicago, Il 


yrant Inc., 


Session of 


ngology, October 


sisted long enough, there often al- 
rarely there 
cases syndrome admitted 
the Neurological Institute all but 
were free from symptoms after three 


leviation the vertigo; 


reports 


vears with therapy, least con- 
certed consistent therapy. 

The surgical treatment according 
modern concepts depends series 
circumstances. the patient does not 
improve with medical treatment 
must alleviated violent symptoms 
short time, surgical treatment can 
tried. there marked deafness 
one ear, usually the case with se- 
vere endolymphatic hydrops, the opera- 
tion choice ablation the offend- 
ing labyrinth. procedure cau- 
terizing the endolymphatic 
simple, not shocking, and few in- 
stances, the hearing has been unchanged 
hearing destroyed along with the 
tibular labyrinth. the hearing good, 
differential vestibular section 
the treatment choice. the hearing 
ascertain which vestibular nerve should 
cut. Bilateral vestibular section has 
been performed Dandy but 


relatively dangerous procedure. The pa- 
tients, after operation, have considerable 
difficulty compensating for 
loss their otic balance mechanism but 
eventually they compensate just 
labyrinthectimized animals. 

While working the toxic effects 
anism occurred Mr. Hawkins 
Merck Institute that this drug might 
used prevent the vertigenous attacks 


| 
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disease. Certain doses 
streptomycin produce what amounts 
bilateral nerve section. The patient loses 
all reaction labyrinth stimulation. 
olent rotation produces nystagmus, 
even ice water syringed into the ear for 
five minutes often produces reaction 
after patient has received, for ex- 
ample, gm. streptomycin per day 
for three four first, the 
absence labyrinth function very 
annoying patient. feels weak, 
his eyes not focus well, has mild 
vertigo and occasional nausea and vom- 
iting when turning over bed, can- 
not walk straight line with his eyes 
open and cannot walk the dark 
all. the person young these symp- 
years age they may never subside. 
Very occasionally there associated 
cases. Very rarely the deafness may 
very severe complete. The onset 
deafness is, according Hinshaw, 
heralded tinnitus which will permit 
cessation the drug time avoid 
severe deafness susceptible individ- 
uals. This has not been experience 
but have seen only instances deaf- 
ness from streptomycin, which were not 
associated with meningitis 
thecal administration the drug; this 
over 130 patients, who had vestibular 
disturbances from the drug. 


The occasional occurrence deaf- 
ness with streptomycin therapy one 
the chances one takes when using 
the drug, but certain patients with ver- 
tigo are desperate for help that 
seemed justified try reduction 
their vestibular activity with strepto- 
mycin. Certainly block 
the vestibular mechanism with this drug 
less dangerous than bilateral surgical 
section and the end results should 
similar. Although the patient will have 
loss orientation for time, will, 
young enough, develop compensation 
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just does labyrinthectimized labora- 
tory animal patient who has re- 
covered from meningitis with bilateral 
labyrinthitis. Furthermore, the drug can 
stopped before complete loss hear- 
ing develops. such case the patient 
should have reduction the violence 
his attacks vertigo without total 
mechanism. 

Over period some months few 
patients presented themselves 
vere enough recurrent attacks ver- 
tigo warrant the trial the toxic 
fects streptomycin the vestibular 
labyrinth. One was longshoreman, who 
was eliminated because his occupa- 
tion. would not have long- 
shoreman, suddenly turned 
looked up, lose his balance. Another pa- 
tient was eliminated because she was 
years old. Experience with streptomycin 
old people shows that they often 
not compensate with the eye and muscle 
tendon senses for lack labyrinth con- 
trol. Four patients have been tried, how- 
ever, with some success. 


CASE REPORTS 
Age years. (850602). 

This patient states that one year ago she 
had onset buzzing noise her left ear. The 
noise remained constant and very low pitched 
About three months after the onset the 
buzzing there developed episodes dizziness, 
during which things turned 
direction. Dizziness was accompanied nau- 
sea and vomiting, headache. The patient 
also noted the onset diminished 
acuity the left ear. The episodes vertigo 
occurred every two, three four weeks. The 
tinnitus during some the episodes became 
high pitched aud during other episodes was 
low pitched nature. Symptoms 
sisted under treatment with nicotinic acid; 
also under the Furstenberg regime low salt 
with ammonium chloride. The patient 
other complaints, except that she believes her 
hearing gradually diminishing the left 
side. There history acute left otitis 
media four years ago. 
subsided few days. There has been 
other ear trouble. The Kline test was nega 
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3/12/47 135” 105” 105” 
3/18/47 20.25 gm. 115” 70” 
3/21/47 30.25 gm. 140” 150” 
3/22/47 138” 
4/1/47 150” 
4/8/47 70” 35’ 
4/15/47 
7/8/47 


weere 


32 ‘ 


ve; sensitivity was increased and 
here were several large pseudopods 
X-ray the skull with 


was negative. 


wheal 
erence the internal meatus 
Rotation the right ten times twenty sec- 
nds produced normal nystagmus for twenty 
econds; rotation the left, for twenty-five 
seconds. Five cc. ice water instilled the 
ethod Kobrak produced normal response 
according the method Hall- 


are summarized table Because 


frequency the attacks and 


kK Of 


improvement following the salt 
tted the hospital for trial strepto- 
cin therapy. During the first twelve hours 
received gm. Merck Lot 560 strep- 
hydrochloride. This produced tem- 
ature 102.4 and feeling dizziness 
ter each Lot 560 was known 
effects the labyrinth animals 
had been selected for this reason, but be- 
ise the hyperpyrexia was discontinued. 
returned normal within 

Two days later she was 


temperature 
enty-four hours. 


tae 


ase si2 2046 64086) 182 16304 


Audiogram for R.E 


daily. She received this for four days. Since 
there was effect the dosage was raised 
per day. The effect streptomycin was 
measured the Hallpike method and the 
sixth day streptomycin (second day 
gm. per day) she developed reduced response 
hot water (44 C.) both ears. The fol- 
lowing day the response hot water was ab- 
sent. Two days later the patient felt dizzy, 
somewhat nauseated and there was fine spon- 
taneous nystagmus the right. The following 
day there was marked nystagmus the 
right. Incidentally this day the tinnitus 
her vertigo the time was due Méni- 
attack. Two days this the patient 
went home. She had moderately broad base 
when walking, positive Romberg test, and 
spontaneous nystagmus the right. The un- 
certainty walking severe 
for her remain bed week after leaving 
the hospital. April 1947, there was 
spontaneous nystagmus until caloric tests were 


done and then cold water (30 C.) the 


left ear produced much nystagmus that the 
end point could not read. April 29, there 
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was fine nystagmus right lateral gaze. 
The patient felt very much better. Incidentally 
she had had acute attacks vertigo since 
leaving the hospital. Aug. 26, 1947, she re- 
ported that she had two slight attacks 
vertigo lasting less than one minute without 
nausea vomiting and without tinnitus. 
this time she claimed she had trouble with 
her balance, and tilt-table tests were moderate- 
well performed for both slow and rapid 
tilt while blindfolded. Now six months after 
her streptomycin treatment she well satis- 
fied with the outcome although she still has 
some trouble walking the dark. 


Age 
(839324). 

This patient was first seen Vanderbilt 
Clinic, July 24, 1929, with diagnosis luetic 
keratitis, although she claimed that her vision 
had failed after fall downstairs some years 
before. She had had intravenous injections 
some time before this. Her vision because 
the opacities both eyes was O.D. 20/70, 
O.S. under homatropine. There was 
some history blindness the maternal fam- 
ily tree. Aug. 26, 1946, eye examination 
revealed O.D. 3/200, O.S. 20/70, 3/200. 
Nov. 26, 1946, she first complained the clinic 
that she had had tinnitus and dizzy spells al- 
most daily for five vears. She had worn 
hearing aid for one vear. Her first spell came 
“peculiar feeling” coming over her asa 
forewarning impending trouble. 
walked from one room into another home 
she felt she were floating space and 
developed roaring noise both ears. She 
then began spin but did not fall down, did 
not lose consciousness, but, rather, lay down 
her bed and then proceeded vomit. She 
remained bed for week not desiring any 
food and reportedly losing pounds during 
that time. With the onset the “peculiar 
feeling” she heard noise her 
right ear, which has accompanied just pre- 
ceded subsequent dizzy spells. One month later 
she had another spell, this time bus. This 
was described transient spell lasting 
matter seconds with peculiar dizzy feel- 
ing with loss consciousness, nausea and 
vomiting. The third spell occurred about 
one year later night while bed. She 
woke suddenly and could not see, since every- 
thing was whirling around. This dizzy spell 
lasted about six weeks requiring bed rest dur- 
ing the entire time. Since these three attacks 
five years ago she has averaged three full 
blown spells week. They are all character- 
ized “warning” that her heart begins 


years, weight 158 pounds. 
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pound and beat faster, then her environ- 
ment whirls around, she feels weak and has 
lie down least sit down. She never 
has fallen down during spell but were she 
fall, she would fall backwards. 
years ago persistent buzzing ringing 
her ears present both with and without 
the spells. the average three times 
day she has mild spells characterized 
feeling 


Since five 


floating space, nausea but 
vomiting. addition she has sensation 
persistent pressure her frontal and occipital 
regions she something 
crushing her forehead and the back her 
head. She cannot precipitate dizzy spell 
her own accord but she does state that 
has careful turning her head one 
side too rapidly; she suddenly rotates her 
head, especially the right, she will lose her 
slightly. She cannot whirl around 
does dancer. When she has spell her 
companions tell her that her pupils become 
pinpoint size and that she seems freeze 
her position. She thinks she cannot sit 
chair for long time for fear develop- 
ing dizzy spell, but often prevent 
severe spell she will lie down couch 
bed. The patient has been going from doctor 
doctor for her illness throughout the past 
Her treatment included (1) 
treatment for menopause with vitamin and 
hormones followed uterine hemorrhages 
and eventual hysterectomy, (2) in- 
jections—which made her worse, (3) 
poor diet, (4) acid, which seemed 
reduce the number and violence her at- 
tacks, (5) sedatives during spells, and (6) am- 
monium chloride, which was discontinued be- 
cause made her sick her stomach. Phy- 
sical examination this time revealed in- 
terstitial keratitis and deafness; evidence 
disease the ear, nose throat. General 
physical examination was negative; Kline test 


described as 


she 


five has 


—negative; urine—negative; E.S.R.—5 
after one hour; gm.; 


lateral gaze either direction; pupils show 
sluggish reaction light; deep 
flexes and superficial There 
were abnormal reflexes. Audiogram 
shown figure Spinal fluid, 
and colloidal gold tests—negative; 
mgm. per cent; mgm. per cent; 
pressure—normal. Vestibular tests showed 


diminished reaction rotation both sides 
Amplitude nystagmus was very small and 
lasted only ten seconds after rotation ten times 


twenty seconds both directions. 
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12/12/46 130” 120” 120” 120” 
4/17/47 gm. 
4/23/47 25.5 gm. 
5/6/47 
8/7/47 
9/27/47 
- | | 
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FIG Andiogram for 
the nystagmus developed from stimula- making quick turns. Now ten months 
the right ear after thirty seconds her streptomycin therapy she has 
rom the ear after forty seconds. The leaving 
tta () S > 27 Q aSts, 
times twenty seconds and ten times ten 
She was admitted the hospital April 
seconds, showed response after whirling 
either direction. Ice water, cc. each 
therapy, receiving gm. per gave response. walking the pa- 


this therapy within twenty-four hours she 
leveloped strong nystagmus right lateral 
the she developed tem- 


third day, 


101 but this subsided even 
ugh the streptomycin was continued. 
seventh day she was quite dizzy all the 
and much worse moving 

nausea but vomiting. 
pril 28, she felt improved, but was unable 
walk except with very broad base and 


ferred hold the wall furniture. 
this time. She felt well enough home 
vever. She returned May 1947, which 
terally, but diminished response ice 
June 10, 1947, she claimed her 
ring was better. There was relatively lit- 
change the audiogram. Her ability 
was improved, but she was still dizzy 


she 


ter. 


tient was slightly unbalanced with quick turns, 


but did remarkably well blindfolded. 
Considerable compensation had evidently taken 
place. 


(876301). 
The patient complained severe attacks 


vertigo, nausea and vomiting every two 
four days for the past three weeks. 
stated that had noticed loss hearing 
and tinnitus for six months with very little 
vertigo first. stated that when blows 
his nose both ears and 
nauseated. has had inflations the eu- 


stachian tubes without effect. Kline test—nega- 
tive; mm. after one hour; urine— 
negative; x-ray the skull—negative; spinal 
fluid—normal pressure; Wassermann and col- 
loidal mgm. per 
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7/16/47 10.5 gm. 110” 
7/17/47 14.5 gm. 130” 124” 
7/18/47 18.5 gm. 120” 120” 
7/19/47 22.5 gm. 160” 150” 
7/20/47 gm. 170” 165” 
7/21/47 30.5 gm. 125” 150” 
7/22/47 33.0 gm. 180” 


7/23/47 
7/24/47 
7/25/47 
7/26/47 
8/3/47 
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180” 
120” 
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FIG. 3 Audiogram for R.W 


cent; electroencephalogram—normal. The pa- 
tient was admitted the hospital July 10, 
1947. His Hallpike calorigrams were normal, 
see table was found have sec- 
ondary decay under the filling the second 
molar, which extraction proved involve 
the pulp shank. General physical examination 
was negative. Blood pressure was 104/70 
admission. July the patient had severe 
episode vertigo with nausea but vomit- 
ing. When examined two hours after attack 
there was spontaneous nystagmus but there 
nystagmus lateral gaze. was 
that time regime low salt and nicotinic 
acid. was started streptomycin July 
and received gm. per day for seven days. 
was checked each day with caloric tests 
had fainting spell and was found lying 
the floor. When recovered few minutes 
later had recollection having been 
dizzy. July there was rotational nystag- 
mus sustained lateral gaze either direc- 
tion. This had been absent transient be- 
fore. July the caloric response water 


anything, increased the left. July 24, 
two days after stopping streptomycin, there 
was marked directional preponderance the 
the right and none water the 
left. The patient this time walked with 
broad base and had considerable 
maintaining his balance sudden turns. This 
persisted, discharge from the 
about four weeks with some improvement fron 
week week. When the patient was last seen 
Feb. 16, 1948, the response water 
each ear was normal duration 
both sides with greatly reduced 
the eye movements. had had three ver) 
mild episodes vertigo lasting few minutes 
without nausea and without vomiting. 
discharge from the hospital the tinnitus had 
persisted; his hearing remained the same. The 
streptomycin was given seven months ago, 
the patient considers that was 
it. carries his job butcher and 
longer handicapped the imbalance tem- 
porarily caused streptomycin. 
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TREATMENT 
TABLI 
Nan Date Streptomycin 
7/9/47 1.5 gm. 
7/10/47 5.5 gm. 
7/11/47 9.5 gm. 
7/12/47 13.5 gm. 
7/13/47 17.5 
7/14/47 21.5 gm. 
7/15/47 gm. 
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135” 138’ 

133” 120’ 

135” 

127” 

145” 150” 

137” 

135” 


MEABING LOSS (DECIBELS) 


(876221). 
The patient complained severe attacks 
vertigo with nausea and vomiting every two 
nonths for one and one-half years. Recently, 
addition, she has had mild attacks once per 
week. These attacks usually occur lying 
down and are accompanied nausea. After 
attack the left ear seems clogged, but 
‘ems cleared pulling the auricle. 
has been low salt diet and ammonium 
hloride for about two months. Ear, nose and 
examination was negative; Kobrak test 
normal and spontaneous nystagmus. 
ugh the patient had, manifestly, pseudo- 
was admitted for streptomycin therapy be- 
use the violence and frequency her at- 
ks. Her Kline test was negative; x-ray 
the skull was negative except for decreased 
elopment mastoid cells the right and 
eral shadows calcium density superim- 
occipital portion the skull. After 
days streptomycin she started 
how sustained nystagmus lateral gaze 
both directions. She was quite nauseated 
the onset streptomycin therapy. 
1947, vestibular response water 
had disappeared the left ear but not 
right. Summary her calorigrams 


weight 
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Audiogram for K.-S. 


given table IV. Following discharge from 
the hospital she had some difficulty first 
walking without holding the wall, but 
when seen, April 1948, she had had 
violent attacks such those she had com- 
plained previously spite the fact that 
normal. She can walk line and 
shows permanent effects strepto- 
mycin therapy 


Because the success these first 
few patients, streptomycin 
recommended tor further experimental 
trial patients under vears age. 
who have violent and repeated attacks 
vertigo and whom toxic cause 
can found. The regular medical treat- 
ments should tried first; those fail 
the streptomycin treatment 
mended lieu opening the posterior 
cranial fossa, displacing the cerebellum, 
and cutting the vestibular nerve. When 
severe 
and the other side normal the treat- 
ment choice is, mind, the cau- 
terization operation Day the abla- 


deafness present one side 
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tion operation Cawthorne. Some pa- 
tients will not consent operation un- 
der any circumstances. These, too, can 
tried with streptomycin provided they 
are not too old develop compensation 
and provided they are warned that they 
may become quite dizzy from the ther- 
apy and will take some time recover 
it. 
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DISCUSSION 

tirst glance one might feel that Dr. 
method represents something akin the pro- 
verbial morning-after use the hair the 
dog that bit. closer inspection, however, 
one can see that this unique attempt 
obliterate nerve function through the use 
specific neurotoxin. would wonder- 
iul the neurotoxin were absolutely specific 
and were unilateral action. 

action streptomycin not 
completely specific. combines mixture 
central and peripheral effects. Certainly 
see various side effects, such circumoral 
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paresthesia, the and 
ceptive change. Furthermore, are yet 
uncertain whether the neurotoxin strepto- 
seems that are getting less vestibular 
and more purified. Certainly are 


vetting 
less the dosage lowered. 

variables 
nd, the 


the excretion 


sponses seem due several 


First all, the amount given 
Third, 
Rather than the age level which 
Dr. Fowler has used his criteria, believe 
much more important use the results 
kidney function tests, because his kidney 


interval between doses 
rate. 


function becomes deficient, patient may build 
streptomycin blood level three four 
hours time which may within the 
area. Fourth, the batch important variable 
there seems great variation between 
batches. Finally, there another very impor 
tant variable. That the specific vulnerabil 
patient’s vestibular and acoustic 
paratus. Certainly some people are more vul 
nerable the toxic effect produced strep 
tomycin than others. appears that 
with audiograms 
develop vestibular and acoustic 
than those presenting high-tone notches 
presentation. 


those 


His work always unique and 


believe extremely important 


Day, M.D., Pittsburgh, Pa.: 
congratulate Dr. Fowler his heroism 
his courage, because there question 
has to 
ment like this 

that such experimental 


have courage undertake 


definitely justified true bilatera 

the labyrinth, disease, whe 
incapacitated and fails respon 
the presently accepted forms 
this type case, 


hydre 


any 
conservative treatment. 
would not hesitate 
giving relief, since 


evidently causes toxic 
with probable destruction function bot 
vestibular mechanisms without seriously 
ing the cochleas. Therefore 
might preserved. 

cannot approve this type 
any case with involvement only one 
byrinth. unnecesary sacrifice the 
ance mechanism both ears termina 
the attacks vertigo such case. 
byrinth surgery has proved quite effective 
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individual’s sense balance 
tion. once had oceasion perform 
labyrinth operation who one 
later won major tennis tournament 

not agree with Dr. Fowler’s opinion 
that vestibular nerve section might 
operation choice case unilateral 
the hearing not much affected 
the hearing unaffected the involved 
ear, the case does not have hydrops. 
the affected ear, the hearing that ear 
usually benefit because distortion 
roaring tinnitus which nerve 
ection will 

intensely interested this work and 
hope that Dr. Fowler will continue its study 
should particularly know what the 


lance and co-ordination and there might 


Dr. Day and apparently disagree 
the question whether the eighth nerve 
hould sometimes be cut for Mémiere’s dis- 

se. have seen cases which the hearing 
] 


bad only during the attacks, and most 


the time the hearing, after the cutting 


vestibular nerve, was good. have 
t had the experience that Dr Day has had 
erning the loss hearing the two 


es, that still feel that, given case 
which the normal between at- 


usly considered. That matter per 

and think minutia which 
rgue out together 

omitted telling you the method adminis- 

streptomycin for vertigo. The dosage 

day halt gram doses every three 

I d not give it in large doses, be- 


know that one large dose will give 
ery serious and that the thing 

bothers about the present trend 
eptomycin therapy; giving one two 


dosage produces sudden high blood con- 
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centration and more likely cause otic 
poisoning. method attempts biologic 
titration and, therefore, although the patient 
complains about being wakened the 
middle the night, give him half 
gram every three hours. 

May agree with Dr. Campbell that the 
toxic effects streptomycin may not com- 
pletely specific for the labyrinth any one 
part the vestibular mechanism. On_ the 
other hand, Dr. Campbell has not 
advantage that have had having seen 
gest that very specific part the otic 
mechanism attacked streptomycin. 
think will know few months whether 
the toxic effects are specific not. All you 
have realize how much like 
cerebellar animal labyrinthectomized animal 
looks, and how terrific his entire reaction 
labyrinthectomy, realize that very 
hard to separate ear disease trom central 
nervous system disease. 

also agree with Dr. Campbell that there 
for the poisoning the otic mechanisms, but 
assured, those who have done animal 
experiments the subject, that they get, with 
controlled series, the same effect with the 
latest and purest samples streptomycin 
they did before. 

also very grateful Dr. Campbell for 
mentioning function. kidney 
function streptomycin-treated patient 
quite important, perhaps more important, 
than age, because some of the most severe 
cases that had poor kidney function. 
two three days streptomycin with poor 
kidney function the toxic otic effects some- 
times occur with ordinary therapeutic doses 
should think about both age and kidney 
function. brought the matter age 
from the standpoint vestibular compensa- 
tion, not from the standpoint 
terested and think that investigation that 
matter should carried further 
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COMPRESSIVE SUSPENSION SPLINT FOR POSTOPERATIVE 
AND ACCIDENTAL COMMINUTED NASAL FRACTURES 


M.D. 
NEW YORK, 


FIG. 1 — Insertion of acrylic splints for elevation of depressed 
bony bridge severely comminuted fractures. Also value 
rhinoplastic procedures when the disconnected bony bridge settles 
to too low a level and requires elevation. 

A—Perforated acrylic splints three sizes and 
B—Splints inserted beneath dorsum means wires (b) 


threaded straight needles. 


tures are based adequate realignment 
the displaced fragments 
consolidation proper position. This 


Presented New Instrument the Fifty-Second 
Annual Session the American Academy Oph- 
thalmology and Otolaryngology, October 12-17, 1947, 
Chicago, 
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stage; hence, prevent 
deformity and assure patency 
the nasal passages, early resetting 
goal. 

Many appliances have been suggeste: 
for the reduction and immobilization 
severely comminuted fractures. Mos 
them consist forehead band wit! 
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Apphance place showing perforated splints (Spl.) 
suspended means stainless steel wires from notched rod (b) 


Rod is movable in horizontal 


accurate adjustment of traction 
C—Lateral plates of compressor 
Wires through fractured septum 


means screw Sep. 


Insert shows details device 


iwo separate attachments 
nately first elevate the depressed 
ridge, and then provide narrowing 


the dorsum. The suspension splint* 


here combines the 


into simultaneous action; that 

traction the depressed frag- 

ents with narrowing the same time, 
establishing counteraction against 
dening the bridge. other words, 
combined suspension and nar- 
ving device with distal fixation 


INDICATIONS FOR USt 
suspension splint useful 
bony rhinoplasties, elevate 
immobilize the nasal bridge which 
have become unduly disconnected 
its bony framework settled 
too low 
use also indicated cases 


Mueller and Co 


sagittal planes, thus permitting 


and position endonasal splint 


tightened desired degree 


attachable any compressor 


tures when endonasal support alone 


PRELIMINARY PREPARATION 

thorough cleansing nasal 
cavities and removal blood clots and 
foreign particles, the lacerated mucous 
membrane flaps and supporting parts 
are carefully reassembled and 
gether with catgut sutures. The bony 
fragments are realigned means 
blunt septal elevator under direct endo- 
nasal inspection and external palpation. 
The septum, dislocated fractured, 
reset means fracture forceps 
and the parts maintained place with 
few mattress sutures. 


METHOD APPLICATION 
The suspension splint consists 
prefabricated compressor with 
pension rod, which 
acrylic splints are attached means 
stainless steel wires (figs. 
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maintain the bony 
proper position, the acrylic splints, vary- 
ing size from .75 inch 1.25 inch 
(whichever may appropriate), are 
inserted under the fragmented dorsum 
each side means the steel wires 
threaded straight needles. Since the 
septum usually involved this type 
fracture, additional wire passed 
through the upper septal fragment and 
dorsum each side. All wires are sus- 
pended from notched rod (b) secured 
holder the horizontal bar (c) 
bilateral compressor (fig. 2). The rod 
planes, thereby permitting 
justment the wires. emergency, 
should the splint not immediately 
hand, the wires can attached the 
horizontal bar any Joseph-type nasal 
compressor. This, however, does not al- 
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low tor even distribution along 
parallel the fractured bridge. 

Tightening the lateral plates (C) 
the compressor holds the nasal 
ments together, thus ensuring adequate 
narrowing the dorsum. 

The chief advantage this splint is, 
course, its combined action 
ing and narrowing the 
simplicity application and instrumen 
tation, and the fact that, since endonasal 
packing not required, the 
sages remain free throughout 


REFERENCE 
tion Facial Contour with Special 
erence Trauma, Philadelphia, 
Davis Company, 1947 
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DIRECT 


LARYNGOSCOPY 


TECHNIC 


AID THE EARLY DETECTION LARYNGEAL CANCER 


FRANK 


KANSAS CITY, 


presenting these new 
ments and technic betore the 
today tor the rea 
SOnS 

laryngoscopy with adequate 
has been problem times 
tor those surgeons the larger 


clinics who have expertly trained assis 
tants. always enormous problem 
tor those who work smaller clinics, 
alone, with untrained assistants. 

With the instruments 
here the procedure becomes 
easy that every man doing laryngol- 
ogy will able adequately, quickly and 
skillfully expose all parts the lar- 
where cancerous other lesions 
might 

laryngoscopy with older 
struments and methods has been 
cult that few laryngologists 
satisfactory technic. They have 
lepended laryngoscopy. 


With indirect laryngoscopy, cancer can 


on 


nly “guessed biopsy cannot 
taken. 
4+. Because the the art 


practice direct now 
poses the hands few laryngol- 
vists the larger cities. Unfortunate- 

cancer the larynx also occurs 

smaller communities and crossroads 
here must diagnosed early 
reduce its shamefully high mor- 


rate 
irtment Otolaryngology, University Kansas. 
nted New Instruments and Methods the 
Annual Session the American Acad- 
Ophthalmology and Otolaryngology, October 


Chicago, Il! 


M.D 


graduate student make 
laryngeal examination. For many years 
have, however, been writing and 
writing the blackboard the tollowing 
statements for the 

patient must never allowed 

hoarse more than six weeks without 
careful laryngeal examination. 
must taken for granted that pa- 
tient who has been hoarse for six weeks 
has cancer the larynx, until 
proved 

the general physician will remem- 
ber these facts, and give this informa- 
tion freely the general public, be- 
lieve that all that can expected 
him. The disastrous delay correctly 
diagnosing cancer the larynx most- 
larvngology. 

recognized that there place 
the body where the surgeon can feel 
sure complete and permanent 
cure cancer the larynx. The 
growth inside box 
which forms natural barrier, for 
time, against extension into 
rounding tissue. 

There are three reasons why the lar- 
has failed good direct 
improper insufficient 
anesthesia, lack trained assistants 
support the head correct position, 
and lack improved instruments. 

Anesthesia, proper for use 
must cause complete abo- 
lition the action the 
arvepiglottic folds and complete relaxa- 
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tion all the heavy neck muscles. 
must cause loss sensation and must 
safe. 

pitiful sight see laryngolo- 
gist make one futile attempt after an- 
other expose the anterior commissure 
when his patient nervous, struggling, 
and gagging. the end, both and the 
patient are exhausted, the patient trau- 
matized, and nothing accomplished. 

Anesthesia important phase 
the simplification direct laryngoscopy. 
have all been schooled too much 
using only local anesthesia. Anesthesia, 
for any surgical procedure, must meet 
the above requirements. With the ma- 
jority patients, these requirements 
cannot met with 
alone. 

patient, except those with res- 
piratory obstruction, those whom 
general anesthetic contraindicated be- 
cause cardiac disease, should have 
both local and general anesthetic. 
Since the advent the use intra- 
venous curare and pentathol sodium 
seldom use anything else for our endo- 
scopic procedures adult patients. 

For children, our anesthesia routine 
follows: 
Barbiturate, according age, 
weight, etc., one hour before opera- 
tion. 
Throat sprayed with per cent pon- 
tocaine, just before starting general 
anesthetic. 
Open ether. 

For adults the routine is: 


turates mouth........... 1.5 gr. 

and 

1/150 gr. 


This administered one hour and 
fifteen minutes before the operation. 

Twenty minutes before operation, 
while the tongue held forward, the 
throat sprayed three times five 
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ACA 


minute intervals with per cent ponto 

Just before intravenous anesthesia 
solution dropped into the 
slowly, drop drop. 

Then, curare given very slowly into 
the vein, units for the average 
sized patient. Ample curare for 
relaxation has been given when the 
tient able raise his head but short 
distance from the table. voice 
changes will also 

Always wait five minutes 
after curare was started before 
Never give pentathol 

Pentathol sodium 2.5 per cent then 
given intravenously, very slowly, until 
the lid reflex abolished. This 
takes another five minutes. best 
allow the anesthetist full ten minutes 
more never hurry him. 

Oxygen should given continuously 
throughout the operation through tube 
inserted through the side the mouth. 

The surgeon must await the signal 
from the anesthetist before the larvngo 
the aryepiglottic folds, 
caine must sprayed cords from 
atomizer, the scope must removed 
and more anesthetic used, both local and 
general. When ample curare 
anesthetic are used, the dose penta 
thol sodium reduced about one 
half. 

With co-operation between the lar 
yngologist and the anesthetist out 
lined above, the problem anesthesia 
greatly simplified. 

The argument has been advanced that 
there are only few anesthetists 
not believe this true. The two 
work four different hospitals 
used this technic nearly 
times without any serious difficulty an: 
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ADOLESCENT ADULT 
Mechanical head supports with sponge rubber, for 
lirect laryngoscopy. Made by B. R. Anderson Company, Ottawa 
Kan 
times When the patient was not con required expose the 


must have trained anesthetist when 
ther 

the end the operation 
overcome curare. The patient 
usually awake and able converse 
about thirty minutes. 

solve the second problem, proper 


} 


head supports (fig. 1), modeled 


hold head, neck and trunk 
the classical positions 
elevations the head above the 
shoulders, suggested Dr. Jackson, 
are em. the adult head support, 
for the adolescent, and for 
the 

believe these supports 
lispensable for 
who not always have trained assis- 
ants available, for the following rea- 
ons: These supports eliminate the man 

was the most important the team 
erforming the laryngoscopy—the one 

supported the head. This impor- 
int because trained helper who really 
nows how support the head sel- 

found outside large hospital. 

this, since the position and 

gles are correct, the right size 
pport used and the patient’s head 
only most delicate 


the pharynx larynx. The surgeon 
may press downward the 
forehead and elevate the larynx even 
more completely. The support allows 
least em. lateral movement inside 
which sufficient expose ventricular 
lesions. The possibility 
the neck practically eliminated, be- 
cause rigid construction comes into 
contact with the patient. Even though 
the canvas heavy, there ample 
under the neck, and when cov- 
ered with sponge rubber not un- 

The supports eliminate the human 
element inattention, inefficiency, 
holding the head. This important 
critical times removing small 
accessible tumors. The support may 
removed any desired time and manual 
support substituted, although have 
never found this necessary for laryngeal 
work. The supports were designed for 
laryngeal work only, but 
them expose the larynx before intro- 
ducing the Jackson bronchoscope. 

find the three sizes supports 
ample, and have never had change 
sizes after starting the operation, but 
use the adolescent-size 
head support for small adults. 

attempt answer the third and 
last problem, namely, lack improved 
instruments, have devised self-re- 
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ke 


Fischer, Fabrik chirurgischer Instrumente, Freiburg Br.-Berlin 


Gegendruck-Autoskopic. 


Anwendung am liegenden Patienten 


FIG. 


taining laryngoscope with dual distal 
lighting and vocal cord spatula. 

far know, Seiffert (fig. 
was the first design self-retaining 
laryngoscope making use the chest 
arm. had lighting system. Has- 
linger later improved this proximal 
lighting and more adjustable chest 
arm. 


04521 
Anwendung am sitrenden Patienten 
Sciffert laryngoscope 

DESCRIPTION SELF-R! LINING 

LARYNGOSCOPE WITH DUAL 

LIGHTING 

The chest arm the Seiffert and Has 


linger laryngoscopes has been retained 
After many consultations with light 
gineers, have had installed 
instrument dual distal lighting. 
have 
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satistaction, that any 
hiyeht at the end of a tube throws 
low \\ ith lights on both sides ot 
stal end the tube the 

without 


light from the inside walls 


tube. These were mea 


and 


found detinite hin 
the surgeon. For this reason, 
nside the tube the laryngo 
has been processed black. 
the 


comfort work 


annoving distraction shadows and 
from the tubal walls. 
Lead was put in the handle of the 
give the instrument 


This extra weight also 
helps maintain more constant and 
even pressure inside the larvnx above 
the commissure. 

The sides the tube have 
oxygen. have elevated the tip 
the tube, suggested Dr. Paul Hol- 
inger and others, give better visual- 
the anterior commissure. 
With the tip the curvature 
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FIG. Vocal cord spatula. 


the distal end the tube much de- 
creased that are able use the same 
tube for adults and children young 


DIRECTIONS FOR USING THE SELF- 
RETAINING LARYNGOSCOPE 
Administer the anesthesia 
scribed above, and place the patient’s 
head the head support with chin 
pointing directly upward (fig. 4). In- 
troduce the self-retaining laryngoscope 
with dual distal lighting (fig. into 
the oral pharynx the midline (or 
side mouth front teeth are promi- 
nent) the same any other laryngo- 
scope. the epiglottis engaged, 
raise the handle lowering the tip, and 
push the whole instrument forward un- 
til the posterior commissure comes 
clearly into view. The chest arm (3) 
now released the set screw (2) and 
dropped onto the patient’s chest where 
locked the same screw. The an- 
terior commissure now exposed 
turning the thumb screw (4) which 
raises the tip the laryngoscope the 
direction the arrows. will noted 
that pressure exerted only the an- 
terior surface the larynx and the 

chest. 

When the operation completed, 
cc. prostigmine given intravenously 
have previously stated. For best 
results this technic must followed ex- 


Chicago 


Made Mueller, 
The head support 
ing laryngoscope may used with local 
anesthesia only, but not think 
satisfactory when the combined 
anesthesia used, 

know that our new 
when used with the 
teaching Previously th: 


mechanical head 


student visitor got but glimpse 
the larynx over shoulde: 
Now, the surgeon may place the laryn 
goscope position, fix with the 
retaining arm, step aside and allow 
complete study. 

When this technic followed 
detail the use proper 
mechanical head supports and the 
retaining laryngoscope with dual, dist 
lighting—the visual teaching 
gology will more scientific basi 
The split-second “over 
glimpse partly exposed 
not sound pedagogy. 

which this possible, 
suspension, and even here this wou! 
require constant changing 
mirrors. 

realize there are number 


perts 
with splendid results. han 
however, there have been many 


nical difficulties and much trauma 
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the that have abandoned its 
use altogether. 

have also devised vocal cord 
(fig. overcome some the 
jumping the vocal cord due 
trical 
when diathermy used. also 


eliminate retlections. 


nerve 


The instrument placed between the 
cords with the cup under the cord with 
the lesion. sufficiently thick the 
from the involved 
culty first finding nonconducting 


cord 


material sufficient rigidity not bend 
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into the direct line vision. This diffi- 
culty has now been overcome 
makers. 

The authors wish acknowledge with 
much appreciation the great help given them 
Dr. Paul Lorhan, associate professor 
anesthesiology, University Kansas. 

motion picture film showing the details 
the authors’ technic for performing direct 
laryngoscopy available medical societies 
There cost except carrying 
Titles will also appear 


upon request 
charge and 
the Spanish language. 
REFERENCE 
Jackson and Jackson: Diseases the Nose, 
1945 
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Symposium: Corneal Transplantation 


SELECTION CASES 


Paton, M.D. 
NEW YORK, 


general rule may applied for 
the selection cases favorable tor cor- 
neal transplantation. Each case must 
dealt with individually, and 
appraisal made. studying the patient’s 
eye condition, the 
must taken into consideration. 


Environmental Factors. What are the 
indications and need for the 
patient with reduced vision re- 
sult scarred cornea, but who 
well-adjusted his environment and 
self-supporting, might better left 
alone, even though the corrected visual 
acuity below 20/200 either one 
both eyes. This especially true the 
eye falls into that group cases which 
designated doubtful for the im- 
provement vision. This group 
cases will considered more detail 
later. The ophthalmologist should 
especially guarded giving advice 
one-eyed patients. 

The physical condition and age the 
patient are important factors, 
other types intraocular surgery. Ex- 
amination should include medical sur- 
vey such usually done preliminary 
cataract operations. Some knowledge 
the patient’s psychologic reactions 
should also known. Highly nervous 
and poorly 
sons make especially poor candidates 
for this type ocular surgery. 


Age Group. Another important factor 
remember that corneal grafting 


Presented the Annual Session 
the American Academy Ophthalmology and Oto- 
laryngology, October 12-17, 1947, Chicago, 
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cases belong much lower age group 
than cataract patients. failure fol 
lowing cataract operation does not 
lead quite serious consequences 
from emotional and economic point 
view. Most cataract patients have 
reached the retiring age and not look 
forward very active life. 
operations have been performed how 
ever babies well people their 
seventies and eighties. Transplantation 
cause the difficulty the handling 
the patients. Early 
dressings have done under general 
anesthetic, and small stitch abcess 
some other type infection 
velops, the surgeon greatly handi 
capped. sudden violent movement 
during the early postoperative stage 
might cause collapse the anterior 
chamber and resulting anterior syn 
graft. 


nea should operated iridec 
tomy would bring about improve 
ment Just how much improve 
ment vision should obtained 
iridectomy must left the patien 
decide. The greater risk perform 
ing corneal transplanting 
should explained him. 
making this decision well 
how much improvement vision 
obtained dilating the pupil. 
there material improvement 
sion, there can question that 
optical iridectomy should performe 
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about to cornea! 


though no 


Descemetocele rupture 


indicated 


FIG. 3 
transplantation improvement 


vision can expected. 


leukoma with som clear surrounding 
cornea favorable for operation corneal blood 
present 
FIG, Large central corneal opacity with many 


fine peripheral blood vessels seen with slit lamp 
ilso surrounding cornea faintly favor 
able for operation. 


doubttul cases there great 
advantage first doing iridectomy. 
scarred that the pupil cannot seen, 
transillumination should always done, 
and accurate idea obtained the 
size and shape the pupil. 


CLASSIFICATION CASES FOR OPERATION 

Favorable for improvement 
sion. 

Partially tavorable for improvement 
vision. 

for improvement vi- 

sion. 

For cosmetic improvement. 

For treatment descemetocele. 

Where preliminary surgery treat- 
ment necessary before final opin- 


may given. 


Conical cornea ideal for corneal transplan- 


FIG. 
tation 


The most favorable cases are those 
which there nebulous type opac- 
ity, quite central, and otherwise 
normal There must active 
corneal disease present, nor active in- 
fection the conjunctiva, 
uveal tract. There must increased 
intraocular tension, and vasculariza- 
tion the cornea. Blood staining the 
cornea and conical cornea are usually 
favorable cases. 


tion conical cornea cases should 
followed. our case oper- 
ated the visual improvement with 
correction better than 20/200 either 
one both This also includes 
those cases where vision can only 


improved means contact glass. 
exception made those cases that 
not tolerate the wearing contact 
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FIG. corneal dystrophy favorable for 


operation. 


larity. 


Unfavorable for operation because vascu- 


lenses, where there has been rapid 
deterioration vision due the de- 
velopment central corneal opacities. 
would seem more advisable operate 
these cases early and large 
graft seems feasible. interesting 
note that the contact glass, neces- 
sary for the improvement 
though not well tolerated before the op- 
eration, may usually worn with com- 
fort after operation. 


Partially favorable 
those which there some corneal 
vascularization present such old 
cases interstitial keratitis, and where 
the opacity, though central, not too 
dense and with only small amount 
clear cornea surrounding it. Cases 
adherent leukoma not well 
rule, unless the adhesions are first de- 
stroyed preliminary operation 
irradiation. extremely shallow ante- 
rior chamber adds little the technical 


ak 
terior third cornea—ideal for corneal transplan 
tation operation. Vision preoperative 20/29), post 


operative 20/15 with correction. 


difficulties the 
there may greater danger ante- 
rior synechias forming after the oper 


operation, though 


ation. 

glaucoma 
presence keratectasia keratoconus 
most difficult make. Its presence 


The diagnosis 


should always suspected. 
with this instrument the degree scler- 
rather than corneal 
there any doubt con- 
cerning the diagnosis glaucoma, 
attempt should first made lower 
the intraocular tension one the 
filtering types operations. 

Most cases corneal dystrophy are 
not favorable for corneal transplanta- 
tion. This especially true the Fuchs’ 
dystrophy. From present knowledge 
would appear advisable operate early 
the course the disease when the 
opacification the cornea not too 
dense and does not include all the 
the cornea. corneal dys- 
trophy usually has some vessels 


present, but these vessels can first 
destroyed irradiation, the transplant 


should attempted one eye, the 
3 


other eye has useful vision. Groenouw’s 
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dystrophy appears give more 
able result. Here again question 
degree and density the opacifica- 
tion the Some cases fatty 
hpoid degeneration the cornea may 
favorable for operation. Caleareous 
degeneration, involves the entire 
cornea and the full thickness the cor 


nea, should not operated How 
ever, if the degeneration Is band-shaped 
and not too dense, with some clear cor- 


area, corneal transplantation 

sion are cases with marked nystagmus, 
these eves are and though 
may obtained, the visual 
scarred corneas from powder burns 
The 
same applies lime burns the cor- 
nea, but only all the lavers the cor- 
nea are involved. Any 
hypersensitive light trauma, for ex- 
such might occur measur- 
ing the intraocular tension, should not 
operated until the cause the 
hypersensitivity discovered. Little ex- 
perience has been had operating 
old trachomatous eves, but the general 
principles laid down concerning degree 
vascularization opacification 
would hold the selection these 
cases Tor operation, 

Many cases where tattooing 
merly resorted order hide dis- 
figuring scar might improved cor- 
neal transplantation. some few cases 
improvement vision may ob- 
though this not the general 
rule, due many complicating factors. 
general, tattooing and corneal trans- 
plantation badly the presence 
highly vascularized cornea. 

There perhaps more favorable 
descemetocele than corneal 
peated paracentesis are usually palliative 


measures. Conjunctival only add 
and often the becomes incarcerated 
the Transplantation should 
not however attempted there 
presence large corneal blood vessels. 
The degree vascularization should 
one the most important and determin 
factors. 

there extensive vasculariza 
tion the cornea, preliminary radia 
tion should performed, and 
unless all the larger vessels are com 
pletely destroy ed, keratoplasty bound 
meet with failure. true, how 
ever, that few cases where smaller 
blood vessels have been present betore 
operation, after the transplant operation 
has been done, the vessels will grow 
the edge the graft and tend extend 
along the scarred area without 
penetrating into the graft itself. Appar 
ently the tissue formed 
cornea following transplant operation 
will act barrier against their inva- 
sion, but not wise for the surgeon 
predicting whether the vessels will pene- 
trate the graft not. 


not always necessary pre- 
liminary surgery for anterior 
for they are small and delicate 
structure, these can attended 
the time operation. poor sur- 
gical judgment operate any case 
which there active uveitis pres- 
ent, but interesting fact that sev- 
eral cases have been operated 
which, immediately after the operation, 
uveitis was noticed, with large keratic 
precipitates noted the posterior sur- 
face the graft. All these cases made 
uneventful recovery and the 
deposits have since disappeared. One 
such case has been followed for period 
three years with recurrence the 
uveitis, and the transplant has remained 


5 
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clear. The same may true dealing that this method may eliminate the need 
with corneas conjunction for keratectomy many instances. 
not the purpose this presentation, 
however, discuss this 


have had experience with thera- 
peutic keratoplasty but many references 
have appeared the literature advocat- 


ing its efficacy. Feldman and Feldman, and Shartz, Medici 
keratoplasty for such conditions ser- ulcers, Vestmk 23, part page 
27, 1944. 
pent ulcer and tubercular 
ever, that this form treatment ad- 1:1395-1397 (Tune 12) 1937 
visable excepting last resort mea- Groenouw, 
sure hauttrubungen (Noduli corneae), Arch. 
Little has appeared English litera- Charles: Beta irradiation phthal 
ture concerning partial nonpenetrating mology, Tr. Am. Acad. 
keratoplasty, but from foreign reports (Sept.-Oct.) 
would appear that the results Anat ind 
method are nearly good results 


from penetrating keratoplasty 
and may less hazardous. may 


sein Altern., Leipzig Wien, 
1912. 
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plan cover the actual surgical technics 
corneal both brief sur- 
their development and more 
ise present, and the methods 
and preserving donor material. 
the many steps which have led 
present technics but shall try touch 
the more important ones. 
attempts corneal grafting 
been made before, the impor- 
step was that von Hippel 
cut round graft from the 
nter the searred cornea 
laced similar round plug tis- 
from donor eve with clear cornea. 
lis grafts were not beveled. Thev were 
held place any sutures. They 
mulate many others try his 
vever, they did point the 
her development 
next significant step was made 
when introduced the 
holding the vratt the cipient 
nea overlying sutures. These 
the graft from lim 
limbus and added important 
ture the developing operation. 
took further steps 
lowing the technic 
results would not considered 

modern standards but did add en- 


Surgery (Ophthalmology), The New 


ospital, Cornell Medical School. 


innovations. His use preserved donor 
material will considered 
ised hand trephine and 
These spatulas were introduced across 
the anterior chamber protect the lens 
from inadvertent damage the 
trephine. Further retinements pro 
tective spatulas have been suggested 
Paton but these devices are longer 
widely used. The reasons for abandon- 
ing them are several and include fur- 
ther complication the technic, addi- 
tional incisions and softening the 
eve, increased opportunity for anterior 
and even prolapse. 
also advocated the use 
verted conjunctival or, the 
sence adequate conjunctiva, 
membrane hold the graft place 
stead sutures. Further investigations 
substitutes for sutures are now 
progress this country. they 
have not had adequate trial and nothing 
has been published these methods. 
Conjunctival and egg membrane 
have not proved sufficiently 
compete with directly sutures. 

methods which introduced certain new 
concepts. used considerable bevel 
both graft and recipient site. This 
bevel was attained oblique trephining 
and the use scissors the 
incisions. Such incision, course, 
did not produce perfect truncated cone 
but was close enough practical and 
has been used until relatively recently 
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various surgeons. One the prin- 
ciple objectives was prevent the graft 
falling into the anterior chamber, but 
this has proved unnecessary when 
the graft cut the exact size the 
incision the host cornea. 
however, did not this but deliberate- 
cut the graft smaller than the host in- 
cision allow for early postoperative 
swelling the graft. used multiple 
corneal sutures (usually two), directly 
over the graft, but not into it. These 
sutures, placed directly into the cornea 
just bevond the edges the graft held 
much tighter closure than the previously 
used limbus-to-limbus sutures 
conjunctival flaps. 

new technic. used square graft ac- 
curately outlined parallel knives and 
cut with keratome and scissors. first 
all the edges. This was increase the 
area corneal healing well 
keep the graft out the anterior cham- 
ber. time went decreased the 
angle bevel down his present tech- 
nic straight edges the use 
bevel became obviously less less 
necessary. also advocated 
continuous overlying suture near the 
edges possible. The argument 
for single continuous suture was that 
would adjust itself better for even dis- 
tribution pressure the graft. 
first this suture was untied; later, tied. 
has also experimented 
great deal with round grafts. the days 
when believed the importance 
bevel devised number ingeni- 
ous devices for cutting perfectly bev- 
eled round graft. They were never com- 
pletely perfected because the idea 
beveling the sides the graft was 
carded. 

The various technics keratoplasty 
which must considered 
keratoplasty, rotating autokeratoplasty, 
superficial lamellar keratoplasty, and 
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penetrating For 
general use the last far the most 
practical and has the applica 

cient trial animal experiments and 
not feasible theoretical grounds. 

Rotating 
theoretically sound, does not work well 
large circular disk, end-for-end 
central cornea clear cor 
nea the same eve. 

lamellar 
theoretically feasible but used 
nonpenetrating keratoplasty, there mus! 
area wound union all the way 
across the base the gratt with som 
attendant scarring. For 
scars superticial keratectomy simple: 
and just effective. However, cet 
tain cases deeper scarring where 
form penetrating keratoplasty seems 
introduce excess risk, must con 
sidered. example this would 
case aphakia with bulging vitreous 
Here the risk vitreous loss and vitre 
might outweigh the better visua 
graft and militate favor the safer 
visually poorer, nonpenetrating grat! 

The partial penetrating corneal 
the most successful method ord 
nary 

Although there are individual vari: 
tions technic these grafts, the pri 
ciples are well established. The 
possible, with good corneal strom 
This does not mean that must nece 
sarily contact with clear 
but must form union with 
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corneal stroma whether overlaid 


q 


sears the This require 
ment affects somewhat the size and loca- 
vratt need not lost but satisfactory 
clarity not expected, 

gradual swing years 
from small grafts larger and larger 
has been attended 
visual There always some 
the edges the graft, and 
this significant width may tend 
encroach the central visual area 
The width 
will not approach the center larger 


graft. same scar 


There are also outside limitations 
the size the graft. must not 
with the 


large enough interfere 
chamber nor 


the anterior 


the edges. 


now known that beveling the 
cdges the graft recipient cornea 
not necessary although former years 
much attention has been given this 
feature. 

Some means holding the graft 
place important and the present meth- 
ods are all variations the 
uture. For more secure closure 
that the sutures should placed 
recipient cornea close the graft 
possible. probably makes lit- 

difference whether single continu- 
suture used multiple sutures. 

long adequate and even, but not 
cessive, pressure attained, this re- 
irement fulfilled. Although 
prefer the continuous, single, 
suture because its ease even 
usted. Direct suturing graft 
cornea introduces unnecessary 
trauma the graft and 
ivoided the ordinary case. Certain 
ial situations where must used 

discussed the section dealing 


can 


complications. Omission sutures 
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and use other devices securing 
the graft are generally 
The shape the graft not major 
The two popular shapes are 
round and square. Both are 
tained. The arguments for round graft 
cosmetic basis are not particularly 
relevant. the first place, the primary 
objective restoration vision. 
minor consideration, the second place, 
the sharp corners square graft 
tend appear rounded due time 
many instances. The important tactors 
are not initial shape but accurate fit and 
smoothness the edges. Probably the 
high-speed mechanical trephine 
best means cutting true-edged graft. 
the various cutting 
grafts hand, the square technic 
knife, and 
straight-bladed scissors probably easi- 
est. The method hand trephine and 


curved scissors seems somewhat 
and less likely give perfect fit but 
can mastered. The principal objection 
the high-speed trephine its greater 
risk injuring the lens. 
analysis, the shape and method 
used are those found safest and most 
satisfactory the hands the 
vidual surgeon. 

addition these major principles 
there are other factors surgical tech- 
nic which deserve mention. Anesthesia 
local choice and should consist 
adequate topical anesthesia 
bulbar block. Complete akinesia also 
important. The local anesthesia may 
further supplemented, desired, 
subconjunctival injection. for some 
reason general anesthesia required, 
the method choice intravenous pen- 
tothal and the inhalation anesthetics are 
avoided because their after- 
effects. well supplement pento- 
thal deep orbital block. 

Complete aseptic technic is, course, 
major importance but needs de- 
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tailed discussion here. Since the gratt 
obtained from another patient wheth- 
living postmortem, seems wise 
use prophylactic penicillin all cases. 
Although some surgeons who use tre- 
phine technics like use miotics be- 
fore operation and mydriatics the 
end, widely dilated pupil avoid syn- 
echias and important. 
seems better dilate the 
pupil widely before operation with such 
drugs atropine and strong neosyn- 
ephrin, reinforce the mydriasis with 
subconjunctival injection such 
caine and adrenalin, and even place 
drop adrenalin, adrenalin and 
atropine, directly into the anterior cham- 
ber during the operation. 

the end the operation binocular 
dressings with moderate pressure should 
applied and the patient treated much 
detached retina patient managed. 
However, moderate elevation the 
head the bed order. The sur- 
geon should hold his curiosity check 
and avoid early and frequent dressing 
which may serve more interfere with 
healing than promote it. After the su- 
tures are removed 
dressings are advisable. 

The operation easy enough that 
can mastered any competent 
intraocular surgeon, but different 
enough from other ocular surgery that 
should not entrusted attempt- 
surgeon who has not had con- 
siderable experience developing his 
technic through many animal grafts. 

The final portion this part the 
symposium deals with donor material. 
Years experiment and experience 
have determined certain facts which can 
stated rather arbitrarily. The mate- 
rial must corneal tissue. Attempts 
use buttons glass, plastics, and other 
tissues have all been unsuccessful. The 
donor cornea may from fresh eye 
which has just been enucleated from 
one which has been satisfactorily pre- 
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Most the latter are post 
mortem eyes. either event the corne 
local disease, from 
icable disease including syphilis. Wheth 
treated syphilis can transmitted 
corneal graft moot question. How 
ever, this question one which surgeons 
not care risk answering human 
experiment. 

has been found out 
that race, age, sex, and blood grouping 
are not important factors and 
the result the operation. But 
the donor cornea must human. Other 
species cannot substituted. they 
are, the graft may take but will not stay 
clear. 

Prior 1944, there had been few 
isolated attempts preserve donor 
for short periods time. Filatov was 
organizing bank” Russia but 
very little had been done this country 
that year Dr. Paton and set 
experimental “eve the New 
York Hospital. Postmortem eyes were 
obtained from the general wards 
hospital and few nearby co-operating 
hospitals. The eyes were enucleated 
der aseptic operating room conditions 
placed suitable physiologic solutions 
and kept portion the blood ban! 
refrigerator until This pilot 
periment proved the practicality suc! 
“eye bank” and the advisability 
starting such bank which would 
available surgeons all hospitals 
independent any one hospital. 
1945, The Eye Bank for Sight 
toration was Everyone 
this audience familiar with its 
tory. has proved most useful 
providing material for corneal graftin 
For the eye departments large 
donor material the time neede 
there none locally available 


} 
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time. For the smaller hospitals and the 
isolated specialty hospitals has proved 
indispensable beon supplying ma- 
terial that might otherwise never ob- 
tained. clearing house, serves 
material not 


waste ot donor 


the time, its hospital 


needed at 
Postmortem eyes should obtained 
ably within four six hours. They are 
stored the temperature used for 
rving blood (about pres- 
ent the best method storage 
water vapor. The allow- 
able time storage has not vet been 
welt worked 


out. best use the 
not the elapsed 


time but the condition the cornea 
thought that the fresher the cor- 
nea, the better donor material would 
Subsequently, Filatov, the advocate 
preserved tissue therapy, that 
storage the condition the 
cornea. practice, seems make 
little difference whether the cornea 
tored not, long its condition 
the time operation. 

then, the operation 
transplantation has become 
cepted, useful procedure, the general 
rinciples which are well established. 
long they are adhered to, many 
uced suit the individual surgeon. The 
“eve materially 
and distribution 


nstitution 


the securing 


onor material. 
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the complications taking place 
cases which have been classified 
favorable for keratoplasty will 
cussed this presentation. 


This study based the observation 
about 1,000 keratoplasties including 
the operations performed 
those done under supervision the 
United States and elsewhere during the 
past seventeen years. have purposely 
included this study all the complica- 
tions that have observed cases 
and those others order able 
mention this presentation the com- 
plications encountered surgeons with 
both extensive and limited experience 
corneal transplantation. Some 
complications occur during the opera- 
tion, others during the first few days 
weeks the postoperative recovery, 
still others several weeks months aft- 
the operation. Only the treatments 
that have been found most effec- 
tive the handling these complica- 
tions will described. The two types 
keratoplasty, square and circular, 
that have advocated and which this 
study based are illustrated figure 
and Figure shows the double- 
bladed knife (A), keratome (B), and 
special scissors (C) used the square 
graft technic, the trephine and E), 
and special scissors (F) used the 


circular graft procedure. 


Institute Ophthalmology, Columbia Presbyterian 
Medical Center. 


COMPLICATIONS DURING THE 

While preparing the 
irritating solutions such iodine 
alcohol may enter the eve and 
destroy part all the corneal epitheli- 
um. This complication will not necessi- 
tate the postponement the operation. 
The surgical procedure will course 
more difficult since the outlining 
the incisions with fluorescein other 
solutions will not effective. Even 
though the operation may somewhat 
more complicated than with intact 
epithelium, the final outcome, far 
visual purposes are concerned, will not 
affected and the epithelium will re- 
generate 
however, there more opportunity 
opacification the graft. The same 
cident mentioned the case the 
cipient’s eye may take place the don 
or’s. The donor’s should, course, 
used undamaged possible. The 
graft may transplanted without epi- 
thelium and remain 
complete regeneration the epithelial 

the incisions have been placed off 
center the cornea, new incisions can 
made better position without 
terfering with the subsequent 
the operation. 


While outlining the the cor 
nea may perforated. This particu 
larly prone happen very thin cor 
neas, such cases with advanced 
keratoconus, those eyes which hav: 
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Instruments required for author’s methods square and circular partial penetrating keratoplasty 
for the treatment of anterior synechia. A—Double-bladed knife; KB-—Keratome; C—Special scissors 
the square graft; D and E-—-Trephines; F-—-Special scissors for the circular graft; G—Atraumatic 
with 000000 silk; hypodermic needle for air injection the anterior chamber; 

with syringe (H); K—Cyelodialysis spatula l5mm. long; L-—Utility knife and M-—-Probe. 
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ndergone well trained keratoplasty will able 
his complication makes difficult place the sutures even after the cor- 
ntinue the operation. Two choices has been perforated, particularly 
iggested, either postpone the opera- suture material good. course, 
for about week give time for this eventuality, the remaining uncut 
chamber reform and for the incision has com- 
cornea close the opening firmly, pleted, the square well the cir- 
proceed with the operation. Al- technic, with the aid 
with more difficulty, the surgeon 
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While inserting the sutures, thin 
corneas particularly, the needle may en- 
ter the anterior chamber. this com- 
plication the aqueous humor will drain 
slowly rendering the eye hypotonic. 
This complication may taken care 
withdrawing the needle and passing 
through more superficial the 
Otherwise, fistula may form 
during the postoperative recovery with 
drainage the aqueous humor and 
the anterior chamber and 
likelihood subsequent development 
anterior synechias and intraocular infec- 
tion. there any doubt about the 
location the suture the second at- 
pone the surgical procedure rather than 
risk the success the operation. 

While inserting the sutures, particu- 
larly continuous one employed 
with atraumatic needle, the needle 
may break. This can remedied either 
threading the silk regular needle 
and proceeding this way until the 
suture has been completed, re- 
commencing the suture, inserting new 
one through the channels already made. 

While manipulating the instruments 
after the suture has been inserted the 
thread may cut. This complication 
can handled tying knot where 
the silk was cut. the completion 
the operation, the knot should drawn 
opacification the site pressure from 
the knot the graft. This cloudiness 
matter how slight, occurs the 
center the graft, may reduce vision 
considerably. 

The lens may injured the kera- 
tome the square graft technic or, 
more likely, the trephine the 
scissors while completing the incision. 
any event, this one the most se- 
rious complications. The most satisfac- 
tory way dealing with this situation 
complete the dissection the re- 
cipient’s cornea and the graft, remove 


much possible the injured lens 
cluding the capsule, and place the trans- 
plant position the suture which 
Was previously inserted. this compli- 
cation, the vitreous has tendency 
prolapse during the operation 
dislocate the graft 
glaucoma panophthalmitis. There- 
fore, advisable these cases, 
order maintain the graft firmly 
position, suture the four corners 
position the square graft place 
four sutures opposite ends per 
pendicular diameters circular 
graft. The patients whom this 
dent takes place rarely recover with use 
ful vision. 

When, after perforation the ante 
rior chamber, the pupil found 
contracted, smaller than the opening 
rect instillation cocaine per cent 
100, into the corneal opening, may dilate 
the pupil wider than the corneal win 
dow. If, spite the instillations, the 
iris shows within the opening, ad- 
visable excise the involved portion 
iris rather than risk the development 
anterior The perform 
ance iridectomy these cases will, 
course, questioned those who 
perform keratoplasties with contracted 
pupils. Statistics will show the future 
which method gives the greater 
anterior synechias, the one the con 
tracted the one the dilated pupil. 

experimental work animals 
the method contracted pupil was dis 
tendency develop anterior synechias 
verified the findings the experimenta 
work. 

Inexperience, particularly 
square graft technic, may lead irreg 
ularities the shape the corneal win 
dow the graft. This complication 
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avoided mastering the operation 
through with animals’ eyes. 
should can only corrected 
the cornea the host dissected be- 
the gratt. this case the graft can 
shaped conform with the asym- 
metry the corneal opening order 
obtain better coaptation the borders. 
the graft its bed made with ex- 
cessive beveling irregular inner 


the condition can adjusted 
careful dissection with cases 
very large grafts, particularly ad- 
vanced keratoconus where the cornea 
thin and collapses soon the ante- 
rior chamber opened, sometimes 
very dithcult hold the graft 
tion. these cases, direct suturing 
the border the cornea the host with 
that the donor recommended. 
least four sutures placed the cor- 
ners the square graft the ends 
two perpendicular diameters the 
rcular graft are advisable. 


COMPLICATIONS DURING THE 
POSTOPERATIVE RECOVERY 

thin the eve complication which 
have not encountered. have observed 
complete displacement the graft 
utside the recipient’s corneal opening. 
complication very serious and 
treated re-implanting the 
ine graft, this available, sutur- 
its borders with those the host’s 
rnea. the graft has been lost, new 
must prepared and sutured 
ace. neither the original transplant 
second graft can obtained, the 
conjunctival flap the only 
thod closing the opening and pro- 
ting the have not observed any 
after this very serious compli- 
This condition generally ob- 
rved the first dressing. more 
ely the unco-operative, 


patient. 


the transplant only partly de- 
tached, the postoperative course may 
stormy with the formation fistula 
and synechias. Conservative 
treatment may sometimes result com- 
plete cicatrization the dehiscence with 
preservation fairly good complete 
transparency the graft. however, 
this partial prolapse should extensive, 
itis advisable coapt the borders the 
graft and the border the host 
which are very thin, such 
conus, the time when the corneal su- 
tures are removed, there may col- 
lapse the anterior chamber with loss 
aqueous humor. Very seldom, how- 
ever, this opening extensive and al- 
most always the 
well, without complications such 
velopment anterior synechias. 

hernia the iris develops, ad- 
visable wait until the third postopera- 
tive week and then, when the rest the 
transplant has become solidly attached 
the cornea the host, the hernia 
should excised and the edges the 
gratt and cornea the host coapted 
direct suturing. All cases which the 
transplant has been partly totally dis- 
placed are develop endophthal- 
mitis. Therefore, addition the treat- 
ment the eve, prophylactic treatment 
intramuscular injections penicillin 
should carried also foreign pro- 
tein therapy, preferably intravenous in- 
jections typhoid, should adminis- 
tered soon intraocular inflamma- 
tion apparent. 

echias one the most frequent 
complications 
ticularly cases with 
where the cornea thin such ad- 
vanced keratoconus, eyes where 
the cornea has been thinned ulcera- 
tion preliminary keratectomy. the 
synechia smaller than mm. occasion- 
ally the use atropine eserine 
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Successive steps author’s technic for the treatment 


moderate anterior synechias. 


loosens it. the synechia more ex- 
tensive will necessitate surgery or- 
der prevent opacity, vascularization 
the graft, and secondary glaucoma. 
The surgical treatment the synechia 
must not carried out before the four- 
teenth day postoperatively because un- 
til then the union the graft with the 
cornea the host not very firm, and 


premature surgery might lead dislo 
cation the graft. The operation, how 
ever, should not delayed beyond thre: 
weeks, otherwise the graft may alread) 
have become opaque account th: 
synechia. Therefore, the best time 
carry out this surgery the thir 
postoperative week and preferably 
der general anesthesia. 
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SURGICAL TECHNICS FOR THE TREATMENT roid, into the anterior chamber. The ad- 
ANTERIOR SYNECHIAS herent iris separated from the cornea 
the extends from the aid the spatula (fig. 3D). 
one-half the circumference the spatula then withdrawn and the 
the operation choice fol- Randolph perforated cannula 
made the quadrant nearest the sny- the 
manner the spatula into the anterior 
echia; the lower temporal for synechias 
chamber and air injected push the 
iris away from the cornea (fig. 
cannula then withdrawn and the 
transplant. routine preparation the 
ve, about one hour betore 
incision several mm. from the 
limbus because with the latter not 
tion the pupil possible. the time 
always possible keep the air within 
the operation, after routine prepara- 
the anterior chamber long enough 
tion the eve, per cent, 


per cent solution cocaine, and solu- 
tion adrenalin 1,000 are instilled 

into the eye. drops cocaine and 
adrenalin 1,000 are injected under 
the bulbar conjunctiva (fig. 3A) with 
wider dilatation the pupil, 

the anterior chamber 
incision made through the 
onjunctiva and capsule about 

from the limbus and parallel 
3B). Two silk sutures are in- 

erted the sclera and mm. from the 
mbus and parallel it. These sutures 


used for fixation; one them 
the assistant and the other 
surgeon. The area the sclera be- 
veen the two sutures treated su- 
robe obtain bloodless operative 
3B). With the knife in- 
made the sclera similar 
When the sclera has been perforat- 
and the choroid reached, long 
similar that used for evelo- 
but mm. length (fig. 
ntroduced through the scleral open- 
and then between the sclera and cho- 


prevent the recurrence the 

When the synechia very extensive, 
the operation which 
tory follows. 


The operation should carried out 
preferably anesthesia. 
With the aid scissors and conjune- 
tival forceps, conjunctival 
made around the limbus fig. 
4A). The conjunctival flap reflected 
down over the cornea and three 
silk sutures mounted 
needles are inserted, one 
and the other two equidistant between 
the central one and the ends the con- 
passed first through the conjunctiva and 
then through the sclera entering the 
sclera about mm. from the limbus and 
taking bite about mm. (fig. 4A). 
The sutures are now drawn out the 
way order make the incision with 
minimum interference. the 
knife ab-externo incision made 
the limbus around (fig. 4A). 
When the anterior chamber entered, 
the incision enlarged temporally and 
nasally with the aid scissors (fig. 4B). 
With the spatula the iris 
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method treating extensive synechias 


then separated from the cornea (fig. 
4C). large iridectomy from 
then performed (fig. and 
4E). The sutures are 
through the corneoconjunctival junc- 
tion, including small bite corneal 
tissue, and tied. Additional conjunctival 
sutures are inserted and air injected 
into the anterior chamber (fig. 4F) 
effort push the iris away from the 


cornea, thus preventing the 
the 

after this procedure 
synechia develops the lower half 
the graft, the first operation describe: 
can carried out. have had severa 
cases thus treated successively with 
two operations which the 
mained without synechias, with clea 
transplant and good vision. 


' 
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these two operations, bacteria lead- 
mitis are often introduced into the eye. 
have had several such instances, there 
fore the need for very aseptic technic 


and care these 


operations should stressed. Prophy- 
lactic treatment with applica 
tion penicillin should carried out, 
beginning the day previous the opera 
tion and continuing until all the signs 
inflammation eve have disap- 
addition, intravenous injec- 


INFECTIONS 
bring 
about successtul cieatrization ulcers 
the when infection not ad- 
more strenuous treatment such 
conjunctival injection penicillin 
out. the eve does not respond 
penicillin therapy, subconjunctival 
jection ce. containing approximate- 
mgm. streptomycin may tried. 
these cases, addition the local 
treatment suggested, plus atropine and 
applications, treatment 
with penicillin streptomycin should 
carried out. Also, order not miss 
iny possible way improving the gen- 
eral condition the patient, foreign 
protein therapy means intravenous 
typhoid injections should immediate- 
started. Penicillin combined with sul- 
fadiazine, gm. day maintain 
level mgm. per has been 
ised with success when 
did not seem effective. 
horesis with penicillin apparently 
ess than the subconjunctival 
the same medication. 

Cultures the secretion scrapings 
taken decide which form 
will but treat- 
should started without waiting 
the result the cultures. 


cases, abscesses the lens have 
been observed, both requiring removal 
the lens when the abscesses were 
found progress spite conserva- 
tive treatment. both cases the trans 
plant became opaque with extensive an- 
terior synechias. one the transplant 
remained clear with vision 
phthisis bulbi developed. 


GLAUCOMA 

Secondary glaucoma another fre- 
plasty. some cases, conservative treat 
ment with miotics and hot applications 
will successful. Others will require 
surgical treatment. the glaucoma 
the congestive type, very large ir- 
preferable perform sclerectomy 
the fistularizing type, such Elliot 
Grange. the glaucoma asso- 
ciated with anterior the 
glaucoma may controlled the ex- 
cision large portion the in- 
cluding the 


VASCULARIZATION 

operatively, the transplant 
gin vascularize, the cornea adjacent 
the vascularized area the graft 
should treated radiation (about 
r), concentrating the treatments 
the vascularized area alone, protect- 
ing the rest the cornea with lead 
filter. the vascularization permitted 
develop over the whole the 
transplant will most likely become very 
cloudy opaque. However, have ob- 
served some cases which after vas- 
cularization the graft cleared suff- 
ciently restore useful vision. 


INFLAM MATION 
There are some cases which the 
transplant has remained clear for three 
four weeks and suddenly 


ai 
} 
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uveitis develops which days 
some these patients, careful examina- 
tion will reveal focus and 
upon its removal the eye will immediate- 
become quiet. Others will not show 
any improvement upon removal the 
focus infection. these cases local 
treatment should immediately started 
with atropine and hot applications 
cillin and intravenous typhoid vaccine. 
The general treatment must institut- 
immediately, even before the possible 
cause the uveitis found. Some pa- 
tients developing uveitis without ap- 
parent focus infection, but showing 
low systemic resistance, respond well 


intravenous injections amino acids. 
Many these patients are benefited 
high vitamin diet vitamin medica- 

uveitis have become cloudy the point 
where the patient could only see hand 
motion one foot, have been improved 
some cases such extent that 
was impossible tell the end 
vear that they had been nebulous, vi- 
sion some instances improving 
20/30 and even 20/20. 


EDEMA 

After uveitis, epithelial edema and 
bullous degeneration the epithelium 
are frequently observed the graft. 
This corneal edema 
proved applications from three 
six times daily sodium chloride hy- 
pertonic per cent jelly. Occasionally 
after failure clear the edema, 
the scraping the 
lowed very light superficial elec- 
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has resulted the dis- 
appearance the edema but 
manent nebulosity the graft, requir- 
ing further surgery. When the transplant 
remains without 
other intraocular complications, 
ond, and sometimes third, transplant 


has been successful. 

corneal edema frequently asso- 
ciated with endothelial edema, 
tity that greatly resembles Fuchs’ cor- 
neal dystrophy. some cases, spite 
all treatment, the edema persists and 
the graft remains cloudy. 

marked protrusion and opacity and 
there synechia, the anterior 
must dealt with first, and when the 
cornea free from the iris, second 
corneal transplantation 
sary. 


cicatrizes with 


neces- 


DEFORMITY 

cases keratoconus, the trans- 
plant has often tendency protrude 
during the postoperative course. This 
must not considered complication 
but almost the normal cicatrization 
grafts keratoconus. 6rder ob- 
tain more normal curvature, nec- 
essary maintain pressure dressing 
teen days after the operation and con- 
tinued until the fifth sixth postopera- 
tive week. Even spite the 
dressing, the transplant, though trans 
parent, sometimes cicatrizes with pro 
trusion uneven curvature, resulting 
pronounced myopia and astigmatism, 
thus defeating the success the opera- 
tion. Contact lenses may help the situa- 
tion not, second trans- 
plantation will necessary. 


| 
‘ 
‘ 
| 


Symposium: Corneal Transplantation 


MAUMENEE, M.D. 


BY INVITATION 


BALTIMORE, MD. 


plasty the fate the corneal graft. 
the donor cells homogenous 
continue live after transplan 
does the graft merely act frame 
vork for the ingrowth the 
this basic problem solved, 
the various tactors which intluence the 
final transparency the graft cannot 
study which still progress, but has 
already yielded partial answers these 

number studies have been made 
the past determine whether cor 
neal graft continues live autono 
the ingrowth cells from 
the recipient cornea. The conclusions 
reached these investigations have 
based routine histologic studies 
varving intervals following 
tudies not mentioned whether the 
were autogenous homo- 
enous grafts and when the type 

‘tween the two. general, most work- 
agree that Bowman’s membrane, 
corneal stromal fibers, 

mets membrane the graft are not 

placed. There is, however, 
opinion the fate the 
ier Ophthalmological Institute of The Johns 
pkins Hospital and University. 


Fellow the Eye Bank for 
Restoration Inc., New York. 


corneal stromal cells. 
fon and and others 
believe that the grafted corneal cells 
the stroma die and are 
placed similar cells from the recipi- 
others, the other hand, think that the 
corneal cells live and are not 
replaced cells recipient, 
that the donor graft survives 
viable entity. may pointed out that 
the cells homografts cornea con- 
live after grafting they are 
unique this respect. Numerous studies 
homogratts skin, bone, nerve, 
muscle, fat, and have 
shown that the grafts are invariably re- 
placed cells the recipient. 
ceptions this are grafts from identical 
twins mother child which will oc- 
casionally live tissue. 
Cartilage grafts one time were also 
thought exception this rule. 
However, there proot that 
the donor cells this tissue actually 
survive. has recently done 
some excellent studies skin grafts 
rabbits and has shown that the disinte- 
gration the cells the 
result hypersensitive reaction pro- 
duced the grafted cells the donor 
animal. has also shown 
rapidity destruction the cells 
the homografts proportional the 
large amount skin grafted the cells 
will die about ten twelve days, 


> 
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one small graft used the cells will live 
tor about twenty days. 

spite the conclusive work done 
skin grafts and other body tissues 
showing that not con- 
tinue live autonomous tissues 
theoretically possible that corneal 
may exception this finding. The 
number corneal stromal cells 
graft small compared the num- 
ber cells skin graft, and the 
avascular cornea has been 
Woods and and also 
Rich and not the 
same immunologic reactions other 
tissues the body systemic 
tions syphilis and tuberculosis. is, 
that 
grafts may not produce sensitivity re- 
action similar that produced skin 
gratts, and the cells may continue live 


corneal 


THE FATE THE GRAFTED CORNEA 
EXPERIMENTAL 

our experimental approach this 
problem, was necessary have 
pictures clear (successful) corneal 
and opaque (unsuccessful) 
graft. determine this, made his- 
tologic studies almost daily intervals 
autografts and homografts clear 
corneas two weeks and weekly 
months. Rabbits were used the ex- 
perimental animal. total auto- 
grafts and homografts have thus 
been examined histologically. 

During the first week after operation 
frequently difficult predict ac- 
curately which grafts will eventually 
become opaque and which will clear. All 
grafts are cloudy some degree during 
this time due edema the tissue. 
there postoperative infection, the 
edges the graft are good apposition 
with the recipient cornea, and the edema 
the graft subsides within week 
ten days, the graft will usually clear. 


All grafts which were clear two weeks 
after operation have remained clear for 
long they have been followed. 
this study autografts and homogratts 
the cornea have given identical results 
both clinical and histologic material. 
The following are the usual histologic 
patterns and cloudy gratts. 


EXPERIMENT 
Clear During the first 


cipient cornea clot. The 
not fibrin clot between the 
donor and recipient cornea (fig. 1). The 


FIG. autogenous corneal graft (two 
days after operation) showing ingrowth epithelium 


and fibrin clot site operative wound. Migration 


of new-formed epithelium over wound and graft on 


epithelium missing from the graft, 
the stroma edematous and invaded 
few polymorphonuclear cells. The 
endothelium probably damaged phy- 
all cases and some cases 
actually denuded areas. During 
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the next three days the 
regenerated over the graft migration 
from the recipient The edema 
the stroma shows little change. 
wandering macrophages appear between 
the lamellae the stroma. During this 
time the cells are usually re- 
placed the graft. cannot stated 
with certainty whether these cells are 
maining cells the graft migra- 
tion cells from the recipient cornea. 
five days after operation prolifera 
tion cells that look can 
seen the wound and the region 
the endothelium both the donor 
and recipient corneas (fig. 2). these 


Section autogenous corneal graft (five 
operation) showing fibroblasts 


ton left. H. & E. stain. 100 


the wound the epithelial cells, 
hich first grew into the cleft, are de- 
During the next five days the 
the stroma subsides, the epi- 
lium the transplant assumes its 
ase the wound and form ridge 
sue the posterior surface the 
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FIG. 3—-Section of autogenous corneal graft (fifteen 


days after operation) showing ridge fibroblasts 


ay 


on posterior surface of cornea. H. & E. stain. 100 


FIG. 4—Section of autogenous corneal graft (five 
days after operation) showing mitotic keratoblast 
metaphase in the corneal graft. H. & E. stain. 500 


wound (fig. 3). During the first two 
weeks after operation, mitotic figures 
are occasionally observed the stromal 
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slight irregularity 


~ 


cells the graft and the begins except tor 


cells the recipient cornea immediate the lamellae and the break 
adjacent the graft 4). cemet’s membrane (tig. 

exact explanation this cannot 
given the present time but does 


Cloudy grafts. trequently impos 


indicate that some reparative action 


ing the first week operation. 
third week fibrils appear the scar and 
echias (fig. and infections the 
Section autogenous corneal graft (fifteen 
days after operation) showing normal corneal struc 
ture of graft. H. & E. stain. 100 
the The graft assumes the nor- 
mal corneal structure and cannot dit- 
ferentiated from the normal recipient 
cornea (fig. 5). During the second and 
third month the fibrils the scar grad- 
ually assume the normal corneal pattern, corneal 
and sometimes difficult tell days after operation) showing wide wound 
the graft ends and the recipient 
7 
FIG. 6—-Section of homogenous corneal ve Flé r gra 
Weeks after Operation showing healed iys i showing is i rior 
tween graft and recipient cornea. H w ring $ H 
x 


004 1 


enous corneal graft (fifteen 
new-formed 
stain. 


showing early 


10—Section autogenous corneal graft (two 
ths after operation) showing new-formed fibrous 


beneath the epithelium. stain. 


‘tracts the recipient corneas cause 


edema the grafts. Grafts 
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which remain edematous for three 
four weeks become partially 
opaque and, histologic examination, 
are found have several lavers 
fibroblasts with new-formed fibrils un- 
der the epithelium endothelium 
10). grafts with greater edema 
the normal arrangement the donor 
lamellae destroyed places with 


sultant opacities these areas (tig. 11). 


11—-Section of 
after 


autogenou 
} 


operation) showing 
and irregular 


100 


stain. 


arrangeme! 


more severe reactions, 
unknown causes low-grade 
polymorphonuclear 
stroma greater numbers. There 
destruction the lamellae the graft 


and later invasion the graft 


cells 


blood vessels, macrophages 
blasts from the recipient animal. This 
latter type reaction usually causes 
dense opacification the graft. During 
the early stages these grafts look like 
granulation tissue and the end stages 
resemble any dense scar the cornea 
12). 
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FIG. 12—-Section of homogenous corneal graft (seven 


weeks after operation) showing replacement stro 
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rabbit saturated with trypan blue (fifteen days 
operation) showing trypan blue corneal corpuscle 


thium carmine stain. 750 


Routine histologic study did not show 
whether the stromal cells either the 
homografts the cornea 
were replaced cells from the recipient 
corneas whether the grafts remained 
viable entities. Against the supposi- 
tion that the stromal cells were replaced 
cells from the recipient corneas was 
the fact that time were abnormal 
acellular areas seen were any large 
number dying new-formed cells 
observed the stroma the auto- 
grafts homografts. possible, how- 
ever, that gradual replacement the 
donor cells could have taken place and 
escaped detection routine histologic 
examination. 


EXPERIMENT 

With this latter possibility mind, 
studies were performed regeneration 
normal corneal stromal cells, non- 
grafted corneas, determine the origin 
these new-formed stromal cells. 
These studies will reported detail 


elsewhere. brief, the first group 


corneal cells freezing various areas 
the cornea -78 and studying the 
replacement the cells these areas. 
was found that the cells were replaced 
from uninjured keratocytes and wan 
dering macrophages, but could not 
determined which the new-formed 
cells arose from which precursor. 
therefore, sought some method tag 
ging the wandering 
such precursors the stromal cells 
neal lesion. this end, animals wer 
saturated with trypan blue 
and areas their corneas were frozen 
such animals the macrophages can 
identified the presence 
blue granules their cytoplasm. Thes 
“tagged” cells were found great nun 
bers the regenerating cornea. 

With the fact established that 
dering macrophages participate 
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regeneration dead corneal tissue, the 
following experiment 
were done animals saturated 
with trypan blue. When these grafts 
few the 


were 
blue could found 


The 


containing 


stromal 


blue 
were much greater than 
clear grafts (fig. 13). This clearly indi 
that 


wandering macrophages the recipient 


cated least some extent the 
corneas participate the regeneration 
the cells the donor grafts. 


EXPERIMENT III 


The question the replacement 
the corneal stromal cells was studied 
another has 
stated that clear corneal grafts can 
cor 


obtained formalized 


neas. this true, all the cells 
ultimately clear graft this type must 
derived from the recipient animal 
cause the cells the donor graft are 
killed when this tissue placed for- 
malin. have been unable contirm 
that clear transplants can obtained 
with such 
have been performed and only 


one instance was partially clear graft 
obtained (fig. 14). somewhat similar 
this same line was like- 
vise this experiment 
cells the donor cornea were killed 
freezing the tissue. thirteen at- 
mpts clear grafts were obtained. 
lany these grafts frozen tissue 
oked promising did fresh grafts 
five seven days after operation. 
all became progressively more 
lematous after removing the sutures 
frequently the anterior lamellae 
off during the first two weeks 
ter operation. short, all efforts 
tain clear graft the use non- 


ible corneas which the cells have 
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clear formalin corneal graft seven 
months after operation 


cesstul. These experiments would indi- 
cate that viable corneal tissue essen- 
tial for gratt. possible, 
however, that the denaturization the 
corneal protein the formalin, dis- 
turbance the cohesion the stromal 
lamellae freezing may 
enced these results. These experiments 
not entirely contradict re- 
cent statement that obtained 66.6 per 
cent successful grafts when used cor- 
preserved for one three days 

and only 24.1 per cent 
successful grafts when used fresh 
corneas. 
corneas preserved moist chambers 
for ten days contained viable 
stromal cells which would grow tissue 
culture. can offer explanation, 
however, why Filatov should obtain bet- 
ter results with preserved but viable 
tissue than with fresh tissue. 

These three experiments just reported 
brief indicate that living donor stro- 


mal cells are essential least during 
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the first stages graft for its final 
clarity. 
EXPERIMENT 

fourth experiment was done with 
the idea determining what time the 
viable donor stromal cells were long- 
essential for the continued clarity 
the graft. this end, series auto- 
grafts and homografts were made ex- 
perimental rabbits, and varying times 
after the operation, the cells the 
donor graft were killed the freezing 
technic. was found that the donor 
cells could completely destroyed 
early eleven days after operation and 
the graft would regain its normal clarity 
after the edema following the injury 
subsided (fig. 15). 


FIG. 15—Clear homogenous corneal graft which 
all cells had been destroyed the graft freezing 
eleven days after operation. Picture taken four 
weeks after freezing. 


These four experiments not give 
conclusive answer the fate the 
stromal cells corneal graft. They 
do, however, give clear indication 
the general picture. First, there 
massive replacement the cells 
autogenous homogenous graft any 
one time. Second, the wandering macro- 
phages the recipient animal probably 
contribute from the beginning lim- 
ited degree the replacement the 


AND 


donor cells corneal graft. Third, 
viable donor cells are essential for 
successful take transplant, least 
for the first two weeks after operation, 
until the dependence the donor graft 
the recipient cornea fully estab 
lished. The donor cells are not essential 
the clarity the graft once the tissue 
has become firmly attached the 
ent cornea. This the apparent picture 
well can visualized from the 
information far hand. quite 
possible that further investigation may 
alter this concept the process. The 
nal answer the fate the donor stro- 
mal cells cannot decided until 
method obtained tag the donor cor 
neal cells both the corneal cells and 
the wandering macrophages the 
cipient. 


WHICH INFLUEXCE THI 


KERATOPLASTY 


PrORS 


RESULT 


Most the factors which determine 
the final clarity cloudiness cor 
neal transplant have been observed clin 
ically. These factors may divided into 
three groups: the condition 
grafted tissue, the status the 
ent cornea, and the operative complica 
tions. From the experimental standpoint 
can add the following observations. 

Fresh living corneal tissue the 
most favorable material for grafting 
Nonviable grafts are completely unsatis 
factory. 

ing handling the graft detrimental 
the final clarity the tissue. 

Numerous small vessels the 
cipient cornea not appear 
the result keratoplasty any marked 
extent. This illustrated the follow 
ing experiment. group animals 
with vascularized corneas 
central corneal leukomas have been sub 
jected autografts and homografts 
The recipient animals had 
ously grafted and the transplants had 
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autogenous corneal graft with vas- 


two months after operation This 


opaque and (fig. 
reaction the initial 
was allowed subside before 
this group the percentage 
clear grafts obtained the second 
the same when animals 
This 
blood 


the cornea without other dam- 


attempt 


normal corneas 


small 
are not detrimental 

final clarity the graft. 
Dense and diffuse corneal opacities 
the results operation un- 
This shown the follow- 
hich dense corneal opacities had been 
roduced the injection twentieth- 
sodium hydroxide into the lam- 
the corneas were subjected 
the grafts these an- 
were surrounded the opacities 
transplants always become opaque. 
the opacity the recipient 
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Was present only one two 
sides the graft the transplant would 
remain clear. The reason 
why corneal grafts fail remain clear 
completely opaque corneas not ful- 
One explanation which 
has been given for the poor results 
this type cornea has been that there 
are not enough normal corneal cells sur- 
rounding the graft. This explanation 
probably not correct however for clear 
transplants can obtained corneas 
all the original cells have 
been destroyed by freezing if sufficient 
time given for the edema the cor- 
nea subside and new cells grow 
17). While not have satis- 


ear homogenous corneal graft five and 
after operation. The cells the recip- 


cornea had been destroyed freezing three 


ks before operation. 


factory explanation for the 
sults opaque corneas, interesting 
that the grafts are frequently edem- 
atous for several weeks before they fi- 
nally become scarred 
when into 
damaged 


are inserted corneas 

The operative complications such 
poor apposition the wound edges, 
anterior displacement the graft and 


secondary infection are essentially the 


same experimental animals 
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clinical cases. Small anterior synechias 
are unfavorable but 


cause opacification graft. 


SUMMARY 


Finally, how can one visualize the 
course events successful graft? 
The donor cornea should viable tis- 
sue and untraumatized 
The continued viability the graft 
not essential after the second postopera- 
tive week. The recipient cornea should 
not completely opaque 
not edematous. Small blood vessels 
the recipient cornea are not detri- 
mental the final clarity the trans- 
plant. Good apposition 
should obtained operation. After 
the graft has been inserted becomes 
edematous during the first twenty-four 
hours and the epithelium lost. The 
endothelium always damaged some 
extent but part may remain the 
graft. The majority the stromal cells 
continue live the graft and not 
show massive degeneration replace- 
ment any time during the postopera- 
tive course. They are supplemented 
least limited extent new-formed 
keratoblasts from the recipient’s macro- 
phages. The epithelium replaced 
migration epithelium from 
cipient cornea. The endothelium may 
repaired from the uninjured cells 
the graft migration cells from 
the recipient cornea. The wound 
closed first fibrin clot and later 
fibroblasts which form fibrous tissue 
between the graft and adjacent cornea. 
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literature corneal transplant 
operations contains few statistical facts 
the results this pub- 
licized surgical procedure. One the 
chiet difficulties obtaining such data 
has been the lack sufficiently large 
number cases any one clinic 
statistical analysis. overcome 
this difficulty the American Academy 
Ophthalmology and Otolaryngology 
made arrangements fora group clin- 
ics pool their material, for was 
thought that the combined data would 
cities were chosen for the study that 
the doctors from each 
pating clinics could easily 
time for discussions. The Massa- 
and Ear Infirmary, the 
Presbyterian Hospital, the Manhattan 
Ear and Throat Hospital, the New 
York Eye and Ear Infirmary, the New 
York Hospital, the Hospital the 
versity Pennsylvania, and the Wil- 


chusetts Eve 


were chosen participate. 


standardized tally sheet for the 


Institute, Johns Hopkins 


mer Ophthalmological 


lospital and University. 
Joseph Frank, M.D., Manhattan 
Far and Throat Hospital, New York; Brendan 
Massachusetts Eye and Ear Infirmary, 
ton; Paul Messier, M.D., New York Hospital, 
York; Harold Scheie, M.D., Hospital the 
iversity Pennsylvania, Philadelphia; Richard 
incent, M.D., New York Eye and Ear Infirmary, 
w York: and Joseph A. C. Wadsworth, M.D. 
phthalmology the Presbyterian Hospital, New 
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analysis the cases was drawn 
the group doctors. Each the rep- 
resentatives from the co-operating 
studied the histories from his 
own hospital, and recorded 
nent the 
sheets. The sheets from all the hospi- 
tals were collected. The data were tran- 


standardized 


with the aid automatic sorting and 
counting machines. After the data were 
gathered, the representatives 
participating hospitals met discuss 
the results and draft plans for this 
report. 

This plan for statistical study the 
corneal transplant operation has worked 
very well. The pooling opinions has 
been but the greatest advan- 
tage that the plan provides 
ardized method analysis for large 
number cases from many separate 
clinics. Without it, clinic would 
have reported its individual experience. 
The analysis the data probably would 
have been different each report and 
comparison the results one clinic 
with those another would have been 
difficult. that the American 
Academy should continue 
and guide similar co-operative clinical 


each 


feel 


studies other subjects. 

were able gather data 417 
corneal transplant operations performed 
the various co-operating hospitals. 
The analysis this material forms the 
basis the following report. 
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RESULTS ACCORDING CLARITY 
GRAFT 


the 417 cases, there was 
statement the history the final 
clarity the graft. addition, 
the cases had been followed for only 
three months less. 242 63.5 per 
cent the 381 remaining cases, the 
graft became cloudy, and 139 36.5 
per cent the 
without selection cases, there was ap- 
proximately one chance 
the graft would remain clear. 


SELECTION CASES 

possible the chances ob- 
taining clear proper selection 
the cases, analyzed the effect 
various factors the final clarity 
the graft. The cases were divided into 
groups and the percentage grafts re- 
maining clear was compared each 
the groups. 


Age Patient. The youngest patient 
our series was years old and the 
oldest was 80. However, correlation 
was found between the percentage 
grafts remaining clear and the age 
the patient. 


Diagnosis. Table shows the classifi- 
cation the cases according diag- 
nosis. The cases with conical cornea ob- 
tained the highest percentage clear 
gratts. about two out three cases 
conical cornea the graft remained 
clear. The results the 
hereditary corneal dystrophies (Groe- 
Haab-Dimmer, Fleischer 
were almost good, 58.8 per 
cent the transplants remaining clear. 
the cases with corneal scars from 
luetic interstitial keratitis from other 
nonspecific corneal inflammations, about 
half the transplants remained clear. 
contrast, the results cases with 


corneal scars from burns, 
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TABLE 
RELATIONSHIP DIAGNOSIS 
PERCENTAGE CLEAR GRAFTS 


CLEAR GRAFTS 


CASES OR MORE 
Conical cornea 65.2% 


Hereditary 


dystrophy 
Scar luetic 

stitial keratitis 
Scar nonspecific 

inflammatory 141 16.9% 
Active keratitis 

ulcer 23.1% 
Scar chemical 20.8% 
Sear traumatic 
gonococcal 8.7% 
Fuchs’ dystrophy 
TOTAL 362 36.5% 


trauma, gonococcal ulcers were poor, 
only about one transplant five ten 
remaining clear. Total failure resulted 
every instance cases with Fuchs’ 
dystrophy the cornea. The cases 
Which corneal transplant operation 
had been performed the presence 
active keratitis active ulcer are 
find that the transplant remained clear 
23.1 per cent the cases, result 
that would not have been expected 


cases the corneal transplant operation 
had been performed eyes that had 
previously had one 
neal grafting. 21.2 per cent 
these the second graft remained clear. 
additional cases, two previous 
corneal transplant operations 
sulted failure and third graft was 
performed. only these cases did 
the third graft remain clear. 

There general agreement that cor 
neal grafting technically more diffi 
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cult eves than eves with 
the lens place. our series corneal 


transplant operations were done 


cases with aphakia. The results were 
cases (42.8 per cent) the 
remained clear. 

The chances for obtaining 
were reduced all the cases 
which previous operations such 
dectomies, filtering operations, super- 
the cornea had been performed. 
cases had previously had conjunctival 
drawn over the cornea, and none 
them did the 
remain clear. Undoubtedly the eves 
quiring other operations before the cor 
neal grafting had severe defects, and 
poor prognosis was expected, 


Sice Corneal Opacity. The cases 
were divided into four groups according 
the extent the corneal opacity. 
shows that the cases with 

TABLE 
RELATIONSHIP SIZE 


CORNEAL OPACITY PERCENTAGE 


CLEAR GRAFTS 


CLEAR GRAFTS 


SIZE NO. FOLLOWED 
OPACITY CASES MOs. OR MORE 
None 50.0% 
Central 104 52.8% 
Over 173 27.7% 


opacity those with only 
ntral corneal opacity 
ese cases the grafts remained clear, 
hile only about one case three 
our with more extensive opacities ob- 
ined clear graft. often difficult 

estimate the depth the opacity, 
specially cases with extensive cor- 
cases according the size the 


opacity, did not include considera- 
tion the depth the opacity. 


Vascularization the Cornea. Table 
shows the percentage clear grafts 
obtained our series when the cases 
were grouped according the extent 
the preoperative corneal vasculariza- 
tion. About one-half the cases with 
vascularization with only “slight” 
vascularization obtained grafts. 


TABLE 
RELATIONSHIP CORNEAL 


VASCULARIZATION PERCENTAGE 


CLEAR GRAFTS 


CLEAR GRAFTS 


VASCULARIZA NO. FOLLOWED 
PION OF CORNEA CASES MOs. OR MORI 
None 170 50.5% 
Sheht 52 50.0% 
Moderate 23.4% 
10.8% 


the other hand, only fourth 
those cases with vascular 
ization obtained clear graft. When the 
corneal vascularization had been esti- 
mated being only about 
one case ten obtained clear graft. 


Anterior Synechias. The presence 
anterior one the most 
problems handling case for 
corneal grafting. some our cases, 
attempts had been made eliminate 
the anterior synechias before the cor- 
neal transplant operation 
taken. many cases, these attempts 
were unsuccessful. Thirty-nine cases 
our series had corneal grafting the 
presence anterior synechias. only 
15.4 per cent these did the cor- 
neal graft remain clear. 


General Prognosis. most the 
cases, the factors have just consid- 
ered separately were not isolated. For 
example, patients with keratoconus oft- 
had corneal opacity only cen- 
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tral one. addition they usually had 
vascularization the cornea, ante- 
rior synechias, and had had previous 
surgery. the other hand, patients 
with opacities due burns gono- 
ulcers usually had extensive cor- 
vascularization, 
broad anterior synechias, and frequent- 
formed the cornea before the trans- 
plant operation had been undertaken. 
However, order arrive de- 
cision the results corneal graft- 
ing specific types cases, divided 
our cases into four categories using the 
criteria for prognosis described Cas- 
(See table 4.) Group The 
first group very favorable cases com- 
prised cases keratoconus, cases with 


TABLE 
RELATIONSHIP PROGNOSIS 
PERCENTAGE CLEAR GRAFTS 


CLEAR GRAFTS 


PROGNOSIS NO. FOLLOWED 
CASES MOS. MORE 

Very good 68.3% 

Less good 115 50.5% 

Unfavorable 12.1% 

Contra- 

indicated 10.5% 


only central corneal opacity, and cases 
mild interstitial keratitis. the 
cases this group, 68.3 per cent 
obtained clear grafts. Group The sec- 
ond group less favorable cases com- 
prised cases hereditary corneal dys- 
trophy (Fleischer, Dimmer, 
Groenouw and Salzmann types), cases 
with extensive superficial corneal opaci- 
ties without vascularization, cases with 
superficial tear gas burns without pan- 
nus, cases with adherent leukomas, 
cases with central descemetocele, and 
cases with extensive interstitial kera- 
the 115 cases this group, 
50.5 per cent obtained clear grafts. 


Group The third group 
vorable cases included cases cor 
area, extensive deep 
degeneration 
aphakic cases, exten 
nus. the cases this group, 
12.1 per cent obtained clear grafts. 
Group The fourth group cases 
which corneal transplantation was con 
sidered contraindicated 
with Fuchs’ dystrophy, cases with 
tensive corneal opacities with 
ous degenerations, cases with corneal 
opacities pemphigus, and those 
corneal opacities with extensive ante 
rior the cases this 
group, 10.5 per cent obtained clear 
Statistically there was dit 
ference the results between the cases 
group and those group 


summary, the first small group 
selected cases with the best prog 
nosis, about two-thirds the grafts 
mained clear. the second large group 
less favorable cases, one-half the 
grafts remained clear, while the last 
two groups unfavorable cases, there 
was only one chance eight obtain- 
ing clear graft. 


RESULTS 

Ideally the most important considera 
tion evaluating the corneal transplant 
operation would the improvement 
vision that results from the operation. 
However, mere comparison the pre- 
operative and vision 
adequate, for some cases with clear 
grafts must eliminated from consid- 
eration because extraneous causes 
for poor vision. For example, cases with 
preoperative cataract, glaucoma, nystag 
mus, amblyopia anopsia must 
discarded even though the grafts 
main clear. The significance minor 
improvements vision must 
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cases small improvement 
may recorded and the case classitied 
tively. For example 


vision might have been 


and the postoperative vision 
15/200. This may not represent true 
examiner spends good deal more time 
and effort coaxing the patient 
the chart after operation than does 
the operation was performed. 
addition, by repeated examination, the 
patient often becomes familiar with the 
blurred form the 20/200 letter. 
learns interpret the blurred image 
more readily experience 
theretore show apparent improve 
ment vision, not result the 
operation, but only result 
quent testing. 

Although ideally the improvement 
vision should the best 
the success the operation, 
must qualified carefully. For 
these reasons, have correlated most 
our data with the final anatomic 
that is, the presence absence 
clear graft. However, 
for complete picture include some 
the data found the visual 
acuity, remember the limitations 
such study. 


Table shows the 
ive vision 253 the cases. men- 
ioned before, had exclude cases 
vith preoperative cataracts, glaucoma, 
those which some disease was 
ound the posterior segment the 
the table, the numbers the 
avy squares refer cases that had 
same vision postopera- 
vely The numbers 
bove the heavy squares refer cases 
hat into category poorer post- 
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operative vision, and the 
low the heavy squares refer cases 
that fell into better vision 
postoperatively 

final visual acuity 20/30 20/20 
was obtained only 11.4 per cent 
the cases, and 9.1 per cent 
the cases all light perception was lost 
The results the 
cases grouped according general 
prognosis Was interesting. the cases 
with the best prognosis (group 1), lim- 
ited cases keratoconus, cases with 
only central corneal opacity, and cases 
mild interstitial keratitis, cases 
had preoperative vision 
less. these, cases 55.2 per cent 
attained final vision 20/100 bet- 
ter. the cases with less favorable 
prognosis (group had preopera- 
vision 20/200 less, and 
52.7 per cent these obtained final 
vision 20/100 better. the cases 
with prognosis those 
which the operation seemed contra- 
total 10.9 per cent were raised 
from vision 20/200 
20/100 better. the 229 cases with 
preoperative vision 20/200 less, 
36.2 per cent obtained postopera- 
tive vision 20/100 better, approx- 


imately one case three. 


The visual results the 
cases with initial vision 20/100 
better deserve 


Only these cases obtained 
these cases the final vision 
while only fourth these patients 


less. 


sion obtained vision 20/30 bet- 
ter, over half them had their vision 
the operation. Although the number 
cases small, these figures indicate that 
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TABLE 
Relationship Preoperative Vision Postoperative Vision 
PREOPERATIVE VISION 


neal transplant operation eye with 
corrected visual acuity 20/100 
better. 

CONCLUSIONS 

statistical study has been made 
the results 417 corneal transplant 
operations. 

The graft remained clear 36.5 
per cent the cases. 

The percentage clear grafts va- 
ried greatly with the cause the cor- 
neal opacity. The best results were ob- 
tained cases keratoconus (65.2 
per cent), hereditary dystrophy (58.8 
per cent), interstitial keratitis (49.0 per 
cent) 
scars (46.9 per cent). Poor results were 
obtained cases with active keratitis 
corneal ulcer (23.1 per cent), scars 
from chemical burns (20.8 per cent), 
trauma (18.2 per cent) gonococcal 
ulcers (8.7 per cent). clear grafts 
were obtained cases with Fuchs’ dys- 
trophy. 


The larger the size the corneal 
opacity and the greater the extent 
corneal vascularization, the less were 
the chances obtaining clear graft. 

having the most 
68.3 per cent the grafts remained 
clear. 

229 cases with preoperative 
sion 20/200 less, 36.2 per cent 
tained postoperative vision 20/100 
better. group cases with pre 
operative vision 20/200 less was 
selected having the most 
prognosis. these cases, 55.2 per cent 
20/100 better. 

The visual results after cornea! 
transplantations patients with pre 
operative vision 20/100 
not warrant the risk the operation. 
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Symposium: Corneal Transplantation 


VI. DISCUSSION 


(Questions submitted from the floor were directed Dr. Alan Woods 
peaker whose particular subject encompassed the field 


Dr. this question success the average case, but 
ates the use grafts from stillborn that any now, ordinary cases, 
and the relative value these compared using grafts small that because the 
Will vou give few words prospect good result better with 
larger than minimum size. 
Grafts from stillborn infants Dr. Dr. McLean, when you 
apparently are just good donor material, first dressing 
lder people. Sometimes, however, particularly eighth day after operation 
premature stillborn infants, have donor Dr. When vou remove the cor 
terial which sufficiently thinner than 


curate fit. For that reason, some prefer 

use stillborn corneas ordinary cases 
very late, removing them about two weeks, 
but preter stillborn corneas tor certain cases 1 ; 
sometimes little more, sometimes little less, 

after operation, and should 


Here question from cally that most the other men doing corneal 


Hlonor, Dr. the doctor remove them quite bit sooner than 
himself needed corneal graft, would that 
willing to have donor material from an eve Dr. Woovs: Dr. MeLean, vou spoke of the 


1] > wmmedi ollowineg 
Was ava lable immediately foliowing an enu¢ tainer Will vou please elaborate on this? 


eation the donor eve allowed bounce around 

have graft from postmortem material top the jar? 

from fresh material—from preserved material 


think perhaps the best ans- 
from obtained material—pro- 


wer that would suggest that the man 


led the corne good conditio 


can see evidence that makes any practi- 


scientific exhibits and take look the photo- 


al difference. Some donor eve that are pre graphs of one type, which clearly shows how 


ented immediately are not suitable done. Roughly speaking, the container 


1 


they are not good condition. kept upright. has ground glass plastic 


Dr. What the minimum size type top which seals tightly. There 
raft that may used and remain space the bottom, below the eve, fluid. 
The standard container used the Eve Bank 


ery difficult anewer York has four little dimples indented 
ill depend somewhat the type from the sides, that the eve rests cornea 
up, part way down the container, with reser- 
voir fluid below the with the tight 
seal the top and the cornea saturated 
atmosphere all times. No, naturally 


not bounced around. 


which being grafted, the type 


used, and then, course, the rest 
that answer depends also the presence 
absence any complications during 


ter operation. Roughly speaking, about 
millimeter square comparable surface Dr. McLean, you spoke several 


rea round graft about small the cornea being good condition 
expect use with reasonable prospect when the transplant made. number 
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gentlemen the audience are very curious 
know what are criteria for cornea 
good condition and how you determine 
with preserved cornea whether good 
condition not? 


Dr. McLean: When said condi- 
some which mentioned and some which 
did not detail. The first thing that was 
interested in, course, was the source the 
material, the initial status not only the 
cornea but the patient from whom the cor- 
nea was obtained, and think mentioned that 
sufficiently. 

include also bacteriologic studies, such 
made routinely the various eye banks, al- 
though have idea that some eyes which 
are likely contaminated with not too serious 
organisms are probably safe, because the cor- 
neas themselves seem very poor material for 
supporting the pathogenic bacteria while 
storage low temperature. Nevertheless 
prefer play safe and not use even slightly 
contaminated corneas. The rest mat- 
ter inspection the cornea grossly with 
strong light and with some magnification, 
which can done quite easily without con- 
taminating the eye. 

The cornea should still reasonably clear. 
When cold will somewhat hazy. 
preferable have the epithelium fairly 
intact and fairly smooth, shiny condi- 
tion, although the epithelium alone dam- 
aged that not serious defect. may 
used some extent indication any de- 
generation that may have taken place deeper 
the cornea. 


Dr. Dr. McLean, taking all the 
into consideration which 
given us, general how long the donor 
eye good for transplant? the average, how 
long after removal can the donor used 
What your 


Dr. That rather complicated 
one answer, for several reasons. 
first place, have had relatively little ex- 
perience with corneas preserved for long 
periods time for use the human subject, 
because all have more cases grafted 
than have donor eyes and, therefore, 
have almost occasion store donor eye 
very long. Usually the eye kept over night, 
perhaps the most over week-end 
until the next one the patients the wait- 
ing list can called in; therefore, the prac- 
tical experience humans does not very 
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animals have experiments which sug- 
gest that the eyes can preserved the 
technic which being used present con- 
siderably longer than have ever 
casion preserve them for human 
probable that some them can kept 
for the better part two weeks, but 
not foresee the immediate future 
casion that. 

How long eye will stay good condi- 
tion depends, have tried indicate the 
paper, not entirely the number pages 
that you turn the calendar, but num- 
ber other factors influencing the 
postmortem the way was handled 
after the death; whether 
the evelids were closed allowed remain 
open while; whether the patient was 
extremis for long period time, allowing 
exposure the cornea drying; whether the 
eve was promptly obtained; whether the 
cadaver remained for some time before the 
eve Was enucleated and put proper preserv- 
ing conditions. There are 
factors that think actual time one the 
least important, must set arbi- 
trary limit. 


One last question for you, 
McLean. Will you discuss and explain de- 
tail what you mean prophvlactic penicillin 
treatment 


McLean: mean prophylactic pen 
cillin treatment exactly what has been describ 
prophylactic penicillin treatment 
tain types cataract operations. suggested 
that ideal. What actually myself 
use rather copious amounts local penicillin 
principally liquid form, the closure 
the eve the end the operation. Some 
ple add that prophylactic penicillin 
cally. haven’t had infection corneal 
will readily grant that the further addition 
systemic penicillin when there any ques 
tion the source the postmortem donor 
cornea probably very wise procedure 


Dr. will next ask Dr. Paton 
take the witness stand. 

Dr. Paton, there are number question 
here the subject indications and wil! 
try summarize them general 
supposed, although there are 
figures, that there are approximately 250,000 
blind individuals this country. stated 
that there are 15,000 whose sight 
restored benefited corneal transplant 
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erations. The question comes up, how are 
these figures arrived at? Are they accurate, 
and what the applicability 
the corneal transplant operation the 
blind today 

Paton: Dr. Woods, this question has 
survey all the people who 
corneal disease scarred cornea. This will 
take long time and may not success- 
ful We have depended a great deal on sta- 
tistics that are given the blind so- 
cieties the various states. surprising, 
however, that many the states there are 
very conservative this whole ques- 
tion. can help only 5,000 people will 
that the operation certainly worth while. 

Woops 
eve should the corneal transplant opera- 


restricted one two men who will 


the average large city 


the bulk them because they are espe- 
ation which any good eye 
lertake ? 

believe that Dr. McLean and 
thers that any good 
own 


celing that the technically 


PATON 
this operation easily 


sier for the person with 

cataract operation. that the opera- 
most the large clinics should 

one two individuals, for the sim- 

reason that the material limited 

\WWe. in our institution, are giving our in- 


opportunity learn the technic 


think that any surgeon who under 
corneal grafting work should devote 

leal time certainly should 
cadavers attempting the 
eration It is not dittheult, but it 1s the scar- 
aterial which prevents more men from 

the operation 

The next question, Dr. Paton, 

will tax your ingenuity. you think 
the unexpected improvement following 
orneal grafts cases uveitis may 
spected instances of the so-called tissue 

personally have had faith 
sue therapy. have had experience 
that don’t see that there 
ship 


Now have several questions 


the Eve Bank for Sight Restoration 


and these think can epitomize somewhat. 
Roughly, how many eves does the Eve Bank 
supply year? 


Dk. Paton: When the Eye Bank started 
supplied only about eves That 
has gradually increased that now supply 


least 200 


:When the Eye Bank sends eyes 
another city does supply the material 
which was cited Dr. McLean being 
pertinent—the condition the patients ca- 
davers from whom the eves were removed, 
how long the eyes have been preserved, and 
all the data which was thought necessary 

Paton: The Eye Bank sends out eve 
which there has not been report the 
the donor. Cultures are 
made the eve when brought 
Bank and the records are kept. The age 
the patient, the condition the eve, and 
the cause death are known. true that 
some cases the responsibility, course, 
rests with the surgeon. for one, would not 
use eve which did not have complete 
report. The record filed the Eye Bank 
and report also sent back the hospital 
from which the eve has come 

doctor whom the eye 

Dr. Paton: Yes, the doctor can 
information has not received 
the Eve Bank merely calling the Eve Bank 

Dr. The next question think you 
have answered and almost facetious now. 
view the facts brought out the various 
speakers, what the value Eye 
That has already been covered. 
care comment it, will glad 
hear from you 
The only comment that should 
make that not know whether 


yl 


these other eve banks that have been started 
are going successtul. there are many 
eve banks throughout the country the one 
New York, course, loses its importance. 
personal feeling that the difficulty 
running bank great and requires 
course time, when the novelty has worn 
off, there will probably only one two eve 
banks supplying the ophthalmologists who have 
perfected the technic corneal transplanta- 
tion. That will mean that the Eye Bank 
New York will have supply several hun- 
dred year, and these can transported 
sately airplane has been demonstrated 
numerous occasions. 
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Dr. The last question have for 
you for the time being, Dr. Paton, fol- 
lows: corneal transplant indicated 


tive acne rosacea 


Dr. Paton: have had experience with 
this case. the disease not active 
and there merely scarring, and there are 
blood vessels left which can de- 
stroved radiation, not see why cor- 
neal transplantation might not successful. 


Dr. Thank you, Dr. Paton. 


Dr. Dr. Castroviejo, may put you 
the witness stand? have number 
questions for you. 


Dr. Woods, may make 
very short announcement? assumed when 
came here that many you had not yet 
seen corneal transplants, and have accepted 
the kindness some patients accompany 
me, some them from the vicinity 
cago and others who came all the way from 
New York order that those you who 
have not seen corneal transplant may have 
chance see what corneal transplant looks 
like and what mean transparency and 
great improvement vision. think have 
been able collect approximately patients 
who are sitting the back the room, but 
beg vou not look them until this 
session has been finished. Thank you. 


Dr. Dr. Castroviejo, how you 
bandage protect the operated eye during 
healing? What type bandage you sug- 
gest 

Dr. suggest non-pressure 
dressing both eyes which kept intact for 


seven days. 


Dr. There are number ques- 
tions here relating the possibility cata- 
ract extraction eyes having had corneal 
transplant. other words, the corneal 
transplant any contraindication later extrac- 
tion the lens? 

Dr. No. have one case 
here with bilateral transplant and bilateral ex- 
traction. these cases the first thing carry 
out the corneal transplantation. wait 
less than six months before the cataract 
extraction performed. 

Dr. Woops: Dr. Castroviejo, view the 
figures that Dr. Owens presented the over- 
all results obtained from the corneal transplant 
operation, there question directed you 
asking your percentage success higher 
than that reported Dr. Owens? 
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Dr. believe so. order 
“Critical Survey the 
Fenestration Operation,” which 
the April, 1947, issue the 
“The word ‘percentage’ becoming increasing 
are now directed toward obtaining 
formation which will complete our understand 
ing the entire subject impaired hearing 
and the percentage surgical results assumes 
patients who are ideal cases for surgery, and 
limit our selections this most favorable 
group, our percentage success will hig! 
Fe. however, some of us desire to select thi 
less favorable cases, order increase our 
understanding, naturally our 
successes will lower. the Conservatior 
Hearing Clinic ‘at Manhattan Eye, Ear 
Throat Hospital the custom classity 
tients with impaired hearing four types 


Ideal cases (comparatively rare) 

good risk (satisfactory and common) 

poor risk (the few who have chan 
recover some hearing). 

Unsatisfactory 
after thorough explanation the 


operated 


months for consideration 
lement of a surgeon, base 


“The personal 


experience, enables him select from 
groups patients who are the most 
candidates for surgery. Proper selection 

patients one two essentials 

obtain the best results. The other 
obtaining good results properly 
surgeon with superior ability. 

this second essential report the 
can Academy Ophthalmology and 
gology. time has passed, 


those surgeons who just not have the 


assumed major importance. There 


skill master the fenestration 
There are also those surgeons who think 
six weeks’ instruction cadaver surgery 
tical personal experience plus 
perience teaching men who completed 
daver surgery has shown the need 

The greatest danger useful future 
fenestration surgery end-result 
done incompetent and poorly trained 
geons. The fenestration not 100 
effective operation. have failures. 
gical accidents must included causes 
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Infection causes some failures. Even 


when the complete surgical aseptic technic 
surgery employed and the most pains- 
technic observed during postoperative 
ressings, infections occur. Statistics can 
made prove anything, 


sometimes used for impressive argu- 
ent. the early enthustasm this work 

rush was made see who 


concerned with some magnetic attraction 


patients. own precept is, your 
percentages. Thousands operations must 
before percentages will have any signifi- 
ct 
believe that the statement made Dr. 
Marvin Jones can likewise applied 
corneal window operation. have stated 
the very first experience 
neal transplantation practical surgical 


cedure when suitable technic 


when the indications for the operation are 


lure, and can mastered 
ned ophthalmologist. Nevertheless, does 
t delicacy ind accuracy of technic that 
only obtained practice. The fact 
hundreds individuals, once condemned 


attract younger men this great 


field medical activity 
with the 


expected that, more 


Technics will 
individual surgeon, course 
surgeons 

with the basic procedures 
cesstul corneal transplantation, further re- 
nents will developed 
Dr. Dr. Dr. Owens re- 
rts that survey the leading hospitals 
York, Balti- 
reveals only corneal 
questioner that 
He wants to 


your 


Philadelphia, Boston, and 


cases of 
nsplantations. This states 
spoke of a thousand cases. 
thousand 


vour included 


its. 


Cases 


rabbits. may amplify the 
tement saying that for fifteen 
been transplants and 
teaching the 
throughout South America and 
pean countries. Some pupils have 
performed over hundred transplants. 
lude statistics the cases which 
done teaching others which have been 
rted for own study and obser- 


cases 
not include 
doing corneal 
been 
ration 
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Dr. Dr. Castroviejo, the next ques- 
tion asks complications can appear after six 
months can assume after this period 


that the case safe from complications 


Dr. has been observa- 
tion that after six months the transplant can 
become very cloudy few hours. have 
seen opacification corneal transplant de- 
velop following acute attack sinusitis 
any one the virus diseases any other 
similar upset. don’t know how explain 
this. 


that for six months 


have tried explain the fact 
membrane 
not fully developed covering the gap that 
recipient 
donor, and until this formed any inflamma- 
condition 


This 


left between the corneal 


lead the cloudiness the graft 


why not cataract extraction pa- 
tients who have had corneal transplantation 
before six months postoperatively 


Dr. The last question have for 


you, Dr. Castroviejo, are any precautions 
taken insure the sterility air injected into 
the anterior chamber 

Dr. taken any 


This technic that 


pre- 
caution. being used 
widely, not only for corneal transplan- 
tation but for other purposes—retinal detach- 
ment, glaucoma operation, cataract extraction 
found that air 
causes any bad results with the eye. 


Woops: 


very 


and have not injection 


Thank you, Dr. Castroviejo. 


Dr. Woops: Dr 


the stand 


Maumenee, take 


The first question for you how many 
epithelizations the anterior chamber occur 
transplantation 

Dr. have seen epithelial 
following transplanta- 
tions 200 250 rabbits’ eves. Some experi- 


mental work has been done, however, which 


downgrowths corneal 


suggests that epithelial downgrowths 
produced placing pedicles corneal tissue 
through corneal wounds into the anterior 
chamber. 

The next question quite per- 
tinent the first question. Why does epi- 
thelial downgrowth occur rarely corneal 
grafting? Can you give any explanation? 

Dr. MAUMENEE: Apparently for epithe- 
lial downgrowth occur the anterior cham- 
ber necessary have pedicle flap the 
wound, and the wound has remain open 
for long period time. such pedicle 
flaps occur corneal grafts and the posterior 
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the wounds corneal grafts are 
usually rapidly closed, successful cases, with 
lapse the iris. Apparently the greater num- 
ber epithelial downgrowths occur following 
cataract extraction where conjunctival flap 
used only very small conjunctival flap 
used. The conjunctiva becomes trapped 
the corneal wound. 


Woops: Dr. Maumenee, here most 
interesting question. Have you 
theory why corneal grafts become opaque, as- 
suming there are complications, accidents 
any kind, and errors technic? 
believe this related the question 
tissue specificity tissue hypersensitivity 


Dr. mentioned the pa- 
per, our experimental animals have had 
corneal transplants which have remained 
clear for two weeks and later become opaque. 
this observed. think this type 
opacity may possibly related 
perimental work along this line, see whether 
can determine the transplanted cornea 
will produce any hypersensitivity. 


questions here for Dr. Maumenee relating 
irradiation for vascularization. Would you 
give the general technic used and the best 
technic irradiation used eliminate vessels 
the cornea? Several statements challenge 
Dr. idea that signs vas- 
used after operation order clear them 
Will vou, therefore, be good enough to tell 
the general technic irradiation and the 

Dr. MAUMENEE: The most popular technic 
the use radon applicator which the 
gases from radium are pumped into small 
glass seed and concentrated. this way 
great deal radon can captured small 
area. using this pinpoint localization over 
individual blood vessel the endothelial lin- 
ing the blood vessel can destroyed and 
the lumen the blood vessel obliterated. 


obliterate any large vessels the use beta 
irradiation before grafting. the blood ves- 
sels begin grow into the graft following 
operation not think that beta irradiation 
effective stopping the progress these 
vessels. The only function beta irradiation 
vessels corneal graft are destroyed 
irradiation, the corneal stromal cells are also 
damaged the same time. The resulting re- 


more harmful than the 
from trying obliterate the new 
believe invading blood vessels fre 
quently become spontaneously arrested with 
out the use irradiation there not mucl 
inflammatory reaction around the graft 
should used obliterate blood 
fresh but think the larger blood 
vessels should obliterated before attempt 


made graft cornea 


Dr. Owens, order bring 
the end, will kindly take 
the stand and let address tew question 
vou? 

nodular dystrophy does the 
gradually develop the same hvaline nod 
ules the 


Dr. Owens: our cases did not 
this phenomenon 


Dr. endothelial dystrophy 
the endothelium the show the 
generative changes become 


cloudy 


Usually the graft cloud 
are not able determine the exact 
able answer that question except 
that have not been able observe becaus 
overlying opacity the stroma 


Dr. Woons: After the slack has been taken 
and have caught the more pres 
sing cases that want corneal grafting, ca! 
you give any idea the number curren! 
cases that will suitable for corneal grafting 


Dr. answer that would make 
prophet. However, this co-operative 
cal study seven large general hospitals 
the Coast obtained 417 
records both private and 
The first operation was performed 1931 
the last operations were performed June 
1947. That period fifteen years, and 
were able obtain only 417 cases upon 
had accurate followup. These cases 
great measure were the hospital cases, 
though, you well know, most 
large centers the great bulk the 
transplant operations have been done 
time members the staff few 
who were particularly interested the 
tion. What the demand will the 
have way telling you, can 
that 
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Woops: Dr. the analysis 
that vou made figures obtained from the 
information 


from 


Owens, 


various clinics did you get any 
the relative results obtained (a) 
and (b) from the various types 


as to 
fresl 


preserved grafts 


question. This study revealed great wealth 
material, and have selected only two as- 
pects talk you about this meet- 
One them was the clarity the graft 
and the other was the visual result. plan 
publish the other data which obtained 
selection cases and complications, meth- 
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ods operations, etc. can say here briefly 
that there was essential difference statisti- 
cally the percentage clear grafts obtained 
using different sources material. The 
percentage clear grafts was the same wheth- 
the corneas were used immediately upon 
enucleation whether they 
and over seventy-two hours. 
tion cases which corneas 


from premature infants had been used and 


here again there was the same incidence 
clear grafts. none our cases 
made any preserved material the sense 


frozen corneal tissue 
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Editorial 


Something New Course Ophthalmology, but who are 
interested the subjects under discus- 


There has long been teeling 
fong been will also subscribe the Home 


members that a more tangible Study Discussion Periods. 


tween the Home Study Courses and 
the Instruction true that 
many the Home Study 
sent courses the instruction program 
and that several the manuals, pre- Approved the Committee 
pared courses, are sug- Standardization Tonometers 
reading assignments for the 
Home Study lessons —but there has 
Study registrants discuss, with 
the taculty, the questions and criticisms 


Directions for Cleaning 
Metal Tonometers 


Before using new tonometer, oil the 
the plunger with light liquid 
this oil run down the barrel cyl- 
inder part the tonometer foot. This 

attempt fill this plunger casing and the consequent 
Home Study Discussion Periods danger the plunger and casing be- 


vhich arise the course their study. 


will held the Acad- coming coated dried tear deposits, 
periods, all, are addition Before and use, wipe the 
the eve instruction courses, and foot with gauze sponge 

page 408. Tickets for each dis- moistened with aqueous solution 
period may purchased in- organic mercurial disinfectant. 
$1.50 per order clean the tonometer, re- 


hoped that Academy Fellows the plunger from the cylinder 
have not taken the Home Study the 5.5 gm. weight. Wipe 


at 
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the plunger with gauze sponge 
tened with water and then with gauze 
sponge moistened with 70-95 per cent 
alcohol. The should irrigated 
first with distilled water and then with 
70-95 per cent alcohol. After the instru- 
ment has been allowed dry, light 
liquid petrolatum (U.S.P.) should re- 
applied the plunger shaft and drop 
allowed run down the cylinder barrel 
the tonometer foot. 

there dirt the barrel causing 
the plunger stick, can removed 
with cotton applicator pipe cleaner, 
followed again the irrigation proce- 
dure wash out any lint that 
might adhere the barrel, and 
application liquid petrolatum. 

sure use only liquid petro- 
latum not ordinary liquid pet- 
rolatum. 


Diversion Club 


The members the Diversion Club 
who attended last outing beau- 
tiful French Lick Springs Hotel, French 
Lick, Indiana, voted unanimously that 
Dr. had chosen grand spot 
for vacation. The weather was ideal 
and those attendance really took their 
hair down. Each member pledged him- 
self let nothing interfere with repeat- 
ing the vacation next October. 

course Bill Warren was usually 
out front with his long drives but 
Phil McGrath was not far behind. Ken 
Day really had field day and had most 
bottled up. Our Academy Secre- 
tary, genial Bill Benedict, had his put- 
ting eyes with him and easily captured 
the prize for smallest number putts. 

Mrs. entertained the ladies 
the group her usual good taste. 

The plan leave Chicago Friday 
evening, October 15, the Monon 
Railroad and arrive French Lick Sat- 
urday morning, spend Saturday, Sun- 
day and Monday the Springs and 
leave Monday night. 
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you are not member the 
version Club join now. The entrance fee 
ten dollars for lite membership. 

Remember the 16, 
17, 18. More details later. 


Secretary-Treasurer, Diversion Club 
301 Hume Mansur Building 
Indianapolis, Indiana 


Home Study Courses Exhibit the 
Third Pan-American Congress 
Ophthalmology 


the officers the Pan-American 
Ophthalmology, and give 
opportunity learn something 
the organization, Operation and accom 
plishments the Home Study Courses, 
Course Ophthalmology the Third 
Pan-American Congress 
mology, which Havana, 
Cuba, January 4-10, 1948. 

Adequate and attractive booth space 
was provided the Congress 
main scientific hall. One part the 
hibit consisted hand-lettered cards 
showing the subject, month and faculty 
for each copies the 1946-1947 
lessons and one the best the 1946 
1947 examination papers each les 
son. The remainder the space was 
used display Portuguese translations 
the 1946-1947 lessons some explana 
tory placards written Spanish; and 
chart showing registrations 
mology since the Course was started, 
with legends Spanish. 

Copies the Home Study Courses 
information brochure, printed Span 
ish, were distributed, and copies the 
manuals were 

There was good deal interest 
gists who are especially 
educational problems, and raising the 


| 
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standards for the practice ophthal- 
mology. result the Pan-American 
deavoring work out some way util- 
ize the Academy program, some sim- 
plan, the Portuguese and Spanish 
speaking 


land, who making survey new 
ideas and technics ophthalmologic ed- 
ucation, also spent some time looking 
the exhibit and discussing the program. 


New Professional Training 
Opportunities Offered 
Army Doctors 

revised and greatly expanded pro 
fessional traming program for regular 
\rmy and Reserve Medical was 
announced recently Major General 
Bliss, Surgeon General 
the Army. line with the pro 
viding the Army the highest 
standard medical care the world, 
the program for new doctors 
the Regular Army and increasing 
number volunteer Reserve officers 
vive many more Army doctors the train 
needed meet the requirements for 
certification the American Specialty 
and further integrate civilian 
and military medicine. The 
will facilitate the classification and 
career management system already 
practice the Medical Corps whereby 

ional officers posts where they can 
major aspects the new train 
program were described the Sur 
General: 

vihan hospitals are now 
the Army. 
lose may continue their 


Regular 


with full and allowances 


from the Army and will assigned 
the Army the civilian 
which they are already resident. 
the event major emergency, 
dents will complete their training, 
all possible. Chances continuing 
training for these men will least 
good those civilian doctors 
Office will commission 
under this aspect the program 
1948, 300 1949 
dents, residents and junior 


senior 


residents. 

(2) Civihan interns are now eligible 
tor Army Corps Reserve com- 
ternship with full Army pay and allow- 


and may continue 
ances. Those commissioned 
Kegular Army completion their 
internship, and will then permitted 
compete for Army residencies 
\rmy civilian hospitals. 1948 and 
again 1949, 300 interns will 
cluded this phase the training pro- 

(3) During 1948, 500 younger doc- 
tors will commissioned and assigned 
duty Army hospitals order 
compete for 260 both 
Army and civilian hospitals. Competitive 
examinations will begin either Sep- 
tember October 1948. These 
dencies are apportioned among the vari- 


residencies 


resi- 


ous specialties according the needs 
the Army Medical Corps. Resignation 
phase the program will not accept- 
within one vear after the date 


commissioned 


(4) One hundred and fifty commis- 
sions the grades major, lieutenant 
colonel and colonel will 
1948 and another 150 1949, doctors 
who have completed their training. This 
aspect the program not limited 
those men already certified specialists, 


since outstanding officers for command 
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and staff positions are needed well 
professional men. Applicants for these 
commissions higher grades will not 
considered for residencies special 

(5) Active Reserve Service for spe- 
cific positions and limited periods will 
offered doctors who are not inter 
ested ina Regular Army career. General 
announcements for such vacancies will 
made from time time. Those who 
come into the service this manner 
will not eligible for residencies, but 
time spent practice under this aspect 
the program may receive recognition 
the specialty 

The program designed attract 
Regular Army career medical talent 
the highest One vear active 
duty distinguished from training duty 
expected for each training, 
whether the received Army 
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civilian institutions. Resignations will 
not considered until this obligation 
has been fulfilled. 

comple 
tion the requirements for 
board certification detinite aim 
the program, the Surgeon General 
phasized. 

The program has been presented 
the Council Medical and 
the American Medical 
American Medical Colleges Both bodies 
have officially recognized the value 
the program its entirety 

Information concerning any part 
quests the attention the Chief 
Army, Washington, 


HOTEL ROOMS FOR 1948 MEETING 


Through the efforts the Chicago Convention Bureau, rooms have 


been allotted the following hotels for Academy members attending the 
1948 meeting: Plaza, Eastgate, Maryland, Belmont, Allerton, Stevens, 


Harrison, Bismarck, Atlantic. 


§ 
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INDUSTRIAL OPHTHALMOLOGY 
INTRODUCTORY STATEMENT “proper” and adequate protection from glare 
ry roost valuable pieces of work 
day has long passed when ophthalmolo has taken the present types testing 
ndustrial communtty in this country, ophtha has been waite r ft type 
real consultation service plants having eve M.D 
industry the type testing Industrial Ophthalmology 


for job requirements; and endless 


ther matters that come daily 


7 hat these 
are urgent and pressing 


is evidenced 


from ophthalmologists faced with 
one several problems for 
the discussion Dr. 

ns in the minds of Academy members 

FOR LABELING 

GLASSES” 

angle the recent upheaval) 
Commettee believes that we should be 
that sun glasses. Commander Farns 
rth, research capacity with the Navy, 
rch, problems color and 
the concepts and the public have 
given facts from which can advise 
ents, and the what 


OPPORTUNITIES AND 
RESPONSIBILITIES 
OPHTHALMOLOGISTS 


Derrick M.D. 
CHICAGO, ILL. 


perts industrial ophthalmology. 
are clinical ophthalmologists, interested 
phases our specialty, and indus- 
trial ophthalmology one the great- 
est phases our work, embracing, 


does, not only clinical ophthalmology 
the firing line itself, but also innumer- 
able opportunities for studies almost 
infinite taxing entire 
knowledge physics, optics, personnel 


variety, 
management, the business side life, 
the way handling and on, 
almost through the entire range hu- 
man activity. there isn't 
ophthalmologist, wherever 


single 


Presented part the instruction course, “Indus 
trial the Fifty-Second Annual 
Session the American Academy Ophthalmology 


and Otolaryngology, October 12-17, 1947, Chicago, 
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may practice regardless the 
work does whatever his major 
minor interest may be, who will not find 
place industrial ophthalmology. 

Now, for moment let consider 
some these opportunities that are 
our hands. Take the phase you may 
have been hearing mostly about, the 
matter job analysis, which has been 
studied thoroughly, and which 
being studied, particularly Purdue 
University Dr. Tiffin and his staff. 

Having served number com- 
mittees associated with the Army and 
the Navy, know the members all 
Armed Forces committees are exceed- 
ingly interested the studies job 
may the future answer 
many our military problems, i.e., de- 
termining what soldiers shall placed 
the firing line, what soldiers shall 
placed automobile truck, whether 
necessary have proper color vi- 
sion certain fields military science 
and just what those fields are. 

Therefore, job analysis, far de- 
fense concerned, primary impor- 
tance. But see the development 
this job analysis our factories, the 
skills and safety with which the work- 
ers perform these skills, its primary 
aspect. And when find, doing 
these relatively simple visual tests, that 
certain individuals are suited for certain 
tasks, and becomes still 
tific time goes on, then will have 
achieved certainly some information 
human relationships. 

This only one the openings that 
cerned with industry. Consider the part 
that illumination plays, because while 
think pretty well settled, 
know fact that there still are major 
plants who not have the proper ad- 
vice facilities that the large plants 
have. 
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The matter color and its relation- 
ship industry another that 
the verge contirmation studies 
that have already been made. The paint 
that used machine has some in- 
worker handles that particular machine. 
The plus the paint and the 
intluence safety. The 
are used paints—for example, any 
thing that dangerous painted 
certain red, 
indicate the worker, matter how 
untrained might be, that should 
exceedingly caretul particular 
place. The retlection glare phenome 
non that may occur from improper 
lumination improper painting 
particular machine also part the 

All this has little with clin 
ical ophthalmology the ordinary sense 
which practice our offices 
Yet you can see, well-trained oph 
thalmologist should able see, that 
all your knowledge and information can 
problem study and research. 

Then, when comes the 
clinical side the opportunities for the 
here that there are still unexplored 
cilities opportunities. For example, 
the first aid treatment for eve assaults 
has not entirely been settled our com 
plete satisfaction. have made great 
advances, sure, the last few 
vears but there much that need 
know. The matter toxic gases and 
chemicals, and their influence upon 
eyes, also not completely solved and 
never will long new chemicals 
are added. And the treatment the old 
days trying neutralize acid wit! 
solution, “horse and 
know that wrong and should not 
done. Some this 
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come trom the studies during the war 

war gases and 

Others have come from men 

are doing industrial ophthalmology 

and are thinking the time they are 

doing it. young man ina plant has 

opportunity make perhaps basic 

study and contribution scien- 

right hand, and that has already been 

chemical burns. Now, much for just 

casual glimpse the opportunities, 

and have not any manner means 

exhausted the this lot 

comes the responsibilities, 

logists have not duty 

reasons for this, think, are, first, 

there shortage ophthalmologists. 

question about that, short 

age ophthalmologists well 

vell as poorly trained. Phere just are 

not enough around the 

demands for ophthalmologists, not only 

the general but all these 

other ramifications our specialty and 
particularly industrial ophthalmology. 

reason that the average 

phthalmologist, being 

with his private practice and his 

shoulders further responsibilities in 

around the plants and 
hat can done the field indus 

particularly these days when the 

resident, just out his training, 

start almost any place 

untry and, his first year, make 

than adequate income. And you 

nnot expect men attracted large 

ings private practice consider 

moment the possibilities 

positions industry would offer, 

alone the salaried positions schools 


training centers. But spite 


these rather gloomy prospects 
ophthalmologist, the number oph- 
thalmologists, and the financial rewards 
pertaining it, still think have cer- 
tain responsibilities industry 
and the worker that only the oph- 
thalmologist can fulfill. 

Until get more active ophthalmol- 
ogists, resolves upon what 
can help out industry the form 
consultations, and dare say most 
everyone this room has been one 
plant. all see injured patients 
our offices, anything from injury 
the cornea more serious injuries. 
should more than that. 
have arrangement, for example, with 
some factory some railroad the 
care eve cases, ought make 
least one effort out the 
look over things and get familiar with 
the management and with some the 
personnel and certainly with the condi 
tions with which these men work, only 
for our own benefit for nothing else. 

would nice take off day 
from busy and out the 
shops and see what going While 
management may have made every 
fort control hazards, situations may 
obvious vou which the men’s 
eves are properly pre for ex- 
ample, there may injurious dust 
ing around. The responsibilities cannot 
exaggerated just preaching you. 
The only way can get across you 
the enormous field responsibility and 
opportunity urge each you 
make the first effort investigate one 
more plants your immediate neigh- 
borhood just for the fun it. And 
think once you that, you will in- 
itiated into very exciting 

Now, then, comes down finally, due 
the shortage trained ophthalmolo- 
gists, the central problem—how are 


going render proper eve care 
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the industrial public, the worker? 
matter how one may feel about the re- 
lationship between the ophthalmologist 
and the optometrist, the fact remains 
know from personal experience 
the war) that the ophthalmologist and 
the optometrist can work together un- 
der the proper conditions. 

Now, what think are the proper 
First all, the ophthalmol- 
ogist the responsible party. 
charge the eye care for that particu- 
lar plant the Army whatever you 
wish call it. The optometrist the 
refractionist, and has nothing say 
with medical care. Some say 
there are not many optometrists who 
would willing along with that 
set-up, yet the younger men, parallel 
those encountered the Armed Serv- 
ices, are certainly amenable proper 
approach that score. With that kind 
teamwork, which almost sure 
come the future, there question 
but what adequate eye care can given 
large number people, and that 
what the situation large factories. 
You are doing what Dr. Kuhn calls 
mass refraction, and mass refraction 
itself essentially the individual care 
very large number people 
quickly and safely and accurately 
possible. 

Now the ophthalmologist not going 
that. might well face that 
point. And not, ophthalmolo- 
gists, work out proper plan co- 
operation, the optometrists will take 
over the end anyway. Management 
wants have ophthalmologists respon- 
sible for the medical care the eye 
cases, just they want the surgeon 
take care their fractured legs, but 
management clamoring for help and 
not give them least con- 
sultive help, the optometrist will work 
alone, step not safe for best for our 
relations with industry nor desired 
optometrists. 
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DISCUSSION 


Dr. Are there any questions 
want ask Dr. Vail directly 

Has there been any expression 
the part optometrists group about going 
along with plan such Dr. Vail suggested 

Dr. Not within the limits the 
United States. 

mean within the the 
United States. How the official optome- 
trists’ organizations feel the matter have 
they expressed themselves 

Dr. Well, there are some who are 
perfectly willing along and there are 
others who can see dollars and cents 
any great value them who are 
ticularly interested. The optometrists the 
better group are the ones who are our side 
this particular matter. The drug store and 
department store advertising optometrists are 
not interested co-operation and may even 
actively against the ophthalmologists getting 
into this industrial field all. they had 
their way there would not any ophthal- 
mologists plants excepting take out for- 
eign bodies and prescribe drops 
that sort. 

Optometry has not entirely cleaned its house, 
and until optometry does clean its house are 
for this difficulty. There nothing legally, 
far know, against any kind rela- 
tionship between the ophthalmologist 
optometrist excepting the rather feeble reso- 
lution that now standing the House 
Delegates the American Medical Asocia- 
tion. That resolution was adopted, may 
Section separated the relationship between the 
ophthalmologist and the optometrist 
cal one. said was unethical for the oph 
thalmologist have any relations 
with the optometrist and still stands paper 
adhered men who have persona! 
grudge against certain individual optometrists, 
but disregarded men high standing 
who either put staffs, 
schools hospitals, optometrists the 
refractions and also assist studies they 
might want make. While still unethica! 
for ophthalmologist theoretically dea! 
with the optometrist, that ruling 
stand the way what you might cal 
progress. 

Dr. KuHN: Are there any other questions 

Question: What are the results, Dr. Vail 
months ago? 
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think 
found so, too. Perhaps she 
little better than 
This 


mv own interpretation and mav not be accurate, 


Dr. 


nterpret some the answers 
has 
could explain that 
impression that the divided 


but the roughly 50-50. per cent 
the men are pertectly willing co-operate 
with ethical optometrists, and per cent are 


having such relationships with the 
tometrists. That is about as far as I can go 


you think the way the 


Question ques 


was worded has something with 


that. the question had read, “Are vou will- 
abide the work optometrist 
long it does not become medical?” | 
think lot the men would have said, “Yes.” 
wav was stated, think was taken 


their 


You have at very 
it | think that the 
and the exact wording was 
most difficult problem anybody could 

The older I get, the 
with how people can 
written 
demonstrated 


nean, you accept retractions 


without anv qualifications 


drawing 


lestionnaire 


more 
sunder 
and 
for example, 


spoken 
that 
ver again. 
what thought was 


Was over 


write, 


capacity 


vhen had gone through 
come back, didn't 

he men who had read it and corrected it and 
vere supposed the know 
the subtle thought was 


pen. The same true this type ques 


recognize it, because 
quite 
meaning wide 
nnaire. For example, the words “mass re- 
were misunderstood large num- 

recipients, thinking was shoddy work 
other words, they thought 
rather rough, crude 
thods testing, which certainly not the 
‘aning that was put into Dr. Kuhn. 
resulted remarks well answers 


probably weren't accurate. 


work. 
word “mass” 


what meant, that they 
rpreted the wording differently. 
Yes, agree with you, and the 
thing has certain amount errors 
so, the first time that know 
men have been willing put down 
and white, confidential, sure, but, 
black and white, their feelings about 
the relationship be- 
But 


thorny 
optometrist and ophthalmologist 


right about 
per cent were for and per cent were against 
that right, 


roughly 
Yes 
Dr. 
the first 


I] think it is better to err, at least 
time, the interpretation 
reached its overwhelming majority. You 
can tell that when comes the 
suppose have been the Section Meetings 
of the American Medical espe- 
when tried get the resolution re- 
ferred rescinded 


\ssociation, 


People don’t know what 
all about, begin with, and they have 
recession of that 
You get that off the 
books because there are certain diehards 


voted resolution 


time after time 


always put argument 


the first place, optometrists are 
entitled Secondly there this 
tremendous demand the part industry 


for help. The pressure almost 


overwhelming, Dr. Kuhn can 


feel better view the scarcity 
ophthalmologists, for each one who has 

contact with industry little more 
and say, “Here, will act your 
consultant and and will our 
tind one more 
tometrists along with and set 
service 

consultant that the different plants 


you 


that their consultant and 
then optometrist work our 


the need 


Naturally, are little reluctant 
about pushing our own services but indus- 
try would flirt all with us, then think 
that cor- 


were 
wouldn't 


are justified following 
Dr. Kuhn? 

Dr. KUHN: have two optometrists 
our staff and industry 
done the plant, they out and them 
the plant, industry sends them over 
the office, these boys refract them the 
otfice scheduled appointments. But always 
they are our pay roll, not industry’s. 


rect, 


wants 


the position the oph- 
thalmologist has such with 
optometrist Would the members the local 
county medical society object 

Dr. are still members ours. 


Ouestion: Have they objected 


KUHN: No. 


on it 
| 
‘ 
pres 
1 
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Dr. Doctor, worry much 
about that because until the local members 
the societies throw out the rebaters, 
worry about the optometrists. When 
they begin throw out rebaters, then will 
worry about optometrists. They might con- 
demn but that because they don’t under- 
stand it. 


are faced now with the same 
problem the Army faced the war. had 
overwhelming masses soldiers coming 
all needing refractions. The Army said, “We 
will supply every soldier who 
with two That opened the field wide. 
There were lot fellows who need 
all who got their glasses and then 
they would sell them down the corner 
for cents get couple glasses 
Then they applied for 
pairs glasses. That went 
could tell you all kinds 
practices. There was the urgency 
element and there enough oph- 
thalmologists around. Where the 
worked everybody concerned was 
when there was ophthalmologist working 
with one two optometrists, then could 
see that these men were doing good job 
refraction and would also have the chance 
make sure that the individual did not have 
some pathologic process present. The optome- 
noses disease processes. Some get 
very good and recognize abnormalities, par- 
ticularly the ones who worked with some 
the keen ophthalmologists the 
pitals overseas. worked out very well in- 
deed. The ophthalmologist was free from 
lot routine refraction work devote his 
time the other major problems, 
optometrist did his job refraction and had 
nothing say about treatment. 


May ask Dr. Kuhn are 
the ones who are asking for this man- 
agement asking for this? And, manage- 
ment asking for this, management 
compensate reasonably liberally for the ser- 
vices the ophthalmologist 


Dr. this you mean refracting 
the program? 


The program. 


Dr. KUHN: Management will pay for 
realistic job selling what are 
and what can do. That 
agement pays, they get report and 
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that report they have memorandum any 
existing pathology. the emplovee has 200 
vision, management knows why, 
whether will affect the other eve eventually 
lack understanding why they should 
pay anything for what seems them 
nothing but equipment, glasses. They 
not understand yet; lot people 
not understand, vet, that the 
safety glass field has opened 
new situation. Management must not take any 
part, being the handling, 
pensing and final 
tion eve-wear. this have 
entering wedge where can show them that 


Industry cannot pay the 
private refraction and can not expect 
them to. not quite the same worl 
tion for glasses, for patients 
who come with complaints and needing 
full eve examination. We, course, 
more than just put glasses him, and 
find trouble, everything indicated 
charges and work industrial refraction are 
different from those for private patient 


Dr. think what the Doctor meant 
whether are urging our services 
dustry whether industry urging 


Dr. Industry asking for 
dustry does not always know what ask for 
and have sure they not remain 
ignorance what facilities and what con 
sultation services consist of. that respect, 
are showing industry what ask for 
cause this new field. But industry comes 
around and says, “You are our eye consultant 


What do: 


sition entirely and they say, “Well, what 
small place, they say, “What 
expect 

Dr. KuHN: Take plant that sends the 
eve accidents you. You find man whos 
vision way down one eye and the con 
pany did not know it. Management 
realizes they have overlooked something 
factory who playfully chucked piece cand 
across the room and landed the 
eve. This man had old catara 
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but management did not know it. They said, 

missing something here. 

have been stuck with this fellow, 

wanted file claim, because have 

step try show management what 
they could have the way complete and 


ritical eve service 


Has survey industry been 
ade which shows the demand for the thing 


which are trving do? 
Yes, work with the 
National for Prevention Blindness 


ring the war reveals industrial needs and 


esires. The subject discussed the man 
ement Now that there are more 
ses that have actually nothing 
lustrial accidents, are more and more 


ous know what the status quo 


] eM pPlovec nd what and whom to 
rt 
Mav ask question? You said 
did not make complete ex: 
1 


ese cases. What legal under 
vou accept patient even 
minor thing, vou legally respon- 


ble when vou make examination 


Dk. KUHN: man comes and 
racted. has certain refractive 
lis vision comes normal and find 
pathology, gross muscle imbalances 
tients (except rare cases), not 
lds them unless there reason, 
not treat them unless they are already our 
vate patients. They come for refraction 

get safety glasses occupational 
sses, and the absence any leads 
hology trouble, stop there. there 
fundus findings, they get everything 
possibly give them, that can send 
mplete report management. found 
with glaucoma and funnel vision who 
ely came for prescription glasses. 
worked completely and our report in- 
led the recommendation that taken 
promptly. was operated and re- 


normal central acuity. 


do, definitely. For instance, 
forge shop for whom the eye 
there are several heat treatment divis- 
These were studied 
amp because we are anxious to. col- 
lata relative possible changes 


exposed intra-red radiation. That gives 
wants know what expect man who 
has been working with heat for twenty 
twenty-five vears. Our job know and our 
responsibility make sure that does 
not have any pathology, and even his 
acuity normal, still look carefully his 
lens and record our findings. When speak 
especially exhaustive. Here again use 


words 


Ouestion: would like ask Dr. Vaal, 
his Army association, the point co-opera- 
tion with the optometrist, how wide-spread 


was and what was the feeling, not isolated 


nstances but cross-section 


The field was mostly acquainted 
with, and about which speak authoritatively, 
was the European Theater. was charge 
all the eve work there and had the responsi 
for the proper eve care the soldiers 
had, can’t remember the figures now but 
make real difference, some hun 
dreds hospitals various kinds, trom 
general hospitals down the ordinary 
hospital. the general hospitals, was al- 
the established policy the European 
Theater have ophthalmic medical 
charge work and responsible for the 
eve work which came under his 
rounding area that would send soldiers for 
refractions whether was some survey 
repetition visual test the WACS. Under 
this ophthalmologist, was optometrist who 
was enlisted man, usually sergeant with 
technical rating. 


the Army the ophthalmic medical ofticer 
was charge work, and the optome- 
trist was assigned the necessary tasks 
for which theoretically trained, 
medical assistant. The arrangement was ex- 
cellent, suppose, per cent the cases. 
having faced reality, lot them swal- 
lowed their resentment not being called “eve 
doctor” and and on, and they really 
turned out very beautiful job. was 
most satisfactory arrangement, and both the 
optometrists and ophthalmologists were happy. 
They really were. 

Over this country our large centers 
had the same arrangement. \We would have 


medical officer with many 


_ 
A 
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two three four optometrists under his 
direct control. whether means 
sees every patient that the optometrist sees, 
that isn't what mean, but least the optome- 
trist was under the control the medical 
and not acting his own iso- 
lated fashion. the early days, before the 
thing got properly organized, there was com- 
plete chaos the matter relationship be- 
tween the optometrists and ophthalmologists. 
saw plenty cases where bad refractions 
were done under these conditions. And 
might say saw plenty cases where bad 
were done the medical 
who some cases was ear, nose 
and throat man and who said the Com- 
The Commanding said, 
“You are the eye man, well ear, nose 
and also saw men mostly in- 
terested nose and throat who had smat- 
ophthalmology and they were not 
ery good refractions, who were also doing 
other words, the early days 
everyone who pretended refractions was 
utilizing that capacity without direct control. 


the European Theater the optometrist had 
integral part, dignified part the whole 
arrangement and can promise you was 
very happy arrangement the vast majority 


ot cases. 


How universally was the optome- 
trist used the whole cross-section the 
Theater 

Dr. was used every time had 
enough. When could find them enlisted 
men other corps, for example, the infantry, 
would try our best get them out. This 
how much thought it. 


That still doesn’t answer the ques- 
tion. you had thousand hospitals, what 
percentage those hospitals had optometrists 

Dr. every general hospital (we 
had 400) optometrist was the staff. 
There was one many the station hos- 
pitals, especially where large areas resting 
troops were gathered. had optometrist 
and medical officer every one the 
enough soldiers around that area require 
attention. The hospital which didn’t have 
optometrist, very likely didn’t have oph- 
thalmic medical officer, either. Those 
the front didn’t have ophthalmic medical 
officer until late the game. 
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NEED FOR INFORMATIVE 
LABELING SUN GLASSES 


DEAN LT. USNR 


ADVERTISEMENTS 
dealers are becoming very sure 
their competitive efforts sun 
without reservation, can and accom 
plish the following: 

Offer protection 
are that the prod 
ucts are “full skill and that 
they can “separate sun beams, sharpen 
images and give far that 
“sun and glare bounce off 
scientifically curved that 
particular goggle suitable for “every 
activity under the another 
optically correct, scientifically construct 
goggle, designed for night driving! 
and finally, the crowning achievement, 
goggle that the amount 
visible light supplied the 
italics, course, are the 

would seem that the 
doctors and the inventors 
motion have gone into partnership! 
that none the above quotations 
taken advertisements the larg 
est, best known, optical companies 
which have the negative virtue, 
rial. 

All this hokum possible only 
cause the general ignorance 
the professional man, well 
the public, the selection and use 
sun glasses. believe can best diss 
pate the superstitions summary 
simple facts. 

Color Vision Facility, Medical Research 
oratory, United States Naval Submarine 


London, Conn. 

“The opinions or conclusions expressed in this p 
are those of the author. They are not to be « 
strued necessarily reflecting the views endo: 
ment the Navy Department.” 

Presented Greater New York Safety Coun 
March 25, 1947. 
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First, let agree what mean 
glare. Let use glare the simple 
sense “too much ex- 
cessive amount light likely 
cause eye strain ocular injury, set 
train physiologic disturbances. 
\ssociated with excessive light may 
excessive heat (infra-red) and exces- 
sive erythemic energy 

Now study the question 
protection from five angles: 

Who needs glare protection 

What kinds glare protection are 
there 

What are the requirements good 
general purpose sun 

When should sun glasses worn, 
and not worn? 

How can know the sun glasses 
buy? 


mistake assume that every- 
one should wear sun glasses. There 
extreme variability toler- 
ances light, heat, and ultraviolet. 
given individual particular circum- 
stance feels evestrain, doesn't squint, 
develop conjunctivitis, and 
irritated emotionally, there appears 
reason why she should wear 
sun glasses for glare protection. Cer- 
tain classes people are more suscept- 
than others, for instance, blue-eved 
blondes lack the protective ocular pig- 
mentation found brunettes 
are more likely subject 
omfort. 
from glare should not 
lightly anyone. Ophthalmolo- 
generally seem feel that con- 
strain the muscles and tissues 
the eyes may develop se- 
ocular disorders. 


KINDS GLARE PROTECTION 
ARE THERE? 


the best methods protec- 
against visible glare apparently 


shielding the from light 
above, below and from the sides. 
short, most glare appears 
peripheral glare. learned 
this early the war and the ball-players 
gave their baseball caps the look- 
outs. Generations ago the lobster men 
the Atlantic coast worked out the 
same method. Lobster men’s caps have 
elongated visors; they cost 
cents and are efficient. The American 
Indians the plains drilled hole 
stick through which they peered when 
searching the horizon for game. Eski- 
mos use slit goggles sunny days. 

goggle, with without clear glass, 
the same fashion. These can used for 
sailing and fishing, search and lookout 
sea, observation sightseers, for 
spectators baseball and tennis games, 
and on. Goggles such these which 
exclude all peripheral vision would 
decidedly dangerous worn driv- 
ers even pedestrians, even though 
they constitute almost ideal glare pro- 
tection. probably not safe, there- 
fore, recommend these for any pur- 
pose for fear the public will misuse 
them. The baseball lobster man’s cap 
affords good safe glare protection from 
above and should 
both men and women, 
chances are that the attempt would 
meet various kinds objections! 

Therefore, appears that must, 
many cases, rely device which 
mitigates glare reduction the in- 
tensity light rather than eliminat- 
ing peripheral light. And that device 


sun glass. 


WHAT ARE THE REQUIREMENTS 

GOOD GENERAL PURPOSE SUN GLASS? 

From standpoint, 
there are four factors 
density (per cent transmission col- 
or, absorption ultraviolet and infra- 
red, and the angle coverage. 


Live 
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Density. may concluded, the 
ence, that any density less than half 
log unit—or more than per cent 
transmission —is real 
value. This especially true for the 
Crookes, tints and and for 
and shades sun glasses. per 
cent per cent transmission glass 
for neurotics. Consider that any lens 
adds two surfaces plus abra- 
sions, optical distortion, finger marks, 
accumulated dust, and back reflections. 
Slight each these may be, when 
taken together they probably overweigh 
the slight benefits produced reduction 
brightness per cent. Consider 
tennis court the seashore full sun- 
light perhaps 10,000 foot candles. 
What substantial benefit there cut- 
ting this intensity merely 3,000 foot 
candles? That still glaring intensity 
for sensitive eyes. 

Most the military services now 
supply glasses between per cent and 
per cent transmission. Recommenda- 
tions made the Army-Navy OSRD 
Vision Committee have been per cent 
per cent transmission. fact, the 
submarine service had worked 
down per cent transmission glass 
the end the war. These were well 
liked the German lookouts and have 
received the approval individual 
officers who have tried them out. 

summary, per cent transmission 
may used for shopping 
wear, but per cent recommended 
for outdoor sports such skiing, sail- 
ing, hunting, etc. There harm 
choosing glass less than per cent 
transmission, use wearing one 
more than per cent. 


Color. can sum extensive 
research program saying 
more nearly neutral, “colorless” 
the glass, the better the color rendi- 


tion objects seen through it. The 
glass need not completely colorless, 
but strong blues and oranges 
available and some color necessary, 
select dull green for 
causes the least distortion colors. 

not believe any tale sun glasses 
which color perception, 
penetrate fog. have not vet found 
and probably tind—a “hazecut 
some one purpose. For example, trap 
shooting, filter increase 
the contrast the clay pigeons 
the the expense all color 
During the war ther 
were scores other special applications 
made filters but none these 
devices properly falls under 
sun glasses. 

Absorption and Ultra 
waves the sort you get 


Infra-red rays are simply heat 


tors, coal stoves, sunbaked sand, 


glass almost fully light 


penetrate 


from excessive heat radia 
though the true cause not 
recognized such; even when 
chief factor eye discomfort, the blan 
likely laid “too much ght 
Continued exposure drivers, coa 
guardsmen, sportsmen, and on, 
who were not habituated 
occupations. However, the benefit 
person lies simply the comfort 
eyeballs. The eyes have amazing cap 
ity for dissipating heat, but 
siologic limit often reached long 
causes eye strain. 

Most studies indicate that heat 
age occurs from the near infra-red, 
the real measure protection 
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glass not how much total heat 
cut down, but how much heat cut 
crons wavelength band. 
per cent this re- 
gion furmishes adequate specification 
for comfort and safety. quality 
that cannot measured over the coun- 
ters. must trust the manufacturers’ 
measurements and statements the 
statement 

Unhke infra-red, very 
violet (short transmitted 
surprise tind that some sun 
cur some hours after exposure 
and very often, mild nature, they 
violet. Indeed, there still some dispute 
over whether there ultra- 
harm the eyes. with visible glare, 
But are buying sun glass 

may well buy one that eliminates 
most the ultraviolet. Several the 
principal glasses the market are care- 
controlled with respect cut-off 
below 400 microns. Again, must de- 
pend the word that the 
hould complete some point be- 


ose 400 microns possible. 


pointed out that light which 
the edges the retina, 
ripheral illumination, was apparently 
ore glare-producing than that which 
therefore, obvious that piece 
glass front the eye will permit 
ripheral glare which may almost 
bad, worse, than glass all. 


counter lenses are far too small 
ford complete retinal Lenses 
must large enough cover practical- 
the entire view and upon pur- 
chase should shaped fit the 
visual field. Both the type” 
lens and the new design 
meet this requirement and 
lenses should tolerated unless there 
some type opaque shield provided 
the sides the spectacle frame. 

SUMMARY, good general purpose 
sun glass for outdoor wear should 
nearly neutral color, transmit per 
cent per cent the light, and 
transmit very little energy below 400 
microns and above microns. Broad, 
well-fitted lenses should exclude periph- 
eral light. 


SHOULD SUN GLASSES WORN, 
AND NOT WORN 

emphatic rules may given 
for the times use sun glasses: 

Sun glasses should worn ex- 
ceedingly strong light, heat, and high 
altitudes (the tropics, the mountains, 
midsummer). They should worn 
ordinary intensities people whose 
eves are hypersensitive and preferably 
advice medical consultant after 
photophobia has been deter- 
mined. 

Sun glasses should worn all 
individuals newly subjected unaccus- 
tomed intensities until tolerance ac- 
quired. thereafter discarded, the 
process must gradual. 

Sun glasses should not worn 
when the illumination level low (early 
morning, late afternoon, indoors, un- 
der artificial 

Sun glasses should never worn 
for night driving. They constitute 
hazard eliminating those 
barely noticeable cues which driver 
holds the road when facing oncoming 


headlights. 


- 
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Ordinary sun glasses cannot 
used reduce brightness contrast 
the type glare which due reflec- 
tion from highly polished 
special purpose material 
which will reduce reflected glare under 
certain circumstances. does re- 
duce the brightness contrast ratio found 
the headlight situation. 


HOW CAN KNOW THE SUN GLASSES 
BUY? 

The answer is, The 
selection sun glass still gamble 
whether purchased from doctor, op- 
tometrist, cigar-store clerk. may 
assume that the products the better 
companies are good from the optical 
standpoint, but there accompany- 
ing information which will enable any- 
one select the right sun glass for his 
purposes. must select inspection, 
assumption—and lot faith! 

Before can prescribe intelligently, 
sun glasses must clearly labeled for: 
Per cent transmission light. 
Per cent absorption near infra- 

red. 


w 


Point total absorption 
violet. 
Neutrality color per cent 
purity. 


may objected that this informa- 
tion present meaningless doctor 
and patient alike. The reply that 
will grand opportunity for the 
copywriters garnish their ads with 
something besides spinach. know 
that the public wants factual informa- 
tion; certain that people and their 
doctors would respond buying sun 
glasses from the manufacturer who 
fully labels his sun glasses and produces 
informative, educational series 
advertisements. would protection 
both the public and the reputable 
manufacturer definite 
could set some disinterested as- 
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sociation with the authority 
sources certify sun glasses which met 
the qualifications. 


short, let and Educate.” 


VISUAL TESTING TECHNICS 


Henry 
WASHINGTON, 


screening devices that hope show 
you. this afternoon has been gathered 
from number sources and would 
like make acknowledgment those 
sources the very beginning. 

the first place, each the four 
manufacturers vision screening de- 
vices have furnished with informa- 
tion, data, reports and on, and three 
them have kindly consented dem- 
onstrate the instruments brietly after 
the meeting. The manufacturers are the 
Keystone View Company, the American 
Optical Company, the Welch Allyn 
Company and the Bausch and Lomb 
Optical Company. 

The second source 
from the Massachusetts State Depart- 
ment Health. project was set 
there number years ago the 
vision Child Hygiene under Dr. Diez, 
medical doctor, with Lura Oak, 
the head the project, and Dr. Albert 
Sloan, the ophthalmologist 
with the help and guidance Dr. Wal- 
ter Lancaster. shall comment from 
their report. 

study the Ortho-Rater was 
the School Aviation Medicine and 
Research, Naval Air Training Bases, 
Pensacola. shall quote from some 
that. Also, the Naval Medical Re- 
Submarine Base New London, 
great deal visual research has been 
Fresented part the instruction course, 
trial Ophthalmology,” the Fifty-Second Annu 


Session the American Academy Ophthalmolog 
and Otolaryngology, October 12-17, 1947, Chicago, 
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going under the direction Captain 
now the Director the Medical Sci- 
ences Division Office Naval Re- 
search. 

Under the sponsorship the Army- 
Navy-N.R.C. Vision 
the Adjutant General the 
Army conducted vision 
testing program Ft. Dix, New Jersey. 
shall give some information from 
that report. 

Twenty years ago vi- 
sion testing industry was almost non- 
existent. There were certain number 
referrals the offices practition- 
ers. The acute cases were sent in. Once 
while would find man who 
would take the time and trouble 
out the factory and see could 
some help. The nurses occasional 
industries, some cases, 
operate with the practitioner. 
scattered industries maintained eye 
clinic which least the medical care 
was immediately available and 
gave eve care such regular glasses 
protective goggles. 

Prior the war, and stimulated 
preparations for defense, vision testing 
industry was given quite spurt and 
has now become large-scale operation 
vhich equal importance labor 
ind management. the man the 
the question job satisfaction, the 

uestion increased earning power, 
and advancement his craft 
mean great deal. These three things 
are important the manufacturer 
Operating costs, less spoilage and, 
general, more efficient operations. 

There are four visual screening de- 

ces that going take this 

hat historical basis, shall start 
ith the Telebinocular. 

Dr. Emmet Betts, 1933, was inter- 

ted the vision school children. 


developed what was known then 
the so-called “DB Series.” These 
tests, presented simple hand stereo- 
scope, were quite widely used and rec- 
ommended for schools, general testing 
information, and especially 
lems reading and learning read. 

was about that time that there was 
quite increase the amount work 
done psychologists schools and col- 
leges along the general problem read- 
ing. 

1939, Oak and Sloan Massachu- 
made the Ameri- 
sults study which they 
ducted. They had examined two groups 
100 children each. The first group 
visual difficulties who were actual- 
ond group children was 
group selected random. Both these 
groups were approximately the age 
were given twice three trained ex- 
aminers different schools. Dr. Sloan, 
the ophthalmologist, examined all 200 
these children independently without 
any knowledge the results the 
screening tests. Dr. Sloan 
his own consistency making refrac- 
tions test-retest his own eye ex- 
amination small sample children. 

also made test-retest cyclo- 
plegic examination. The results these 
two preliminary tests showed that Dr. 
Sloan was very consistent refractor 
and that also the failure use cyclo- 
plegic examination didn’t make any dif- 
ference with the exception case 
and that resulted only slight change 
the recommendation. 

The results this report, which are 
the literature, show that the Betts 
tests referred many children who didn’t 
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need eye care and missed many who 
did even when the Betts data were re- 
examined expert. 

course, that was The 
Telebinocular staff have been working 
that problem ever since and they tell 
that they have some new and better 
cards now. 

The Telebinocular has been used 
industry Kuhn and others. care- 
ful and judicious selection targets, 
strict supervision testing, and intel- 
ligent professional interpretation the 
results, this instrument has been useful 
spite its limitations. 

new model, with lenses corrected 
for color and spherical aberration and 
new test slides, now available. How- 
ever, date data are available the 
reliability validity this instrument. 

Around 1940, co-operative effort 
psychologic, medical 
staffs perfected the Ortho-Rater. The 
goal, however, was not predict clin- 
ical ophthalmologic data, but predict 
performance the job. Its primary 
purpose, therefore, was aid the 
selection and placement personnel 
industry. 

was going describe the instru- 
ment this point but will leave that 
Mr. Reed, who going demon- 
strate the instrument you. 

four years intensive develop- 
mental work, carefully controlled pro- 
gram industrial application was be- 
gun. The first step each industrial 
plant was establish criterion per- 
formance the job. This required 
psychologic and statistical approach 
the determination production rates, 
spoilage, earnings, ratings supervis- 
ors, and forth. Then the visual tests 
were administered, and the results com- 
pared with the criterion. 
which differentiated the superior work- 
ers from the others were chosen key 
tests for selection and placement pur- 


poses. 
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Considerable data have been collected 
since 1944 the new approach the 
problem vision industry. The re- 
studies are available now for use pre- 
dicting successful operation 
jobs. These reports are available the 
literature. 

During the war, 
needed large numbers, the Ortho 
Rater solved the problem selecting 
men for such training. five six 
minutes per subject was possible 
eliminate the visually inefficient and 
predict with high degree accuracy 
the scores actual ranges taken 
aerial targets under actual operational 
conditions made these men the end 
four months’ training course. With 
staff enlisted hospital corpsmen 
and petty officers, supervised op- 
tometrist commissioned the Medical 
Corps the Navy, was possible 
test 2,000 men per month each 
two centers. From 
these large groups, whose scores were 
recorded the naval classification jack- 
ets, men per month were selected 
for training Ft. Lauderdale Range- 
finder and Radar School. Those 
fied but not sent school for training 
were picked aboard ship for training 
sea. 

spite the emphasis industrial 
classification and placement, the Ortho- 
Rater does very good job predicting 
clinical ophthalmologic data and does 
consistently. 

number test-retest studies with 
industrial, college and military popula- 
tions have shown that the various Or- 
tho-Rater tests are sometimes more re- 
liable than the corresponding clinical 
tests. For visual acuity distance and 
lateral phoria near, however, the 
clinical tests are more reliable. The co- 
efficients range from .62 


q 
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tor the various Ortho-Rater tests.* 
tion; correlation very, very 
good. correlation will predict 
per cent better than chance. There- 
fore these are very sat- 
range. 

The agreement between the Ortho- 
and clinical methods measuring 
visual acuity satisfactory, the 
cients ranging from .83 That 
the relationship between clinical mea- 
sure acuity and the Ortho-Rater mea- 
surement acuity very good. the 
not close, the coefficients 
correlation being .70 for distant vi- 
sion and .77 for near vision. For vertical 
phoria, the agreement .50 for both 
distant and near vision. The consistency 
with which both the Ortho-Rater and 
clinical tests measure vertical phoria 
significantly lower than that for lateral 
phoria. 

The reliability for the 
visual acuity are .93, 
and .90, both right and left eves re- 
spectively, for the and are 
and .97, both right and left 
respectively, for the method. 
Pearsonian coefficients correla- 

ion between the Ortho-Rater and clin- 

tests acuity are .90, .83 and 
right and left eyes respectively. 


The test stereopsis the Ortho- 


Rater fairly reliable and 
with the less reliable .62) 
loward-Dolman test depth percep- 
ion the extent .60. 


The test color perception contains 
nly six items and most subjects are 
discriminate four these. 

course, you all know, when 
dealing with heterophoria are 
aling with variable thing itself. 


fer to: Comparison of the Ortho-Rater with 

inical. Ophthalmic Examinations, Re- 

irch Project No. X-499, School of Aviation 

Naval Air Training Bases, 
Florida, March, 1946. 
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With measurement vertical phoria, 
where the range very small, the situa- 
tion even more difficult. 

the matter depth perception 
very difficult set criterion. 
There are eight ten different tests 
depth perception and none them 
correlate highly with each other. Most 
them correlate with each other the 
order .6. Now that means that 
the relationship between the tests 
better than chance, but not great deal 
better. also indicates that each 
the various tests depth perception 
measuring some other factors than just 
stereopsis. 

Various industries which have used 
this system visual screening for job 
placement report increases 
tion, ethciency and employee earnings 
The corollary use the instrument 
detecting visual defects has resulted 
increased efficiency and 
ina reduction when proper 
glasses corrective procedure are fur- 
nished. impartial comparison the 
the 
Telebinocular shows that the first two 
are approximately equal 
and validity, with slight preference 
for the Ortho-Rater, and that both tests 
are better both and validity 
than the Telebinocular.* 

You are reminded that this evalua- 
tion was done about two years ago with 
earlier model the Telebinocular. 
The data the new instrument are not 
available because that study just now 


under way. 

The Sight-Screener was developed 
about 1945-46 the American Optical 
Company select those individuals 
need professional eye care. 
similar the Telebinocular and Ortho- 
Rater that has series distant 


to: Visual Acuity Measurements with Three 
Commercial Screening Devices, Research 
Project No. Naval Medical 
Research Laboratories, Submarine Base, New 


London, Connecticut, February 1946, 
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and near tests vertical 
phoria, acuity, depth and color. 

The new vectographic 
used separating the aspects the 
targets perceived each eye. 
Fixed polaroid filters before the eyes 
the subject have their axes polariza- 
tion right angles and screen out op- 
posing targets. For testing 
sion, compensating lenses are inserted 
automatically before the subject’s 
This instrument will demonstrated 
representative the American Opti- 
cal Company. 

Some evidence concerning 
bility and validity this device avail- 
able. impartial test-retest study 
three vision screening devices, men- 
tioned previously, shows that 
liability and validity 
Screener are comparable the Ortho- 
Rater and are better than those the 
Telebinocular. The coefficients 
liability are .70 for binocular acuity far 
and near: .84 for far and .77 for near 
monocular acuity; .61 for far and .55 
for near vertical phoria; .80 for far and 
for near lateral phoria. Again they 
are about the same range the 
and the same range 
the clinical test for vertical phoria. The 
agreement with clinical tests fair for 
acuity and low for phoria. 

comparison the Sight-Screen- 
with clinical tests, the coefficients are 
for far and .64 for near binocular 
acuity. For monocular vision the co- 
efficients are .74 and .71. The rest the 
coefficients are .28 for far and .34 for 
near vertical phoria; and .37 for far 
and .54 for near lateral phoria. The lat- 
ter are unsatisfactory coefficients. 

data are available for the test 
depth perception because the time 
this study the depth test was not in- 
cluded. 

From the manufacturer you can get 
some evidence showing greater ten- 


dency for defective visual functions 
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among accident repeaters than among 
controlled groups for type, age and sex 
distribution although have 
hand the number subjects involved 
these reports. 

The Sight-Screener tests are admin- 
istered nontechnical personnel but 
the analysis the results made 
professional eye men. The methods 
referring subjects for professional eye 
examination and eye care depend upon 
the policy facilities the industrial 
plant subscribing the service. 

have been promised Massachu- 
setts Vision Test for demonstration this 
construction and operation that think 
you can get from these pictures. 

tioned before, Oak and Sloan the 
Betts Visual Perception Tests, 
tempt was made develop simple, 
school teachers and nurses could learn 
use quickly and efficiently the 
amination school children from 
relative the need professional 
eve examination. 

The acuity and phoria charts wer 
printed single screen. The chart 
for distant vision about the size 
Perhaps will help sketch 


smaller home 
window, and hole the window 
hind which small light placed. This 
used the phoria test. And then 
low this, there are two illiterate 
charts having both 20/30 and 20/20 lev 
els. different chart used then 
each eye. 

giving the Massachusetts Vision 
Test, beginning with the acuity charts 
the child can read the 20/20 line, 
passes immediately for that eve. Then 
tries with the other eve. reads 
20/20, passes the vision test. How 
allowed try the 20/30 level. then 
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passes, and, not, fails the test. The 


each 


with 


eye, 
test designed that the 
child can stopped soon fails 
one test. This done for speed and ef- 
ficiency 

The next step place before the 
child’s eyes pair plus 1.50 spheres. 
The child again allowed try the 
20/20 chart. reads the 20/20 line 
immediately fails the test and re- 
for examination. fails the 
lowed try the 20/30, also. However, 
reads the 20/30 with the glasses, 
not referred. had been planned 
originally mark this case being 

the phoria test Maddox rod 
placed before the left eve one case 
with the axis vertical and the other 
ase with the axis horizontal. The size 
the such that the outside 
dimensions represent approximately 


house is 


prism diopters exophoria and 
the child looks through the Mad- 
dox rod, the axis which 
zontal, sees vertical line light. 
asked tell where the line passed 
through the house. cannot tell 
allowed point out where crossed 
the chart. the line falls outside the 
house, immediately fails. falls 
invwhere inside the limits the house, 
passes. The limits for this test were 
Dr. 
study school children. 


Sloan the basis his 
When the axis the Maddox rod 
ertical the child sees horizontal line. 
the line passes anywhere through the 
utside the window, fails. This 
test for vertical phoria. 

the previous study mentioned the 
reening school children and stated 
hat the Betts Test referred per cent 
eye examination. This test also 
ferred too many children. indicated 


that per cent the children exam- 
ined needed professional eye care. Dr. 
Sloan’s own examination 
There- 
fore, even with the most simple and 
carefully constructed test you are still 
going refer some children who 


per cent care. 


need eve care. 

Referring once more the test 
the stereoscope used, had 
slightly different problem the Army 
started that much 
earlier. used modification the 
Vision Test, 
there illuminator and chart 
with letter E’s different 
sizes the chart. screen operated 


hecause got 
Massachusetts 
series 


electric motor exposes one line 
time. The phoria chart consists 
simple prism with light the 
center. used the same arrangement 
putting Maddox rod zylonite 
frame over one eye before making the 
test. You might interested 
chart itself. 

the top there were five 20/40 E’s 
facing different directions. Below 
that there were five 20/30 E’s. Below 
that were twenty-five 20/20 E’s ar- 
ranged five row. One row was ex- 
posed time while the subject with 
his left eve covered, attempted tell 
the direction which the E’s pointed. 
Then with his right covered at- 
tempted more 20/20 arranged dif- 
ferently. was required get out 
number letters were used because 
the number items any given test 
are increased the reliability that test 
increased. was necessary sure 
that each man who was take the 
stereoscopic test had 20/20 vision. 

For heterophoria the limits were 
prism diopters esophoria, prism 
diopters exophoria and prism diop- 
ters either right left hyperphoria. 
the rate six minutes per subject, 
enlisted men and commissioned op- 
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tometrist were able test 2,000 men 
per Out these, were se- 
lected each three anti-aircraft 
replacement training centers 
out every men who qualified 
sent the school tor this course 
and the other were trained the 
graduates the school the This 
selection test was validated against 
actual ranges aerial targets the 
end the course. 

The Massachusetts acuity 
checked against the Ortho-Rater and 
the agreement about per 
cent. other words, 20/20 
was taken pass-fail, about per cent 
the subjects passed and only 
per cent passed one test the other 
but not both. 

would like tell you little bit 
about the results the study made 
the Adjutant General’s office, which 
the psychologic office the Army. They 
took the data collected the Medical 
Research Laboratory New London 
vision screening devices and made 
further statistical analysis them. 
not going bore you with lot sta- 
tistics but just want point out few 
simple facts. 

For example, the Snellen acuity 
chart versus the Telebinocular chart, 
was found that one the factors com- 
mon both was called retinal resolu- 
tion. The Snellen chart showed that 
per cent the variability the scores 
the test could attributed resolu- 
tion, whereas the Telebinocular only 
per cent could attributed reso- 
lution. Form perception contributed 
per cent the Snellen test but only 
per cent the Telebinocular. other 
words, here the Telebinocular was bet- 
ter than the Snellen chart. There was 
error factor the Snellen charts 
per cent but the Telebinocular 
there was error per cent. Just 
what that error was they have not been 
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able tind out. They are still working 

There was also resistance 
the Telebinocular, probably due the 
ditterence light and dark areas the 
two sides the target which made 
difficult for some the 
take the test. 

similar example the New London 
letter chart versus the 
Retinal resolution the letter chart 
was per cent and the Ortho-Rater 
was per cent. That happens 
near test and accommodation was found 
per cent and per cent the Ortho 
Rater. The form perception was spe 
cific the New London letter chart and 
did not the Ortho-Rater 
cause the Ortho-Rater target check 
erboard target and doesn’t have form 
perception it. There error fac 
tor per cent the New London 
chart and per cent the Telebinocu 
lar. 

not giving you all the factors 
which were reported, but thought 
some them might some interest 
you for comparative purposes. 
might try the Telebinocular versus the 
Sight-Screener. 

Incidentally, this factor 
going very helpful all the man 
ufacturers because will show them 
where the limitations occur 
them improving the slides. 

might give you some the reliabil 
ity coefficients. This slight repetition 
but will emphasize the point. The 
liability the Snellen chart .67 
for near vision. The Telebinocular 
liability for near vision .65. The 
efficient reliability the New Lon 
don near acuity chart .63 The 
Ortho-Rater near acuity chart 
slightly more consistent. 


The Telebinocular depth 
.79, Sight-Screener near depth 
and the Ortho-Rater .72 .75. 
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That gives vou the order 
and, you can see, 
the various instruments are con 
sistent and compare very well with the 
consistency clinical test. 

the acuity tests, find that ret- 
inal resolution, would expect 
acuity test, accounts for most the 
variation all the tests. For ex- 
ample, with the Snellen chart, 
cent; the Ortho-Rater, per and 
the New London chart, per cent. 
However, ask what other factors 
are these charts, find that there 
the for far vision and 
that the Snellen chart New Lon- 
don chart both are complicated 
form tactor which not 
the chart. the other 
hand, there slight resistance 
which not present the distance tar 
gets, probably because the fact that 
slightly different targets are presented 
the two eyes the instrument. 
vou will see later when you are testing 
vision with the Ortho-Rater, have 
Suppose one testing the 
one these patterns the right eve 
has checkerboard whereas all 
these patterns the left eve are neutral 
gray. The fact that one these 
slightly different one eye than the 
other results interference 
factor. However, there some evidence 
indicate that that probably some- 
thing want test for, particularly 
when the vision goes way down one 


you occlude the other eve the vi- 


sion goes way up, which clue sup- 

lateral phoria, not all the 
tion scores obtained through these 
per cent the variation obtained 
hese instruments due lateral 


other words, any phoria 
test there are other factors operating, 
course, you know, clinically, that 
these other factors 
phoria measurement. 

The same applies the measure- 
ments vertical phoria. other words, 
even though you are giving supposedly 
test vertical phoria, any test that 
may use accounts for only one-half 
three-fourths the ver 
tical phoria scores. 

ting rather boring and would like 
throw the meeting open discussion 
and invite specific questions relative 
any these tests. the end the dis- 
cussion period, would like each the 
exhibitors here take about five min 
utes show the instrument, explain 
how works and how different 
from the other instruments. 


DISCUSSION 

would like ask vou ques- 
start the ball rolling, Doctor. How ac- 
curate are doctors making routine individual 
clintcal mean, how can evaluate 
ourselves? We know that ten doctors using 
the Snellen chart can take one patient and 
vet ten different results 

vary great deal and the 
only way one can tell about his own variability 
have the patient come back about the same 
time day week later and 
the same physical condition, and then take the 
findings all over again without referring 
the first findings. 

Dr. How many times have 
that? 

Dr. Imus: vou did minimum of, 
say, people—of course, would much 
better vou did 100. 

Dr. How many times each per- 
son 

Dr. test and retest 

Dr. Twice. 

Dr. Imus: Then can get index 
how consistent you are doing refraction 
Dr. likes tell the story what 
did during the First World War. got 
seven ophthalmologists refract the same peo- 
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ple and was one the seven. said, “Of 
course, there were all sorts variations but 
there was only one refraction that was right 
and that was refraction.” 

Dr. Once vou have done the two 
tests minimum 25, then how you 
take your results set your percentage 
correlation 

Dr. You should get statistician 
help you. What you do, actually, com- 
pare your scores, for example, the phoria 
test, and retest. You may compute 
correlation standard statistical methods. 
will not take time explain correlation, but 
you find out whether the test and retest you 
get similar scores. Now you plotted your 
scores tabulation and you found that the 
high scores scattered close together and the 
low scores scattered close together, then you 
would have good correlation. However, 
there were many deviations for example, exo- 
phoria the test and esophoria the retest, 
then the finding would not consistent. 
course, there are occasional cases where that 
may happen. One has look the record 
these particular cases and find out whether 
there was some idiosyncrasy the subject 
tested that explained that deviation whether 
there was error measurement. This hap- 
pened the Army when were testing vi- 
sion. used the Shuron Interpupilometer 
for measuring interpupillary distance. The 
scale increased opposite directions before 
each eye. The men examiners would read both 
scales the same direction and make error 
five millimeters the interpupillary dis- 
tance. You must guard against instrumental 
and recording errors. 

Another way testing for consistency 
find the percentage agreement the cases. 
other words, find the average error between 
first refraction and your second refrac- 
tion. you record the spherical element 
the test and the retest, then take the difference. 
Find the average difference between test and 
retest. But you want make statistical 
analysis you should have help from someone 
who knows simple statistics. 

you talking about 

Dr. You can determine your relia- 
bility measuring refraction with 
plegic and again without it. 

Which the testing methods 
most discriminating 

Dr. Which the four screening de- 
Then will have ask you which 
test, and then back the figures, because 
practically all them have vertical phoria and 
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lateral phoria, acuity, right and 
phoria far and near and lateral phoria tar and 
There will variations from test 


near. 
test all these instruments. 

say that for the most part all 


ments are fairly comparable. 

Now know about the new Telebi 
nocular instrument cards. know that 
the old one did not compare favorably with 
the Ortho-Rater and the 
must tell you, also, that the clinical tests vary 
their measurement. They vary more the 
phorias than they the acuity 
acuity measured clinically very consistent, 


Distance 


the correlation coefficients ranging 
.97. The machine reliability are 
between .80 

discriminating, which breaks down into 
points value. 

Dr. Imus: That depends upon the scale that 
used. Now the Ortho-Rater has finer 
scale for acuity. The steps are the 20/40, 
20/37, 20/33, 20/27, 20/24, 20/20, 20/17, 
20/15, 20/13 and 20/10. think the Sight 
am not sure 

Ouestion: 70, 50, 40, 30, 20, and 

Dr. Imus: The Telebinocular and Ortho 
Rater are little closer together, 
the lower end. The jumps the Sight- 
Screener and the Telebinocular are 
wider the upper levels. 

How does the time 
Dr. Imus: There again depends upon the 
subject you have, how quickly 
stand the directions. For the most part runs 
from three seven minutes for average 
man. you get man who has poor acuity 
and hard for him understand what you 
mean depth perception, may take ten 
minutes. For routine testing used count 
six minutes for the Ortho-Rater. The 
Sight-Screener takes about the same time. 
have not used the Telebinocular but believe 

Ouestion: You can give the Massachusetts 
Test about the same time less than the 
screening test, but would require more high- 
trained personnel 

Dr. Imus: requires less highly trained 
personnel. was developed and intended for 
school children and designed 
teachers could give the test. Numerical data 
are not obtained, only pass fail. For ex- 
ample, child reads 20/20 with each eye 
with plus .50 spheres, fails once. 
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The average time would proba- 
about three minutes 

folders of the 
fairly expensive in- 
model that came out, 
also designed 


have some 
Test here It 
strument. The 
think, was much cheaper. 
way that you can purchase the parts 
for approximately $15.00 and make the kit 
the manual training department the school. 


Massachusetts 
now 
first 


Dr. Dr. Imus, isn’t important, 
when any the record sheets used with test- 
ing instruments are taken ophthalmologists, 
that they not translate the scores into the 
data they when they examine patient, 
usual office One the stumb- 
ling blocks has been that brings 

technical chart in, the results it, and 
the ophthalmologist does not get exact clini- 
cal parallel and then jumps the conclusion 
Actually they 
set dif- 


the results should be identical 


serve purposes and are 


that not correct 
In the 
you build, vou will not get pertect correla- 
You know 


first place, matter what instrument 


Just take phoria, tor example 
vourself that the phoria 
probably vary several prism diopters fifteen 
ninutes hour. vou get report 
these tests phoria, you 
that that phoria test were used 
reason for referral, merely 
for reterral and not a 
all, you 


results, you will 


the need 
ary measure phoria. 
interpret 
all the other measures 


mung your 
Im the 

You always evaluate 

relative the amount hyperopia present 
You are particularly about the person 
who has exophoria because you know that 
you put plus lenses him you are apt 
cause him more dithculty. Therefore you al- 
interpret your findings view all 
One the things that 


from 


he facts in the case 


e screening devices have suffered 
fact that most professional eve men expect 

correspondence between the data ob- 
tained with the instrument and their own 

Ouestion: would lke ask you Dr. 
regard the practical application 


have run across any 


the instrument you 
error when man tested his actual 


erformance the job? 

Are you apt make big mis- 
not the basis these screening 
You are always going make 


nistakes. depends upon whether you 


are selecting man for placement whether 
you are testing man for job which 
for period vears that can 


strated 
the job well, even though your testing de- 
quite pass, you have give considerable weight 
his past performance that job. 
Ouestion: That point would like 
impress, that you can grossly wrong with 
the instrument and have man his job well. 
Dr. Imus: Yes, that’s probably true, 
limited extent. For example consider the pre- 
rangefinder. know man can fail the 
stereoscopic test yet result four 
training excellent stereoscopic rangefind- 
operator. the validation program men 
were sent school who had poor, average 
excellent stereoscopic vision. Perfect corres- 
pondence that prediction was not obtained 
However, there was certain limit. That is, 
the probability the man who unable 
perform the instrument had poor 


Was 


score, becoming good range- 
finder operator was much less than that 
man who could pass easily 

Question: You picked good case, one that 
you peg down, but will take 
person and put him industry and have him 
running crane and fails 
depth find 


has been running the crane with one eve 


overhead 
for twenty vears without accident. 


Stereoscopic vision not the 
whole story depth perception because there 
other 


atmosphere, and 


are number factors. There are 


parallax, relative 
size. 


has stereoscopic vision can learn the 


covering, 
man who has monocular vision and 


job utilizing these other cues depth per- 
ception 

think proprioceptive sense comes 
there, too, accommodation 


Accommodation and convergence 
are not very important that distance. Ac- 
commodation can one the cues depth, 
say, the arm’s reach but not for crane 
operation 

saturation come in 


under any one those four headings? 
Yes, although didn’t think 
have much color 


Dr. 
it. With 


contrast. 


cranes you 


would like ask you this 
take man off with poor batting average 
and put man with fine batting average 


and the man with the fine batting average 
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well the man with the poor 
average —is that possible? 

Dr. Imus: made pretty exhaustive 
study college students and tried find out 
there were any visual factors which could 
explain their inability well college and 
weren't able demonstrate that the visual 
was very important. Motivation, ad- 
justment, job satisfaction and all the other 
variables which affect performance the job 
must considered. The first step estab- 
lish criterion the performance. the 
test can predict the criterion the better than 
chance frequency, for example select per 
cent the superior workers, then, 
average, over long period time, for 
large number workers, you are going 
obtain greater job satisfaction, greater produc- 
tivity, less overhead and less spoilage. Select 
given department, establish criterion and 
run your test. the test predicts your cri- 
terion then you are justified using it. 
doesn’t you can forget about it. 


all these industrial problems you must 
realistic and practical about the setup. You 
run the test. the test works—fine. 
work, there are other factors that 
may account for the failure. You are always 
going find errors. You are always going 
men with excellent stereoscopic vision who 
may bored death the particular job 
they are on. They good performers 
and stereoscopic test will not predict that 
they will good performers, even though they 
have the potentialities. 


Ouestion: And one has have pretty pa- 
tient foreman observer. 

Dr. Imus: use criterion your 
rating, then you have fairly 
careful. The foremen are quite human and 
subject considerable error judgment. 
possible, get the ratings several supervisors 
check the foreman’s ratings against pro- 
duction some other more objective criterion. 
will ask you the other way 
case. cited 
You confi- 


around. The Doctor cited 
case. Let’s take 100 cases. 
dent very valuable tool. 


feel 


able for labor. valuable for management. 
But vou have collect the evidence. You have 
to prove your case. 


Anything over constitutes 
argument, doesn’t 
Dr. 
machine points out the men 
better than figure that you gave, which 


You are referring coefficient 
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argument for the use some machine 


other, it? 


relation coetticients the question. correla- 
per cent better than chance, even 
cent better than chance would help. 
per cent the test may not 
be worth the trouble. We all like to get co 
efficients better than 0.60. would like 
get per cent per cent than 
for predictions 


get below 


hetter 


Ouestion: You cite one particular instance 


here which classify men 
jobs and, granted that perhaps the manu 
facture radio tubes something where 


there tremendous amount 
pended towards looking something close, 
think the machine would helpful, but you 
recommend such test for city bus drivers 


enere ex 


Dr. said one the first things you 
said that the very first thing 


other words, there 


should have 
a job 
logical 
rational explanation why the man should 
have better than average vision the par- 
ticular You can get that own 
study the job, talking with the foreman, 
observing the plant, with 
management, and talking with the workers 
themselves. How well they have 

Ouestion: what 
jobs vou recommend this For 


analysis 


talking 


would hke know for 


instance, our city they decided this 
the city bus drivers and the great percent 
age them failed pass it, vet found 
those men had very excellent record 
Now think that particular thing should 
have been done. 

Dr. one two things, 
the job didn’t require else the standards 
were set too high. 

Ouestion: Apparently one the men from 
one the companies did because have 
machine. there chance for error 
The thing trying point out is, think 
they were trying sell something where there 
wasn't call for it. 

there very much that? 

Dr. No, because they too 
that they will destroy their own program 
They are only going recommend that you 


You are casual observer 


these tests where there valid reason 


Have they carried very 
testing bus drivers throughout 


programs 
the country 
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Dr. Imus: Yes, there have been quite num- 
ber. have made pretty thorough studies 
bus drivers and truck drivers. The public 
health service conducted study number 
vears ago. They went out the field way 
stations, collared the bus drivers the middle 
their tour, gave them all sorts physiologic 
tests, blood tests, and everything 
else. were trying find out whether 
not the bus drivers were fatigued. think 
they found there were many other factors that 
were important. aviation, which 
particularly interested, there are many other 
factors that make good aviator 
factory vision only limiting factor. you 
too far below any one factor, then you 
into the realm hazard. For example, 
refer depth perception again. used the 
stereopter test depth perception 
250 naval aviators who had returned from 

mbat duty. found per cent able 
pass two meters, something like per cent 

issed one meter and per cent passed 
ne-half and per cent failed altogether. This 
that for naval aviators only aver- 
amount stereoscopic vision necessary. 
men had given outstanding evidence 
they were good naval aviators, their 
tereoscopic imperfect For the past 
vears have thought that aviators 
ould have perfect stereoscopic vision. 


that bus driver question, one 
uld have avoid setting the standards too 
there are psychologic factors that en- 
into the picture. You may find that 
driver has been driving for twenty years 
has never had accident. Also you 
know how many bus drivers started with 
vision and were killed off perhaps 
off somebody else and were ruled out 
the picture. You have those left who 
that, but vou know who did. But 
are selecting new bus drivers would 
ter pick out those with good vision. 


the fittest industry. Foremen have the 
percentage defects all the categories. 
have gone through everything, every de- 
ment, every stage the thing. Those who 
not make the grade have dropped out, but 
stry much better off setting visual 

lards for applicant for that job and 

using the trial and error This 

nates the predicted failures. 


estion: you recommend that men 
tting the minimum standard taken off 
The reason most men were turned 
was that only had one they 


had poor vision. Should they 
the job not? 

Dr. KUHN: Because they have only one eve 
and have 20/20 vision that must 
remember are setting visual standards 
for job. This does not mean that everybody 
who already the job not meeting these 
standards must taken off. There may 
other things that have made for it. 


Dr. The fine thing about the human 
organism that very adaptable. learn 
compensate for our deficiencies, sensory and 
psychologic. didn’t compensate would 
pretty unhappy. think any man who has 
driven truck for twenty years with one eye 
has learned turn his head leu the 
usage his other eve. And has demon- 
strated his ability that for number 
vears, see point throwing him out 
the job for that account. 

Dr. little different the case 
bus driver. has public responsibility. 
The first time has accident, the defect 
demonstrated and bad situation arises. 

Ouestion: think this got into the court, 
that the company had been hiring one-eyed 
drivers, the opposition could prove negligence. 

Dr. KuHN: Yes they had known one- 
driver, could prove negligence. 

The answer whether not 
testing, believe lies the test itself. 
representative sample were tested and one 
more the tests had high correlation 
safety efficiency production, then the test 
should used for people placed the job. 
there are correlations, then has 
value. 

You remember the Cleveland 
Street Railway studies accident-prone mo- 
tormen covering about 200 men who were hav- 
ing twice many accidents the normal 
group, and they assigned causes for the ac- 
cident proneness, only per cent were charge- 
able to defective vision. The highest was 34 
per cent due faulty attitude. Now they have 
taken steps correct the faulty attitude, the 
faulty vision and all the other things they 
found and were able rehabilitate over three- 
quarters the motormen. Those who had 
their vision corrected became perfectly normal 
operators. They had only lay off 
being uncorrectable, whatever that might 
for, faulty vision faulty attitude. 

Dr. good proportion accident- 
prone people are people who are trying 
bump themselves off. Vision not often the 
important factor. 
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Question: remember eight nine years 
ago one these meetings they brought 
instrument they called the biophotometer 
and that was supposed lot for ineffi- 
ciency work and forth colors and all 
those things and after few years hear 
more it. don’t think anyone uses the 
biophotometer 


Dr. Imus: all too prone get some- 
thing into the field and make work before 
have done adequate testing. think that 
from the reports that you will get here, you 
will find that there has been honest effort 
for the most part validate the machine, and 
think that group yourselves you should 
see that these tests are validated 
they are put out and then jump them 
they 

Dr. (To demonstrators instru- 
ments) When you talk about your instruments 
please not present argument company 
policy and company claims, but show the 
instrument. 


AMERICAN 
going talk just about the Sight- 
and steel and little bit glass that 
was designed certain things. 

The criteria which were faced 
with when started develop the in- 
strument was this: something that could 
used industry either central 
testing location various test spots 
throughout the plant, instrument that 
self-contained, rugged, portable, 
and that would give visual data ac- 
curately quick time possible. 

The visual functions tested had 
been more less standardized the 
Joint Committee interested 
visual acuities, each eye separately, both 
eyes together and distance and near, 
test for stereopsis, test for vertical 
phoria, lateral phoria and color indi- 
cated. 

the Sight-Screener decided 
use the vectograph principle, which 
utilizes polarized light rather than the 
conventional stereoscope. This consists 
three parts and eye piece which 
are mounted pair polarizing filters 
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set axis degrees one an- 
other. 

The next element target which 
ranges and down through fourteen 
positions. The target itself vecto 
graph film which the characters 
the front side the film are polarized 
one meridian and those 
verse side the film are polarized 
another. Behind the target 
source which shines through. the use 
polarized light are able 
monocular testing with 
means that one eye will occluded 
while the other being tested. Stere 
opsis achieved effect two 
offset circles, one circle for one 
and one for the other. 

The distance testing accomplished 
the beginning what call the red 
series here which simply gives the tech 
can follow his card the manipu 
lation one dial goes through 
seven distance tests and then con 
tinuing past the center point which gives 
the seven near tests. 

The target simply ranges 
posed through slot about three-quar 
ters inch wide and about four 
one-half inches long. 

The distance test accomplished 
swing automatically into place out 
place the dial passes the 
vou watch the eye piece you can 
those lenses swing and out. 
compensating lenses give the optic 
equivalent feet. The near test 

The instrument easily adjustable 
height. The subject seated, the 
strument adjusted, the head rest 
adjusted. The distant viewing 
through aperture point abo 
degrees below the horizontal, which 
about the normal position for distan 
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and near tests given 
the natural drop the eyes 
near test. convenient for bifocal 
wearers that there shift the 
head necessary, simply shift the 
the distant portion the bifocal 

The light source 50-watt daylight 
blue bulb which diffused the frost- 
glass which the vectograph target 

There are two targets now available 
and more the process develop- 
ment. This uses the conventional Snel- 
len test also cover- 
ing the Snellen equivalents 22/00; 
70/40; 30/20; 15/10. 

retinal revolving power target 
utilizes four group, which 
one the circles has rings which can 
resolved the eve, becoming more 
resolve the test becomes 
more difficult. 

being used industry for 
those who can read English 
illiterate. very fast adminis- 
er. The testing time runs from three 

minutes normal situations. Where 
into employees foreign ex- 

minutes administer the test. 

two targets can easily ex- 

inged and, say, additional tar- 

can added any time. 


been working for the past few 
rs, because some the data indicated 
our previous tests satis- 
This instrument was put the 
rket the first August this 
have just had independent 
stical study completed 200 cases 
est and retest where found 
retest factor .93 and correlation 
clinical tests which think 
everything that has been said 


use, applies this instrument also. 
our new test, speak vision, be- 
cause when speak acuity speak 
test acuity under occlusion. 
your you test acuity 
and find out how much vision you can 
force. All these three instruments are 
testing workable acuity, let call it, 
rather than acuity tested your of- 
workable acuity. How much 
vision does man use his office with 
both open? obtained little 
differently different men with differ- 
ent instruments. our instrument 
have test where test for the right 
eve. have the test dots before the 
right eve only. sees the same picture 
and the same holder for the targets with 
the left eve but the test data the 
right eve only. Then the left eve, 
there. 

Now recommend that man 
fails come 20/20 the seventh 
reading the target, that you occlude 
the eve not testing and force much 
acuity there find out, but mark 

first test for vertical balance. 
The question is, does the green line pass 
through, above below the ball. 
The second test for lateral balance. 
The third test usable workable vision 
every point. Now that the steps 
21/00; 20/60; 20/40; 20/28; 20/25; 
20/22; 20/18; 20/17; and 20/15. One 
the difficulties our former test was 
the fact that lacked the number 
steps for statistical tabulation and that 
has been one the important changes. 
have changed these steps get 
tistical tabulation. 

our depth perception test the 
character stands out each line. 


There instruction card for the 
color test. consists red letter 
making part the Solomon’s seal, 
the square. Now there has been some 
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discussion that some people are color 
blind one eye and not the other. 
have make, first, binocular test. 
Now with this, red color 
son would see dark grey “LP.” 
normal person will report “LF.” 
red color blind person here will report 
“LR.” The normal person will report 

Here, the green color blind person 
will report “LO.” normal person 
will report “LU.” Here, green col- 
blind person will report “LE” 
and normal person will report 

make test binocularly the 
right and left eve. Those tests are ad- 
ministered infinity, which accom- 
plish through the use plus sphere. 

Now this lens that have here 
entirely different lens system than our 
other instrument. have color cor- 
rected and experimentally corrected pair 
lenses here which gives infinity 
200 millimeters. near point 
131 millimeters, the equivalent 16- 
inch reading distance. that point 
give the lateral phoria test, binocular 
acuity binocular vision, call it. 
are not calling this acuity. 

have circles and each circle 
pattern either lines, dots plain 
grey. There are two gray circles inter- 
posed confuse. The subject reads 
far can. Again have the steps 
22/00; 21/00; 20/60; 20/40; 20/28; 
20/25 20/22 20/19; 20/18; 20/17; and 
20/15. 

Then have near point vision for 
the right eye and near point vision for 
the left 

REPRESENTATIVE: 
The Ortho-Rater was designed 
job rapid testing visual skills and 
twelve skills which are tested are ar- 
rived at, first, out what skills 
are most often related job success. 
And those then have been built into the 
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instrument and there are two separate 
test distances. The distance test 
here drum which internally light 
and there are seven these skills 
which are tested distances. 

Phorias, vertical, lateral; acuity, both 
eyes, right eve, left color and depth 
perception. 

lenses this manner the subjects look 
down the normal way that the 
subject using bifocal lens, for exam 
ple, looking right through the seg 
ment. Five the tests are presented 
this particular manner 
ardized way. 

designed take into industry 
when were doing some research 
steel Anything that two 
men can carry considered 

The profiles cards can put 
for any particular job this manne: 
and then you are able see the 
dividual has the visual 
that particular job. Thank you. 

Dr. have some folders 
the Massachusetts Vision Test. Since 
was fault they didn’t get here, fee! 
ought make these available you 


Dr. Are there any questions 
the instrumentation? The rest 
questions you can ask either here 
downstairs, where you can get teste 
You are here find out which type 
instrument fits your plant 
needs from the standpoint the 
formation gives, the 
research facilities you want them, 
the amount training and money 
takes set testing program. 

This not only program for 
placement. take exception the stat 
ment that Dr. Imus made and 
did not make with that 
started this work order 
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instrument which could use 
into the picture that this was just one 
placement. The original idea was find 
the specifications for accurate in- 
strument with battery tests paral- 
leling the data we, ophthalmologists, 


are seeking. 
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ALUMNI DINNERS 


Alumni Dinners will held October 11, 1948, 6:00 p.m. 
groups wishing make arrangements for Alumni Dinners 
may through Mr. Richard Collison, Sales Manager, 


Palmer House, Chicago, 


Upon request, the Academy will print tickets and arrange for 
their sale the Registration Desk the meeting. the required 
information, which includes name group, place dinner (hotel 
and room), and name and address group secretary, received 
July announcement the dinner will published the 
July-August the The Academy will as- 
sume financial for expenses incurred any 


group. 
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SECTION INSTRUCTION 
FIFTY-THIRD ANNUAL MEETING 


American Academy Ophthalmology and Otolaryngology 


October 10-15, 1948 


PALMER HOUSE 
Chicago, 


DEAN LIERLE, M.D. 
Secretary for Instruction Otolaryngology and Maxillofacial Surgery 


RUEDEMANN, M.D. 
Secretary for Instruction Ophthalmology 


This Section presents for 1948: 

Ninety-eight individual courses and 
twenty-one continuous courses 
otolaryngology 
surgery, with faculty one hun- 
dred twenty-four instructors, and 
totaling three hundred eight hours 
instruction. 

courses and twenty-nine continuous 
courses 
three hundred forty-seven hours 

General Instructions 

Members only who have paid their 
1948 dues may order instruction tickets 
advance the meeting. Candidates 
for Fellowship the Academy are not 
privileged reserve tickets advance. 
After the session opens, distinction 
between members, candidates and guests 
will made selling tickets. 

Each period hour) instruction 
costs $1.50. Orders unaccompanied 
properly executed checks will not 
filled. Checks should made payable 

Refunds will granted only re- 
quest for reimbursement received 
prior October 


All orders for tickets will filled 
according postmark envelope. Pre- 
vious October send orders 100 
First Avenue Building, Rochester, Min- 
after October mail orders di- 
rect Benedict, M.D., c/o 
Palmer House, Chicago, 


Ordering Instruction Tickets 


individual course complete 
period. Most individual courses are 
repeated two three different 
days allowing the subscriber 
the day which wishes attend. 


continuous course lasts more 
continuous course. 

the end this section printed 
colored sheet used when ordering 
tickets advance. Specify preference 
this sheet and mail the 
office. Careful following instruction 
will insure the correct filling your 
quests. Since number tickets for 
course limited necessary that 
select more courses than 
for you attend; other words, lis 
three preferences for each peri 
selected should given. 
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you are requesting registration 
the continuous courses, please specify 
preferences for individual courses 
substitutes order avoid disappoint- 
ment should the continuous courses 
which you select sold out when your 
order received. 


Acknowledgment Advance Order 


soon advance order filled, 


listing the courses that have 


been reserved for him, will mailed 
the subscriber. each case, every 
effort made include first choices. 
Please not ask change courses 


after your order has been filled. The 
postcard merely assurance that 
your order has been filled not neces- 
sary for registration the Academy 
meeting. 


Claiming Instruction Tickets 


tickets will sent through the 
mails. Members who have ordered in- 
struction course tickets will register 
the Advance Order Section the Reg- 
istration Desk during the week the 
Convention secure registration badge, 
tickets, and all convention material. 


KEY DESIGNATION PERIODS 


The periods will designated with the following key: Select tickets for— 
Ophthalmology, forenoons, periods Otolaryngology, afternoons, periods 4-5-6 


Day (T) uesday (W)ednesday 

2:00 p.m. ......... 3:15 4:15 p.m. 
a.m. 12:30 p.m. (Familiarity with this key will helpful 
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CONTINUOUS COURSES OPHTHALMOLOGY 


COURSE 
Periods T-1, T-2, W-1, 
W-2, Th-1, Th-2 
FRANCIS ADLER, M.D. 
and 
HAROLD M.D. 
Philadelphia, Pa. 


Room 782 


The Patho-Physiology 
Ocular Movements 


course—$9.00 
COURSE 
Room 733 Periods W-1, W-2 


COURSE 
Room 733 Periods Th-1, Th-2 
JAMES ALLEN, M.D. 
Iowa City, la. 


Bacteriology 


A two-period $3.00 


Dr. two-hour course 
being presented twice Course 
and Course Please select course num- 
ber according day which you wish 
attend. 

Methods bacteriologic examination 
and diagnosis which may used rou- 
tine office practice will discussed 
well indications for further laboratory 
examinations. Therapy will discussed 
relation the etiology infectious 
diseases the eye. 

COURSE 
Room 705 Periods T-2, T-3 
CHARLES BAHN, M.D. 
New Orleans, La. 


Ophthalmic Diagnostics 
course—$3.00 


First hour: Basic Ophthalmic Diagnos- 
tics—Outer Eye and Adnexa. 

Second hour: Advanced Ophthalmic 
Diagnostics—Inner Eye and Extraocular. 

More than five thousand ophthalmic 
diagnoses exist. How many can you 
name, identify, and recognize without re- 
ferring any text? relatively simple 
formula facilitate complete and accu- 


rate diagnosis will presented and il- 
lustrated. 

Applicants, please bring brief. specific 
diagnostic problem, preferably difficult. 


COURSE 
722 Periods T-2, W-2, Th-2, F-2 
ARTHUR BEDELL, M.D. 
Albany, 


Room 


Medical Ophthalmoscopy 

This will course lectures pro 
illustrated with hundreds fundus 
photographs. 


COURSE 
Room 706 Periods F-2 
MILTON BERLINER, M.D. 
New York, 
Slit Lamp Microscopy 


A two-pertod course $3.00 


Dr. Berliner’s two-hour course 
Lamp being 
twice Course and Course 
select course number according day 
which you wish attend. 

This course designed consider the 
basic technics biomicroscopy they 
are applied ordinary daily diagnosti: 
procedures. The importance this meth 
preoperatively stressed 
Many clinical entities will considered 


presented 


COURSE 
Periods T-2, W-2, 
Th-2, Th-3, F-2, 
HAROLD BROWN, M.D., 
New York, 


Room 724 


Eye Muscles 


course—$12.00 


the Ocular Muscles 
Harold Brown, M.D. 
The action the indivi 
ual muscles, conjugate and 


Please 
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movements, (convergence, divergence) 
will discussed and illustrated. From 
these normal physiologic acts, the path- 
variations are developed and classi- 
fied. Methods different diagnosis, meas- 
urements deviation and the surgical 
and nonsurgical correction these devia- 
tions will presented. 


W-2 Congenital Anomalies 
Rudolf Aebli, M.D. 
New York, 

The subject matter will cover the more 
usual congenital anomalies such 
traction syndrome and its variations, stra- 
bismus fixus, Marcus Gunn jaw winking 
syndrome, paralyses both elevators 
one eye with true and pseudoptosis, and 
also congenital individual muscle anoma- 
lies. Differential diagnosis and treatment, 


Th-2 Tests 
Harold Brown, M.D. 

Tests common use will briefly de- 
scribed and the relative merits discussed. 
will placed the screen 
cover test and its modifications. practi- 
cal routine muscle test will outlined 
and the technic the various procedures 
will described detail. 


Surgical Technics 
William Clark, M.D. 
New Orleans, La. 


Muscles 
Harold Brown, M.D. 
and 
Aebli, M.D. 


The indications and contraindications 
for surgical correction heterophoria 
heterotropia will discussed. Special 
mphasis will placed the methods 
ised selecting the proper muscle 
operated and the amount 
correction that can expected from 
different types surgical procedures. 


COURSE 
Periods Th-2, Th-3 
COURSE 
710 Periods F-2, F-3 
JACK COPELAND 
Chicago, 


BY INVITATION 


710 


Streak Retinoscopy 


Mr. two-hour course 
“Streak being presented 
twice Course and Course 10. Please 
select course number according day 
which you wish attend. 

The following outline the 
steps the demonstration: 

Determination the neutral point. 

Revealing low astigmatic errors. 

Locating the zone the astigmatic 
band. 

Determining the power the cylinder. 

Estimating the type and degree er- 
ror without lenses. 

“Guide technic, refining axis 
position. 

Plus cylinder procedure. 


COURSE 
Room 744 Periods T-1, T-2 
FREDERICK CORDES, M.D. 
San Francisco, Calif. 
Practical Observations Refraction 


course—$3.00 


COURSE 
Room 752 Periods T-1, T-2, W-1, W-2. 
Th-1, Th-2 
JOHN DUNNINGTON, M.D. 
and 
MAYNARD WHEELER, M.D. 
New York, 
Diagnosis and Treatment Heterophoria 
and Heterotropia 
course—$9.00 

The practical handling motor anoma- 
lies will fully discussed. 
include methods examination, measure- 
ment the deviation, diagnosis, and non- 
surgical treatment. 

The preoperative analysis, surgical 
technic and postoperative care will con- 
sidered. Emphasis will placed fac- 
tors influencing the surgeon the 
tion the type operative procedure 
employed. 


COURSE 
Periods T-2, W-2, 
BRUCE FRALICK, M.D. 
and 
JOHN HENDERSON, M.D. 
Ann Arbor, Mich. 


Room 736 


Anatomy 
A four-pertod COuUrse- $6.00 
Understanding the anatomy the eye 
great help any surgeon 
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performing the various surgical pro- 
cedures the globe and adnexa. fa- 
miliarizes one with normal relationships, 
thereby giving confidence when conduct- 
ing corrective operations complicated 
knowledge anatomy also in- 
cludes understanding the variations 
from the normal and the effect these 
variations play the functioning the 
part. This aids the surgeon upon en- 
countering anomalous relationships. 


brief description will given the 
anatomic characteristics the bony or- 
bit and its contents, the eyelids, the lac- 
rimal apparatus and nervous pathways. 
illustrations will used 
throughout attempt demonstrate 
the value thorough knowledge 
applied ophthalmic anatomy the prac- 
tice ophthalmology. 


COURSE 
Periods T-1, T-2, T-3, 
W-2, W-3, Th-1, Th-2, 
Th-3, F-1, F-2, F-3 


Room 


EVERETT GOAR, M.D., 
Housten, Texas 


Slit Lamp Biomicroscopy 
A twelve-period course—$18.00 


The lectures and demonstrations this 
course are planned for beginners slit 
lamp microscopy and for those registrants 
who desire review the elementary 
features biomicroscopy. 


The early part each session devot- 
illustrated lecture, which fol- 
lowed period actual work with the 
slit lamps the members the class. 


The illustrated lectures cover, regu- 
lar order from day day, studies the 
normal and pathologic cornea, anterior 
chamber, iris, crystalline lens, and vitre- 
ous humor. Special attention given 
the findings which can made with 
other instrument, and which make the slit 
lamp indispensable the routine practice 
ophthalmology. 


The demonstration period utilized 
make each class member familiar with 
the manipulation the instruments. Dur- 
ing each demonstration period round 
table, question-and-answer discussion 
for the class members who are 
already familiar with the instruments. 


COURSE 
Periods Th-2, Th-3 
COURSE 
Periods F-2, F-3 
FRITZ JARDON 
Southbridge, Mass. 
BY INVITATION 
The Role Plastics Ocular 
Prosthetic Devices 


$3.00 


Room 781 


Room 781 


A two-period course 


Mr. Jardon’s two-hour course “The 
Role Plastics Ocular Prosthetic De- 
being presented twice Course 
and Course 16. Please select course 
number according day which you 
wish attend. 


The lecture reviews the development 
the all-plastic artificial reform eye, com- 
pletely new and highly satisfactory im- 
pression technic, and the later types 
movable plastic implants. Supplementing 
the lecture will actual eye fitting and 
the showing slides and motion pictures 
dramatizing ocular prostheses. The lec- 
ture includes summary results ob- 
tained with eye implantations and the 
progress made date. 


Among the many subjects dis- 
cussed are the following: 

Application the plastic materials 
artificial eyes, especially acrylics bur- 
ied within the human body, and the 
introduction foreign body into 
wound which seemingly not epi- 
thelialized. 

Why some the plastics are well tol- 
erated the body while others are 
quite severe irritants tissues. 


Precautions necessary obtain prop- 
polymerization keep plastic from 
irritating socket tissues. 

Methods overcoming ptosis, sagging 
and extrusion lower lids. 


Demonstration completely new, 
easily manipulated and controlled im- 
pression technic which will eliminate 
guesswork and complications from eye 
fitting, the technic making possible 
fit prosthesis far more satisfac 
torily. 

Review six years research and 
development the field implants 
association with noted eye surgeons 
and clinics. 

Acrylics used conjunction with 
tals such tantalum and columbiun 
used with implantations. 
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Latest movable implants will dem- 
onstrated and also simple fitting 
method showing how attach the 
anterior eye portion. 


COURSE 
732 Periods Th-1, Th-2 
COURSE 
Room 732 Periods F-1, F-2 
PETER KRONFELD, M.D. 
Chicago, 
Gonioscopy 


Room 


course—$3.00 

Dr. two-hour course 
being presented twice 
Course and Course 18. Please select 
course number according day which 
you wish attend. 

There are many situations ophthal- 
mology which gonioscopy yields infor- 
mation great practical value, diagnos- 
tic, well therapeutic. Aside from 
these situations, gonioscopy, nearly 
every case which used, gives in- 
formation that serves integrate our 
knowledge and understanding ophthal- 
mology. the other hand, gonioscopy 
has failed give answers number 
questions which the ophthalmologists 
had, were, saved for the advent 
this new method. 


COURSE 
Room 777 Periods T-1, W-1, Th-1 
HEDWIG KUHN, M.D. 
Hammond, Ind. 
Industrial Ophthalmology 
course—$4.50 
What Constitutes Industrial 
Program 
Hedwig Kuhn, M.D. 
Discussion and Demonstration 
Visual Testing Technics 
Henry Imus, Ph.D. 
Washington, 
BY INVITATION 
Fact Finding Methods 
Newell Kephart, Ph.D. 
Lafayette, Ind. 


RY INVITATION 


COURSE 
Periods W-2, Th-2, F-2 
HEDWIG KUHN, M.D., 
Hammond, Ind. 
Industrial Ophthalmology 
course—$4.50 


W-2 Toxic Hazards 
Ralph McLaughlin, M.D. 
Charleston, Va. 


Th-2 Eye Protection 
John Roche 
Chicago, 


BY INVITATION 


Panel Discussion 


COURSE 
Room 738 Periods T-1, W-1, Th-1, F-1 
WALTER LANCASTER, M.D., 
Boston, Mass. 


Aniseikonia 
course—$6.00 
shall present the subject from the 
point view theory and practice, ex- 
plaining fully its influence binocular 
vision and also its bearing eyestrain 
from clinical point view. shall 
try make clear that the number 
cases needing aniseikonic lens correction 
their spectacles very small. 
COURSE 
Room 711 Periods T-1, W-1, Th-1, F-1 
DONALD LYLE, M.D. 
Cincinnati, Ohio 


Clinical Studies the Patient with Ocular 
Manifestations Neurologic Diseases 
course—$6.00 

Lesions produced inflammations, pri- 
mary degenerations, tumors, and vascular 
conditions affecting: Visual system. 
Eye motor system. 

Ophthalmologic consideration 
creased intracranial pressure from space 
consuming lesions: Above the tento- 
rium. Below the tentorium. 

grouping into syndromes made, 
far possible, for the purpose 
simplicity. 


COURSE 
Periods T-2, T-3, W-2, W-3, 
Th-2, Th-3, F-2, F-3 
JOHN McLEAN, M.D. 
New York, 
and 
JACK GUYTON, M.D. 
Baltimore, Md. 
Cataract Surgery 
eight-period course—$12.00 
cataract extraction. detailed 
discussion preoperative and postopera- 
tive management, anesthesia and aki- 


Room 796 
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various types incisions and su- 
tures, management iris, methods 
intracapsular lens delivery, and indica- 
tions. Operative and postoperative com- 
plications. Motion picture and lantern 
slide demonstrations. 


COURSE 
Room 731 Periods T-2, T-3, W-2, W-3 
Th-2, Th-3, F-2, F-3 
SAMUEL MEYER, M.D., 
Chicago, 


Glaucoma 
etght-period course—$12.00 


T-2 The Glaucomas—Definition, Mech- 
anisms, Classification 


Peter Kronfeld, M.D. 
Chicago, 

This paper deals with the definition, 
mechanisms, and classification the ocu- 
lar diseases comprised under the term 
“the associated with due 
elevated intraocular pressure. The 
three important factors inflow aque- 
ous, outflow aqueous, and intraocular 
blood volume are discussed relation 
hypertension, well the mechanisms 
influencing each. tentative classifica- 
tion the glaucomas, based upon the 
present knowledge, suggested and 
elaborated upon. 


T-3 The Histopathology Acute Glau- 
coma (half period) 


Brittain Payne, M.D. 
New York, 

Discussion the microscopic findings 
the different ocular tissues under the 
influence sudden and acute increase 
intraocular pressure. The variations 
size and content the various parts 
the clinical picture the disease and 
these are correlated the author. The 
lack specimens fresh acute hyper- 
tension leaves many gaps the patho- 
logic picture. 


The Histopathology Chronic 
Glaucoma (half period) 


Georgiana Dvorak-Theobald, M.D. 
Oak Park, 


The microscopic anatomy the all-im- 
portant chamber angle described 
detail and correlated with the clinical 
picture that type glaucoma that 
not associated with congestion. espe- 
cial importance the relationship be- 
tween the canal Schlemm and the tra- 


beculum. Due the lack specimens 
early cases, some the gaps the his- 
tologic picture have filled de- 
ductions and speculations. 


W-2 Narrow Angle Glaucoma 


Thomas Allen, M.D. 
Chicago, 

certain cases elevated intraocular 
pressure, the angle the anterior cham- 
ber very shallow and this associated 
with definite clinical pictures. the ma- 
jority cases, acute congestion the 
eyeball accompanies and complicates the 
condition, although some cases that 
phase lacking. The clinical appearance 
both conditions described and dis- 
cussed length well the therapeu- 
tic measures indicated. 


W-3 Wide Angle Compensated Glau- 
coma 
Samuel Meyer, M.D. 
Chicago, 

This the most common form glau 
coma and the one that its earliest 
stages requires the most careful diagnos- 
tic acumen. The condition described 
detail, structure structure, and the di- 
agnostic phases are evaluated for the var 
ious stages the disease. Provocative 
methods are elaborated upon for both sus- 
pected well existing hypertension 
The over-all picture then rounded out 


Th-2 Diagnostic and Differential Diag- 
nostic Problems 
Frederick Cordes, M.D. 
San Francisco, Calif. 

Before the management case 
glaucoma may undertaken, essen 
tial that placed one the accept- 
classifications where the etiologic 
pect considered. For that reason, the 
author deals length with the differen 
tial diagnostic problems the various 
forms elevated pressure 
and points out detail the various 
pects that allow accurate diagnosis 
which turn indicates the proper 
treatment necessary control the con 
dition. 

Bruce Fralick, M.D. 
Ann Arbor, Mich. 

pertension due inflammations 
uvea. There are considered the sudden 
pressure increases due acute and chron- 
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uveitis and the gradual pressure in- 
creases due these causes. Methods 
treatment are discussed, both medical and 
surgical. 

Treatment Hypertension 
Glen Nethercut, M.D. 
Chicago, 

the first part the lecture, the ef- 
fects elevated intraocular pressure up- 
the retina and optic nerve are discus- 
sed, from anatomic well from 
functional standpoint. The two aspects 
are then correlated. the second part, 
the principles and methods nonsur- 
gical treatment elevated intraocular 
pressure are described length. The lec- 
ture closes with detailed description and 
discussion methods use the vari- 
ous medications, both local and systemic, 
that are employed. 


The Principles Surgical Treat- 
ment Hypertension 
Samuel Meyer, M.D 
Chicago, 


COURSE 
Room 782 Periods F-2, F-3 
FRANK NEWELL, M.D. 
Chicago, 


Improving Technic Means Small 
Animal (Rabbit) Surgery 


believed that many ophthalmolo- 
would like rabbit surgery but 
are deterred the impression that such 
surgery requires the facilities large 
medical center. Since this type sur- 
allows one improve his operative 
technic and develop new procedures, 
our intention outline basic equipment 
requirements that ocular surgery 
small animals may performed local 
laboratories. 

The topics will discussed: 
Choice and housing animals. 

Preoperative medication. 

Anesthesia. 

Antisepsis. 

Animal holders and head holders. 
Exposure and fixation the eye. 
Postoperative care. 

Special procedures. 

Legal regulations regarding animal 


surgery. 


COURSE 
Room 786 Periods T-1, W-1 
O'ROURKE, M.D. 
Denver, Colo. 


Manifest and Cycloplegic Refraction 
with Cross Cylinder and 
Astigmatic Dials 
course—$3.00 

This course practical demonstra- 
tion the use the Jackson cross cy- 
linder and the astigmatic dials. 
Both these methods lend themselves 
the subjective examination the eye 
simple and practical manner. 

Each method may utilized satisfac- 
torily either with without the use 
Either method may used 
nicely check the other, and both 
methods are used the time the re- 
fraction interchangeably. 

minimum theory will used 
necessary emphasize practical 
demonstrations. 


COURSE 
Room 728 Periods T-1, W-1, Th-1, F-1 
BRITTAIN PAYNE, M.D., 
New York, 
Special Eye Pathology 
T-1 Histologic Causes Failure After 
Cataract Operations 
Brittain Payne, M.D. 
New York, 


The loss eye after cataract ex- 
traction seldom understood until the 
specimen sectioned and studied with 
the microscope. The clinician may fix the 
blame secondary glau- 
coma, but the final decision not made 
until other causes are eliminated. de- 
tailed examination the laboratory 
necessary for correct diagnosis. 

The lecture will include illustrations, 
specimens, microscopic slides and koda- 
chromes. 


W-1 Pathology Trauma the Globe 
Merrill Reeh, M.D. 
Portland, Ore. 


this course attempt will made 
present selected specimens which dem- 
onstrate important pathologic changes. 
Emphasis will placed upon the corre- 
lation between pathologic changes and 
course. 
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general, trauma the globe 
divided into two groups, namely, nonper- 
forating and perforating injuries. With 
the exception contusion, nonperforat- 
ing injuries are minor nature. Contu- 
sions may present extremely varied and 
severe complications. Perforating injuries 
are usually severe nature. number 
factors must considered each case 
perforating injury. 

Slides will projected and important 
pathologic changes pointed out. the 
same time there will opportunity 
for each study the same slides under 
the microscope. 


Th-1 Degenerative Diseases the 
Retina 
Bertha Klien, M.D. 
Chicago, 

Primary degenerations the retina 
are mainly two types, those commonly 
degenerations and 
those occurring generalized distur- 
bances the lipoid metabolism. 

The histopathologic findings two 
the first group, i.e., retinitis pigmentosa 
and heredodegeneration the macula, 
and two the second group, i.e., in- 
fantile (Tay-Sachs) and juvenile (Stock- 
Spielmeyer) amaurotic idiocy will dis- 
cussed detail. 


F-1 Pathology Intraocular Tumors 
Joseph Wadsworth, M.D. 
New York, 

BY INVITATION 

The intraocular tumors will discus- 
sed and classified according their fre- 
quency and type. 

outline for the discussion will 
follows: 


Pigmented tumors. 
(a) benign 
(b) malignant 

Tumors the retina and optic nerve. 
(a) retinoblastoma 
(b) glioma (astrocytoma) 
tumors 
(d) neufibroma 

Ill. Tumors the ciliary body and iris. 
(a) epithelial 
(b) sarcomatous 


IV. Metastatic tumors. 

Examples the above tumors will 
shown from microscopic sections pro- 
jected and from individual slides for each 
student. 


COURSE 
Periods T-3, W-3, Th-3 
BENJAMIN RONES, M.D., 
Washington, 


Pathology Corneal Lesions 


Room 752 


A three-period course $4.50 
This course designed carry from 
course histopathology the eye. The 
clinical entities disease affecting the 
cornea, lens, uveal tract, retina, optic 
nerve, and orbit will related the 
underlying pathologic disturbances. There 
will copious illustrations both the 
clinical and pathologic material. 
COURSE 
Room 754 Periods Th-2, Th-3 
COURSE 
Room 754 Periods F-2, F-3 
RICHARD SCOBEE, M.D. 
St. Louis, Mo. 


The Surgical Treatment 
Heterophoria and Heterotropia 
A two-period course $3 On 
Dr. two-hour course 
Surgical Treatment Heterophoria and 
being presented twice 
Course and Course 30. Please select 
course number according day which 
you wish attend. 
Operations for heterotropia are com- 


those for heterophoria are rare. 


Many surgeons hesitate operate pa- 
tients with heterophoria all. Hetero- 
phoria will discussed from the stand- 
and such discussion neces- 
sarily entails some method clinically 
evaluating the significance any hetero- 
phoria present. well known that 
the same amount esophoria, for ex- 
ample, will appear bother one patient 
great deal and another person not all 

regard the surgical treatment 
heterotropia, the reasons for the frequent 
and wide variations the amount cor 
rection obtained from the same operation 
will considered some detail, and 
relative insignificance mere measure 
ment the amount the deviation 
has been entirely too unpredictable and 
within certain limits, this should not 
the case all, provided one takes othe! 
factors the case into account. 
other factors will enumerated. 
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COURSE 
Room 715 Periods T-1, W-1, Th-1, F-1 


CHARLES SHEARD, Ph.D. 
Rochester, Minn. 


Applied Physiological Optics 
A four period course $6.00 


T-1 Fundamental Physical and Mathe- 
matical Principles Underlying Phys- 
iological and Ophthalmic Optics. 


The Eye: Physical and Optical 
Data and Considerations, Including 
Applications Combinations Eye 
and Spectacle Lens. 


Th-1 Catoptrics and Dioptrics: Funda- 
mental Principles and Applications 
Ophthalmome- 
try. Phorometry, Retinoscopy and 
Subjective Testing. 


commodation, Convergence and Sub- 
normal Vision. 


COURSE 
Periods T-1, 
COURSE 
Room 754 Periods W-2 
EDMUND SPAETH, M.D. 
Pa. 


Room 754 


Ptosis 


course—$3.00 
Dr. two-hour course 
being presented twice Course and 
Course 33. Please select course number 
according day which you wish 
attend, 


COURSE 
795 Periods T-1, T-2, T-3, W-1 
W-2, W-3, Th-1, Th-2, 
Th-3, F-1, F-2, F-3 
Oak Park, 
Histopathology Elementary 
course—$18.00 
The staff the elementary pathology 
irse will comprised the following: 
Theodore Sanders, M.D. 
St. Louis, Mo. 


Alson Braley, M.D. 
New York. 


John M.D. 
Bryn Mawr, Pa. 
Michael Hogan, M.D. 
San Francisco. Calif. 


Edith Parkhill, M.D. 
Rochester, Minn. 
BY INVITATION 


Helenor Campbell Wilder 


Georgiana M.D. 
Oak Park, IIl. 


COURSE 
Periods Th-1, Th-2 


Room 


COURSE 
Room 736 Periods F-1, F-2 
MEYER WIENER, M.D. 
Coronado, Calif. 
Practical Points Surgery 
A two-peritod course—$3.00 

Dr. Wiener’s two-hour course 
cal Points being presented 
twice Course and Course 36. Please 
select course number according day 
which you wish attend. 

The course planned emphasize 
some the vital points technic the 
various surgical procedures which will 
make the operations easier perform. 
Application the knowledge anatomic 
structure the tissues, their relation 
other parts, well the physics in- 
volved will discussed. 


COURSE 
Room 752 Periods W-3. F-3 


ALAN M.D. 
and 


WILLIAM OWENS, M.D. 
Baltimore, Md. 


Medical Ophthalmology 
course—$6.00 


T-3 Clinical Symptomatology Ocular 
Tuberculosis. 


W-3 Diagnosis, Pathogenesis, and 
Treatment 
culosis. 


Ocular Complications Congeni- 
tal Syphilis. 


Ocular Complications Acquired 
Syphilis. 
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INDIVIDUAL COURSES OPHTHALMOLOGY 


COURSE 101 
Room 728 Periods T-3, W-3 
MOACYR ALVARO, M.D. 
Sao Paulo, Brazil 


Chronic Uveitis 


Chronic uveitis, prevention sympa- 
thetic ophthalmia, pathogeny, 
clinical symptoms, treatment, and prog- 
nosis chronic uveitis will discussed 
along with the different views sympa- 
thetic ophthalmia. The importance 
eliminating all possible causes uveitis 
every case perforating ocular wounds 
will stressed important measure 
prevention sympathetic ophthalmia. 


COURSE 102 
Room 734 Periods T-1, W-1 
BENNETT ALVIS, M.D. 
St. Louis, Mo. 


The Relative Value 
Operations for Glaucoma 


Operations will classified those 

designed for: 

Opening natural drainage. 

New intraocular drainage. 

Extraocular drainage; order ef- 
tiveness: 

Ragged iridectomy. 

Iris inclusion. 

Iridosclerectomy. 

Trephining. 

Reducing intraocular fluid, cyclodia- 
thermy. 

Technic operations will discussed 
elucidate their relative effectiveness 
and their suitability for different types 
glaucoma. 


COURSE 103 
Room 738 Periods T-2, W-2 
WALTER ATKINSON, M.D. 
Watertown, 


Recent Trends Cataract Surgery 


new era cataract surgery began 
following the development complete 
anesthesia accompanied 
with the eye practically immobile. Im- 
proved technic assures accurately 
placed section. Firm corneoscleral sutur- 
ing longer hazardous. All has led 
the long sought for ideal—a safe intracap- 
sular extraction with round pupil. 


COURSE 104 
Room 733 Periods T-3, W-3 
JAMES MASON BAIRD, M.D. 
Atlanta, Ga. 


Vitamins and Other Adjuncts Diet 


the clinical manifesta- 
tions vitamin deficiency: xero- 
sis, keratomalacia, xerophthalmia and 
nyctalopia. 

Ariboflavinosis manifest glossitis, 

chelitis and keratitis. 

Thiamin chloride toxic amblyopia 
cium deficiencies. 

fest xanthoma and hyperprotemenia 
nephritis and arteriosclerosis. 


This lecture will illustrated with 
lantern slides and diagrams. 


COURSE 105 
GEORGE BAKER, M.D. 
Rochester, Minn. 


RY INVITATION 


The Differential Diagnosis and Treatment 
Neuralgia the Face Simulating 
Pain Ocular Origin 


review the major and minor neu- 
ralgias the face will given, using 
lantern slides and motion pictures em- 
phasize the symptoms and findings 
these conditions. addition, clinical 
appraisal the painful conditions the 
eye will stated and some research work 
along this line discussed, which should 
major interest the ophthalmolo 


gist. 


COURSE 106 
722 Periods 
JUDD BEACH, M.D. 
Portland, Maine 


Room 


Ocular Neurosis 


COURSE 107 
Room 722 Periods 
JOHN BELLOWS, M.D. 
Chicago, 
Etiology and Type Lens Changes 
Senile cataract comprises 
cent all types lens opacities. Cata 
ract particularly common after 
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sixtieth year. difficult point any 
single fundamental etiologic factor. The- 
ories may divided into two main 
those based upon physical 
chemical derangements, and those based 
upon senile involutional and hereditary 
factors. 
COURSE 108 
Room 705 Periods Th-2, F-2 
RAYNOLD BERKE, M.D. 
Hackensack, 

Exophthalmos the most common 
symptom disease the orbit. may 
expression disease the globe, 
the extraocular muscles, the retrobulbar 
tissues, the orbital walls some systemic 
malady. The clinical differential diagno- 
sis exophthalmos one the most 
problems ophthalmology. 


COURSE 109 
726 Periods Th-1, F-1 
JEROME BETTMAN, M.D. 
Francisco, Calif. 
ny INVITATION 
Orbital Lesions—Differential 
Diagnosis and Treatment 
This course will cover the causes 
and unilateral proptosis and 
the differential diagnosis such causes, 
well space-consuming lesions not 
causing proptosis. The diagnosis such 
roidism, orbital tumors various types, 
and pyocele, and arteriovenous 
aneurysm will considered. The lesions 
itside the orbit which produce changes 
ithin the orbit will also discussed. 


COURSE 110 
Room 711 Periods T-2, W-2 
JOHN BILLINGSLEY, M.D. 
Kansas City, Kan. 
Headaches and Head Pains 
Ocular Origin 

\natomy, physiology, and pathology 

neurovascular system involving the 

orbit, external (soft tissue) struc- 
res the face and skull, and internal 
uctures the skull having pain sen- 
tion. 
correlation psychology with this 
Refractive errors, muscle imbalance, 
ocular single vision, monocular vision 
only one seeing eye, alternating. 
nflammations the uveal tract, acute 
chronic glaucoma, ete. 
importance history. 


COURSE 111 
Room 705 Period W-3 
Room 726 Period F-3 
HENRY BIRGE, M.D. 
Hartford, Conn. 


Ophthalmic Aspects Psychosomatic 
Medicine 


COURSE 112 

Room 711 Periods T-3, W-3 
PAUL BOEDER, Ph.D. 
Southbridge, Mass. 

BY INVITATION 

Aniseikonia 
Aniseikonia defined and its causes, 
symptoms, and incidence are discussed. 
The Eikonometer described, and meth- 
ods measurement outlined and dem- 
onstrated. Iseikonic lenses are explained, 
and the results surveys given. The ef- 
fect aniseikonia binocular space per- 
ception discussed and demonstrated 
with the new space Eikonometer target. 


COURSE 113 

Room 705 Periods Th-1, F-1 

ALBERT BROWN, M.D. 

Cincinnati, Ohio 
Focal Infection—Investigation and 
Treatment 
American medicine has been chiefly 

responsible for the theory focal infec- 
tion. This theory was introduced Hun- 
ter 1901 and elaborated Billings 
1910-1916. This theory seemed ex- 
plain many local and focal diseases 
which other general disease such 
syphilis and tuberculosis could found. 
The evidence for and against this theory 
will discussed. Many ramifications have 
been proposed support the general idea 
the light newer medical knowledge. 
The recovery organisms endotoxins 
from inflamed uveal tissue rarity. The 
concept uveal sensitization and reac- 
tivation will discussed. The treatment 
this basis seems more uniformly 
successful than the search for hidden 
foci. 

COURSE 114 
776 Periods Th-1, F-1 
EDWARD BURCH, M.D. 

St. Paul, Minn. 


Room 


Anesthesia Ophthalmology 
This course consists review the 
various local anesthetic agents, indica- 
tions for their use, technic administra- 
tion, and discussion their employment 
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number commonly performed oph- 
thalmic operations. 


COURSE 115 
Room 710 Periods T-2 ,W-2 
FRANK BURCH, M.D. 
St. Paul, Minn. 


Glaucoma—Choice Surgery 


Procedures favored the author 
the various manifestations glaucoma 
will described. The objectives desired 
sclerotomy, sclerectomy, iris inclusions, 
eyclodialysis, cyclodiathermy, opticocil- 
iary neurectomy, and trabeculotomy will 
considered. Operations for relief 
tension glaucoma caused intumes- 
cent lens, venous thrombosis, iridocyclitis, 
and when cataract and other conditions 
complicate glaucoma will discussed. 


COURSE 116 
Room 776 Periods Th-3, F-3 
PHINIZY CALHOUN, JR., M.D. 
Atlanta, Ga. 


Treatment Corneal Lesions 


COURSE 117 
Room 711 Periods Th-2, F-2 
ALSTON CALLAHAN, M.D. 
Birmingham, Ala. 


Surgical Repair Traumatic Lids 
COURSE 118 
Room 776 Periods Th-2, F-2 
FRANK CARROLL, M.D. 
New York, 


Diseases the Optic Nerve 


This lecture will consider all the com- 
mon and most the rare diseases the 
optic nerve. These include bacterial and 
virus inflammations, 
multiple sclerosis, degenerative condi- 
tions, nutritional deficiency states, heredi- 
tary optic atrophy, and the toxic amblyo- 
pias. Differential diagnosis and recent 
advances treatment will discussed. 


COURSE 119 

Room 706 Periods T-2, W-2 
VIRGIL CASTEN, M.D. 
Boston, Mass. 
Practical Perimetry 

Visual field taking subjective ex- 
amination and much depends the co- 
operation the patient, the training 
the perimetrist, knowledge the anat- 
omy the visual pathways and the 
lesions which injure it. This discussion 


will limited to: Essentials tech- 
nic, Instrumental methods study, 
Brief review the visual pathways, and 
Color field and test objects. Specific 
types pathologic fields will shown. 


COURSE 120 
Room 706 Periods T-3, W-3 
PAUL AUSTIN CHANDLER, M.D. 
Boston, Mass. 
Treatment Glaucoma—Post Cataract, 
Post Discission and That Associated with 
Subluxation and Dislocation the Lens 


COURSE 121 
Periods T-1, W-1 
CLARK, M.D. 
Indianapolis, Ind. 
Consideration the Possibilities 
Cataract Surgery 
Discussion will preoperative steps 
lessen control anticipated surgical 
and postsurgical complications. 


Room 706 


COURSE 122 
Room 712 Periods T-2, W-2 
EDMOND COOPER, M.D. 
Detroit, Mich. 
Office Diagnosis, Treatment and 
Management Strabismus Children 


COURSE 
Room 744 Periods F-1 
FREDERICK CORDES, M.D. 
San Francisco, Calif 
Acquired and Congenital Cataracts 
COURSE 124 
Room 712 Periods Th-3, F-3 
JACK COWEN, M.D. 
Chicago, 
Acute Lesions the Cornea 
COURSE 125 
Room 724 Periods T-1, 
WILLIAM CRISP, M.D. 
Denver, Colo. 
Cross Cylinders 
COURSE 126 
Room 712 Periods T-3, W-: 
ARTHUR CULLER, M.D. 
Columbus, Ohio 
Chiasmal Syndrome 


COURSE 127 
Room 712 Periods 


WINDSOR DAVIES, M.D. 
Detroit, Mich. 


Optic Disks—Comparison Clinical 
Pathologic Changes 
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This course shall consist the study 
various lesions involving the optic nerve 
head. The pathologic changes occurring 
these lesions will considered and 
correlation made between the clinical and 
pathologic findings. 

ment will discussed. 


COURSE 128 


HERMAN ELWYN, M.D. 
New York, 
Fundus Changes Arterial Hypertension 
Aging, arteriosclerosis, 
contraction the retinal vessels and its 
consequences are the three processes in- 
volved. Hypertension classified as: be- 
nign essential, malignant, intermedi- 
ary group and renal. Aging and arterio- 
sclerosis are found benign essential 
hypertension. Arterial contraction and its 
consequences occur the other forms 
hypertension. 


Room 710 Period T-1 


COURSE 129 
Room 710 Period W-1 
HERMAN M.D. 
New York, 
Heredodegenerative Diseases 
the Retina 
The meaning the terms 
and ‘‘heredo- 
made classify the heredodegenera- 
tions the retina the basis the 
individual elements the retina. 


COURSE 130 
Room 710 Periods T-3, W-3 
JOHN EVANS, M.D. 
Brooklyn, 
Differential Diagnosis Noted 
with the Perimeter 


COURSE 131 
705 Periods T-1, W-1 
HAROLD FALLS, M.D. 
Ann Arbor, Mich. 


Application Ocular Heredity 


COURSE 132 

722 Periods T-3, W-3 
WATSON GAILEY, M.D. 

Bloomington, 
Complications Cataract Surgery 
attention will given the 
mishaps complications which 


The speaker will discuss all the seri- 
ous complications which arise during and 
following cataract extraction. 

Considerable attention will given 
complication-producing conditions which 
are recognized prior 
terference and prophylactic procedures 
which may employed that will ma- 
terially lessen complications during and 
following extraction. 


COURSE 133 
Room 722 Periods Th-1, F-1 
CONRAD GEMEROY, M.D. 
Detroit, Mich. 


External Diseases the Eye 


This lecture external eye diseases 
illustrated color and shows usual 
and some unusual diseases the lids, 
conjunctiva, and cornea with discussion 
their diagnosis and treatment. The 
lecture will throughout 
with kodachrome slides. 


COURSE 134 
Room 776 Periods T-3, W-3 
GLEN GIBSON, M.D. 
Philadelphia, Pa. 


Management Strabismus 


COURSE 135 
Room 784 Periods Th-1, F-1 
HAROLD GIFFORD, M.D. 
Omaha, Neb. 
Dacryocystorhinostomy 
This course will present review 
the common surgical technics used 
tear sac surgery. The surgical anatomy 
the region will covered. The tech- 
nic transplantation the tear sac will 
described detail with slides and 
moving pictures. 
COURSE 136 
Room 736 Periods T-1, W-1 
GIPNER, M.D. 
Rochester, 


Recent Advances Ophthalmology 


Scleral resection for retinal detach- 
ment. Ruedemann and Cutler basket-type 
implants after enucleation. 
treatment burns the eye. D.F.P. 
the treatment glaucoma. Retrolental 
fibroplasia, persistent primary vitreous, 
persistent tunica vasculosa lentis. Con- 
genital cataract children born moth- 
ers who contracted measles during the 
first three months pregnancy. Hemor- 
rhage into the vitreous masking retinal 
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detachment. New uses for x-ray oph- 
thalmology. 

COURSE 137 
Room 744 Periods Th-3, F-3 

HENDRIE GRANT, M.D. 
St. Paul, Minn. 
Practical Orthoptics 
consideration the practical princi- 

ples involved paralytic strabismus, con- 
vergent strabismus, divergent strabismus, 
and heterophoria. 


COURSE 138 
Room 784 Periods Th-2, F-2 
RAYMOND GRAY, M.D. 
Pittsburgh, Pa. 


Intraocular Foreign Bodies 


COURSE 139 

Room 784 Periods W-3 
MILLARD GUMP, M.D. 

Oakland, Calif. 
and Treatment 
resume findings, gross and slit 
lamp. routine for study possible con- 
ditions which iridocyclitis asso- 
ciated condition. Discussion local and 
systemic therapy and treatment com- 
plications and evaluation foci studies. 


COURSE 140 
Room 732 Periods T-2, W-2 
PARKER HEATH, M.D. 
Boston, Mass. 


Differential Diagnosis Retinal 

Blastoma, Proliferating Retinitis, 

Pseudogliomas, and Retrolental 
Fibrosis 


COURSE 141 
Room 734 Periods Th-2, F-2 
HENRY HILGARTNER, M.D. 
Austin, Texas 


Keratoplasy and Other 
the Treatment Corneal Lesions, 
Acute and Chronic 


The embyrology and anatomy the 
cornea will discussed and illustrated 
with lantern slides. This brief demon- 
stration will followed discussion 
the causes and effects various types 
corneal lesions. The treatment acute 
and chronic conditions the cornea will 
covered detail, with emphasis placed 
the various procedures that have been 
developed for the treatment corneal 
scars means tattoo, radium, keratec- 
tomies alone and followed radium, 


and the several technics for performing 
partial penetrating keratoplasties. The 
final portion the lecture will de- 
voted discussion the pro- 
for handling postoperative pter- 
ygia with roentgen rays prevent re- 
currence. 
COURSE 142 
Room 734 Periods T-2, W-2 
JOHN HITZ, M.D. 
Milwaukee, Wis. 
Children—Diagnostic Methods 
and Treatment 


Conditions which can attributed 
prolonged close work children. 

Causes myopia. Review. 

Diagnosis early difficulties sur- 

veys schools. Methods. 

Present accepted methods 
ment. critique. 

Suggested further studies. 


COURSE 143 
Room 734 Periods Th-3, 
HOFFMAN, M.D. 
Chicago, 
Acute Infectious Lesions the Lid— 
Differential Diagnosis and Treatment 
Anatomy and physiology external 
anatomy (muscles, tarsus, glands, ves- 
sels, and nerves) and movements. 

Skin inflammations chemical, her 
pes, allergy, eczema, edema. 

Hordeolum—surgery, manganese. 

Chalazion—-diathermy, (ex 
ternal internal excision). 

Blepharitis 
osa. 

Diseases palpebral muscles 
blepharospasm. 

Anomalies position 
tropion, symblepharon. 

Congenital anomalies 
canthus. 

10. Tumors 


ptosis 


ectropion, 


coloboma, ep! 


carcinoma 
COURSE 144 
Room 744 Periods 
WENDELL HUGHES, M.D. 
Hempstead, 
Surgical Repair the Lids 

Lacerations the lids various 
will discussed their frequen: 
and particularly their surgical repair. 
lecture will illustrated slides 
motion pictures. 
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COURSE 145 
Room Periods Th-1, F-1 
RODMAN IRVINE, M.D. 
Beverly Hills, Calif. 
Manifest Refraction 
Routine method doing manifest re- 
fraction. Advantage and disadvantage 
fogging: quick check for astigmatism 
with cross cylinder; diagram conoid 
Sturm showing position retina hyper- 
mixed, and myopic astigmatism; 
use astigmatic dials; special procedures 
cases with low visual acuity; correc- 
tion high errors, aphakic eye, and high 
myopes. Reproducibility refraction. 


COURSE 146 
Room 724 Periods Th-1, F-1 
FRED JOBE, 
Rochester, 
1 VITATIUS 
Practical Physiological Optics 

finder, consists optically moving phy- 
sical object into position where the ob- 
ject can used. refraction, this posi- 
tion the far point the eye. The gen- 
eral laws governing the performance 
lens prism are readily understand- 
able. Knowledge these principles 
extremely valuable the practice 
fraction, 

These general laws will discussed 
er, transposition spherical 
equivalents, cross cylinders and 
interval. well some ophthalmic in- 
truments such refractors, duochrome 
and keratometers. 


COURSE 147 
Room 716 Periods W-3 
LORAND JOHNSON, M.D. 
Cleveland, Ohio 
Toxoplasmosis and Granulomatous 
Choroiditis 
brief discussion the protozoon and 
nature the infection. Slides 
oroiditis caused Toxoplasma and 
ray the cerebrum and 
value x-rays diagnosis. Use 
neutralizing antibody test for diagno- 
Differential diagnosis from other in- 
tious granulomata. Therapy. Effect 
gnancy upon (Toxoplasma) choroiditis 
the mother. Effect maternal infec- 
later and other clinical 
tures chronic toxoplasmosis. 


COURSE 148 
Room Periods T-2, W-2 
HAROLD JOY, M.D. 
Syracuse, 
Uveitis—Chronic 
The etiology, pathology, clinical course 
and prognosis the various types 
chronic uveitis will discussed. Chief 
consideration will given the more im- 
portant varieties, with special emphasis 
differential diagnosis and treatment, 
including proper handling complica- 
tions and sequelae. 


COURSE 149 
Room 784 Periods T-1, W-1 
JUDD, M.D. 
Omaha, Neb. 
Differential Diagnosis and Treatment 
All types neuritis will discussed 
with special emphasis the correlation 
the signs and symptoms with the histo- 
pathology. practical method differen- 
tiation the clinical entities will out- 
lined. The most recent methods treat- 
for each will presented. 


COURSE 150 
Room Periods F-1 
DEWEY KATZ, M.D. 
Hartford, Conn. 
Interpretation Field Defects Aid 
Localization Cerebral Pathology 

Field defects when properly analyzed 
will only indicate, and that with re- 
markable degree accuracy, the area 
the visual pathway which has become 
involved the process pres- 
ent. and themselves field defects 
resulting pathology 
usually give indication the origin 
nature the lesion present. 

When the involved area the visual 
pathway known and this added 
other ophthalmologic factors such the 
rate development the field defects, 
the appearance the nerve heads and 
the reaction the pupils, the nature 
the pathologic process can definitely 
diagnosed some instances. 

With accurate knowledge the 
components the visual pathway and 
their course from the retina the oc- 
cipital cortex becomes relatively simple 
analyze the various types field de- 
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fects which are typical the segment 
the visual pathway involved. 

The field defects resulting from intra- 
cranial pathology fall into one five 
main categories depending the site 
involvement the visual pathway. The 
delimiting zones are fairly clear cut ana- 

COURSE 151 
Room 776 Periods T-1, W-1 
JOHN KEYES, M.D. 
Shaker Heights, Ohio 


Cause Failure Glaucoma Surgery 
COURSE 152 
Room 731 Periods Th-1, F-1 
WILLIS KNIGHTON, M.D. 
New York, 
Diagnosis and Analysis 
Glaucoma Cases 


Classification and pathology. Secon- 
dary glaucoma result other condi- 
tions. Acute primary glaucoma differs 
from chronic primary glaucoma path- 
ology and treatment. Glaucoma simplex 
requires painstaking analysis and check- 
ing. Early diagnosis important but dif- 
ficult. 

COURSE 153 
Room 744 Periods Th-2, F-2 
FERDINAND KOCH, M.D. 
New York, 


Integration Classifications Systemic 
Hypertensive Disease 

The useful few the several classifica- 
tions essential hypertension employed 
the specialty and/or general practition- 
should readily applicable daily 
office and hospital practice and re- 
search purposes. Synonomous correlation 
these classifications and their 
features will illustrated slides 
this course. 


COURSE 154 
Room 776 Periods T-2, W-2 
IVAN KOENIG, M.D. 
Buffalo, 


Ocular Tuberculosis 


Ocular tuberculosis and conditions sim- 
ulating tuberculosis. Underlying pathol- 
ogy will discussed and illustrated 
few lesions. Differential diagnosis will 
emphasized and difficulties encountered 


making conclusive diagnosis such con- 
ditions. Consideration primary and 
secondary tubercular lesions. Local and 
treatment outlined and dis- 
cussed. 
COURSE 155 
Room 716 Periods Th-2, F-2 
CHARLES KUTSCHER, M.D. 
Pittsburgh, Pa. 
Etiology Secondary Cataract— 
Traumatic and Infra-Red Light 


COURSE 156 
Room 777 Periods Th-3, F-3 
JAMES LEBENSOHN, 
Chicago, 
Physiology Vision 
Recent advances the study visual 
sensation, form discrimination. color per 
ception, and psychic interpretation will 
discussed and their practical implica 
tions emphasized. Personal problems are 
especially invited, and submitted 
mail advance will given detailed 
attention. 
COURSE 157 
Room 734 Periods T-3. 
LOUIS LEHRFELD, M.D. 
Philadelphia, Pa. 
Ocular Manifestations Allergy 
The common use the sul 
fonamides and other antibiotics has in- 
creased the list allergens which may 
single out the eye shock organ. Hair 
lacquers, lipstick, nylon brush- 
less shave cream, plus chemicals used 
shoelaces and milady’s 
sources ocular allergy with which the 
ophthalmologist must conversant. 
There will motion pictures and 
slides that will indicate the role played 
inhalants, ingestants, injec 
tants, bacteria, including tuberculosis 
and physical agents such fluorescent 
lights and television screens. 


COURSE 158 
Room 716 Periods W-2 
ALBERT LEMOINE, JR., M.D. 
Kansas City, Mo. 
Vitrecus Opacities 
The discussion will the nature 
vitreous opacities and sources origin 
Etiology: tuberculosis, lues, foci infec 
tion, toxemias, hemorrhages, and others 
Treatment: removal foci infection 
treat lues with vaccines, hygienic meas 
ures. 
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COURSE 159 
Room 733 Periods T-2, W-2 
LEPARD, M.D. 
Mich. 


Juvenile 


classification juvenile cataracts 
viven show that treatment depends 
upon the type cataract found ex- 
amination. The relation these cata- 
racts developmental anomalies both 
the and other systems illustrated. 
Surgical procedures are demonstrated 
colored movies and 
ment and complications are discussed. 


COURSE 160 
Room 726 Periods Th-2, F-2 
LINKSZ, M.D. 
New York, 


Ocular Therapeutics 


COURSE 161 
Room Periods T-3, W-3 
RALPH LLOYD, M.D. 
Brooklyn, 


Macular 
Degeneration—Senile and Hereditary 


course devoted diagnosis macu- 
lesions Red-free binocular 
ophthalmoscopy; and the laboratory sup- 
plement. the hand scope; and observa- 
tions over extended period are espe- 
cially valuable. Hereditary lesions the 
macula and pseudotumors 

cular attention. 


COURSE 162 
726 Periods W-1 


Kansas City, Mo. 


Pigmentary Retinal Changes— 
Etiology and Treatment 


Pigmentary retinal changes are divided 
primary pigmentary degeneration, 
pical which retinitis pigmentosa. 
forms and atypical types will 
cussed: the pigmentary 
anges associated with acquired retini- 
such and traumatic will 
ilt with. Etiology both types and 
presented. New forms therapy, 
tissue therapy, also chemical and 
vsical therapy, will dealt with 
ill 


COURSE 16: 

Room 726 Periods T-2, W-2 
MURRAY M.D. 
Pittsburgh, Pa. 

Refraction Children’s Eyes 

Indications for refractions. Muscle im- 
Symptoms errors refrac- 
tion. Marginal lid infections. Technic 
preliminary examination. Choice cyclo- 
plegia. Technic retinoscopy. Cyclopleg- 
examinations. The interval recheck- 
ing various classifications patients. 


COURSE 164 
Room 726 Periods T-3, W-3 
ROBB McDONALD, M.D. 
Philadelphia, Pa. 
Tinted Lenses—Their Value 
Ophthalmology 
The physiologie and pathologic effects 
radiant energy the normal and aph- 
akic eye will considered detail. 
Samples the various types tinted 
lenses now the market will exhibit- 
ed. The optical properties the various 
types lenses will discussed with par- 
ticular reference their clinical applica- 
tion. 
COURSE 165 
Room Periods Th-2, F-2 
RALPH McLAUGHLIN, M.D. 
Charleston, Va. 


Treatment Chemical Eye Injuries 


Chemical burns the human eye can 
successfully treated removing the 
offending chemical mechanically. This 
possible means the peculiar struc- 
ture the corneal epithelium. Chemicals 
can grouped class and treated the 
same and series over 2000 cases 
routinely good results have been obtained, 
there being only per cent failure. The 
failures can largely explained phy- 
sical deficiencies. 

The removal done mechanically 
cotton swabs and biomicro- 
scopic examination. The eye treated 
symptomatically 
takes place within forty-eight hours. 

Residual opacities are treated with 
good results, and, with proper care, 
time lost from work and very little pain 
experienced. 

detailed discussion histology, the- 
ory and treatment will made and 
liberal question and answer period will 
reserved for the class. 
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COURSE 166 
Room 706 Periods Th-3, F-3 
AUREL MANGOLD 
New York, 
EY INVITATIO®S 
The Part the 
Fitting Glasses 
Prescription analysis give the pa- 
tient the maximum comfort and 
efficiency. 
Methods measuring interpupillary 
distance for near and far. 
Vertical imbalance and its correction. 
Influence vertex distance lens 
power. 
Lens form and its effect retinal 
image. 
Types bifocals and proper selection 
cases hyperopia and myopia. 
Colored lenses and their uses. 
Suggested office procedure for the ex- 
amination finished pair glasses. 
Errors commonly made the dispens- 
ing and processing pair glasses. 


COURSE 167 
Room 705 Periods Th-3, F-3 
WILLIAM MANN, M.D. 
Chicago, 
Refraction the Cataract Patient 
Problems refraction the patient 
with early cataract. Correction apha- 
kia. Methods objective and subjective 
testing. Precautions ordering lenses. 
Analysis unsatisfactory visual results 
with finished glasses. Types cataract 
lenses. Methods securing single binoc- 
ular vision bilateral and monocular 
aphakia. Catmin lenses, contact lenses. 


COURSE 168 
Room 733 Periods Th-3, F-3 
DON MARSHALL, M.D. 
Kalamazoo, Mich. 

Chronic Infections the Lid 
This course will cover diagnosis and 
therapy eyelid infections which gen- 
erally are, often become, chronic. Con- 
junctivitis and lacrimal disease will not 
stressed. Principal topics will bleph- 
aritis, chalazion, meibomian infection, in- 
fection fungi, virus, and bacilli, includ- 
ing herpes, molluscum, wart, Parinaud’s 

syndrome, parasitic infections, etc. 


COURSE 169 
Room 727 Periods T-2, W-2 
JOHN MATTHEWS, M.D. 
San Antonio, Texas 
Use Lenses and Other 
Visual Aids Ophthalmology 


COURSE 170 
Room 716 Periods Th-1, F-1 
RAYMOND MEEK, 
New York, 
Surgical Anatomy the Orbit 


The essence good surgery the eye 
thorough knowledge the anatomy 
the orbit and its contents. 
eye surgeon does not fumble. knows 
what wants accomplish and how. 
all times familiar with the tissues 
and never lost. Operative procedures 
are thus expedited, and infection and 
trauma are held minimum the 
anatomy familiar. 


COURSE 171 
Room 733 Periods T-1, W-1 
HOWARD MORRISON, M.D. 
Omaha, Neb. 


Disturbances the Lacrimal Glands— 
Etiology and Treatment 


Embryology, physiology, and pathology 
the lacrimal gland will discussed 
Differential diagnosis various nonma- 
lignant changes will outlined. Par- 
ticular emphasis will placed neo 
plastic changes the gland: their diag 
nosis, treatment, and surgical approach. 


COURSE 172 
Room 781 Periods T-2, W-2 
PAUL MOTTO, M.D. 
Cleveland, Ohio 


Treatment the Muscle Problem the 
Free Clinic 
The routine followed eye muscle 
includes complete history; asso 
ciated muscle movements; the deviation 
for distance and near; convergence near 
point; diplopia test, indicated; refrac 
tion under cycloplegic; orthoptic training 
dications; and favorable age 
and results expected. 


COURSE 17: 

Room 712 Periods Th-2, 
GLEN NETHERCUT, M.D. 
Chicago, 

The Etiology and Treatment 
Chorioretinitis 
The course will cover the etiology 
treatment the commoner forms cho 
rioretinitis, with some reference 

less frequently seen forms. 
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COURSE 174 
Room Periods T-3, W-3 
TOWNLEY PATON, M.D. 
New York, 
Corneal Surgery 
Classification cases for operation, op- 
erative technic, postoperative complica- 
tions, discussion donor material, pres- 
ervation and handling donor material, 
results. 
COURSE 175 
Periods Th-1, F-1 
OLIVE PECK 
Cleveland, Ohio 


Room 


1 VITATI 
The Value Sight Saving Classes the 
Education the Poor-Sighted 

discussion the education the 
school child with visual difficulties. re- 
view the types cases referred; meth- 
ods referral; co-operative plan edu- 
financial support; transportation; 
tuition and educational, social, and voca- 
tional results. Need for the co-operation 
ophthalmologists and educators un- 
derstanding the needs the child. Illus- 
trated. 

COURSE 176 
Room 754 Periods Th-1, F-1 
CHARLES M.D. 
New York, 

Results Retinal Detachment 

Untreated retinal 
degeneration the retina, often fol- 
lowed uveitis and secondary 
Successful treatment depends upon 
knowledge the pathologic factors in- 
volved. These factors are presented 
that the ophthalmologist may recognize 
contraindications operation, perfect his 
operative technic, and increase 
centage cures. 


COURSE 177 
Room 727 Period T-1 
RALPH PINO, M.D. 
Detroit, Mich. 
Medicolegal Ophthalmology 
This course will deal with the laws re- 
lating the ophthalmologist, his priv- 
and responsibilities, compensa- 
laws, standards for evaluation 
isual disability, malingering, malprac- 
the medical witness, and court pro- 
‘dure. The legal aspect rebating and 
evolution law and the the 
\.M.A. will amply considered. 
Note: The economies rebates and re- 
tail profits will further considered 


the course Ophthal- 
COURSE 178 
Room 727 Period W-1 
RALPH M.D. 
Detroit, Mich. 


Ophthalmology 

Medicine, Based science, insep- 
arable from economics. will consider 
the following: (a) methods meeting 
demands for wider distribution oph- 
thalmologic care, (b) expense training 
ophthalmologist, (¢) cost giving 

rvice, (d) what the people can afford, 
and (e) the significance retail profits 
cent the practice includes merchandise 
for which the doctor responsible. 


COURSE 179 
Room 796 Periods T-1, W-1 
AVERY PRANGEN, M.D. 
Rochester, Minn. 
Unusual Problems Refraction and 
Muscle Imbalance 

This hour will consist informal 
seminar unusual problems 
tion and extraocular muscle imbalance. 
Case histories will presented means 
slides and blackboard demonstration 
howing the diagnostic features and sig- 
nificant factors each case. Therapeu- 
will discussed. The 
couraged enter freely into the 
sion these cases. The latter part the 
hour will devoted open discussion 
which the participants will encour- 
aged present some unusual problems 
their own this field. 


COURSE 180 
732 Periods 
JAMES REGAN, 
Boston, Mass. 


Various Tests for Astigmatism 


COURSE 181 
Room 796 Periods Th-1, F-1 
SHALER RICHARDSON, M.D. 

Jacksonville, Fla. 

Management 
study has been made 
ogists’ offices various sections the 
country. There will discussion made 
record keeping, both clinical and fi- 
nancial. arrangement will dis- 
cussed with emphasis innovations that 
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may make offices more comfortable and 
expedite the handling patients. 


COURSE 182 
Periods F-3 
ROY RISER, M.D. 
Park Ridge, 
presentation kodachrome fundus 
photographs exhibiting variety con- 
genital and acquired conditions. Differen- 
diagnosis will and the 
progress certain interesting cases noted 


Room 


Diagnosis 


stressed 


COURSE 183 
Room 777 Periods T-3, W-3 
HELEN ROBINSON, M.D. 
Chicago, 
INVITATION 
The Retarded Reader and the Causes 


COURSE 184 

Room 738 Periods Th-2, F-2 
KENNETH ROPER, M.D. 

Chicago, 

Chemotherapy 
the chemotherapy, during the 
past few the advances have been 
the nature consolidation rather than 
spectacular new discoveries. New prep- 
arations that have some advantages over 
the well-tried favorites will discussed 
The value penicillin and the scope, lim- 
itations. and dangers associated with the 
drugs the sulfonamide group will 
reviewed. 

COURSE 185 
Room 786 Periods T-2, W-2 

RUNDLES, M.D. 
Flint, Mich. 


LY INVITATION 
Streak 
COURSE 186 
Periods T-3, 
RALPH RYCHENER, M.D. 
Memphis, Tenn. 
External Diseases the Eye—Differential 
Diagnosis and Treatment 


Room 


kodachrome exposition usual and 
unusual conditions the lids, conjunc- 
tiva, and cornea, including the allergies, 
oculoglandular syndromes, granulomata, 
lacrimal affections, malposition lid 
borders and ptosis. 

One hundred fifty illustrations vari- 
ous pathologic states with concise and 
pertinent remarks regarding their mode 
treatment. 


COURSE 
Periods T-3. W-3 
HAROLD M.D. 
Philadelphia, Pa. 


781 


Injury and Ciliary 

The anatomy and physiology the iris 
and ciliary body relation ocular in- 
juries are briefly reviewed. 
tion injuries the iris and ciliary 
attempted. Treatment, especially relat- 
ing the major namely 
lens injuries, sympathetic ophthalmia. 
traumatic iridocyclitis, secondary glauco 
ma. and hyphemia, outlined 


COURSE 188 
VICTOR SIMPSON, M.D. 
Washington, 
The Treatment Myopia—Glasses and 
Medical Adjuncts 
The myopia with glasses 
will fully discussed this course. The 
newer types lenses available and the 
most satisfactory bifocals will shown 
The present status the medical treat 
ment adrenalin, vitamins. and exer- 
cises will reviewed. 


COURSE 189 
Room 786 Periods Th-2, F-2 
DANIEL SNYDACKER, M.D. 
Chicago, 
Treatment Hyperphoria 
Diagnosis and diagnostic methods will 
briefly discussed, and simple 
classification with 
prisms, surgery and will dis 


cussed relation this classification 


COURSE 190 
Room 713 Periods Th-2. F-2 
SCOTT STERLING, A.B. 
Rochester, 
RY INVI TOON 
Lens—Practical Optics 
this course review will given 
the significant optical 
the various types single vision and 
focal with 
the advantages and disadvantages each 
Emphasis will placed upon the practi 
cal problem establishing 
which the ophthalmologist may 
suitable lens types for specific cases. 


characteristics 
discussion 


lenses, 


select 


COURSE 191 


Room 713 Periods T-2. W-2 


GEORGE STINE, M.D. 
Colorado Springs, Colo. 


q 


OPHTHALMOLOGY 407 


Retinal Detachment—Diagnosis and 
Location Tears 
The theoretical aspects retinal locali- 
application will described and demon- 
strated. various methods, such 
the method disk diameters, dioptric ele- 
vation, transillumination, and perimetric 
methods, especially that devised the 
lecturer, will described and illustrated. 
Recent advances correcting for merid- 
ian well limbus distance shift will 
discussed, all which add precision 
practical application. 


COURSE 192 
Room 715 Periods W-3 
KENNETH SWAN, M.D. 
Portland, Ore. 


Therapeutic Principles 


COURSE 


Room 744 Period 
Room 777 Period F-1 


EDWIN TAIT, M.D. 
Norristown, 
and Convergence Reflexes 


and convergence are 
onsidered terms the stimuli which 
produce them responses. 

Most accommodation and binocular vi- 
ion abnormalities are the result defi- 

encies these reflexes. this basis, 
therefore, clinically useful classification 
abnormalities can established, af- 
ording rational basis for orthoptic, re- 
surgical corrective procedures. 


COURSE 194 

713 Periods Th-3, F-3 
PHILLIPS THYGESON, M.D. 

San Jose, Calif. 

The Herpetic Viruses and Their 

Ocular Manifestations 
COURSE 195 

Room 716 Periods T-1, W-1 
ARNO TOWN, M.D. 


New York, 

with Contact Lens Fittings 
This course consists discussion 
rious types contact lenses with 
discussion the optics involved, the 
thod contact-glass refraction and 

technic for making impressions. In- 
ided detailed description the 
encountered 


work and the steps that can taken 
effort overcome them. The faults 
and fallacies some the ideas about 
contact glasses are discussed, and plea 
made for better ophthalmologic under- 
standing the problems involved. 


COURSE 196 
Room 728 Periods T-2, W-2 
DWIGHT TOWNES, M.D. 
Louisville, Ky. 
Hyperphoria 
brief review the pertinent ana- 
tomic features; physiology the external 
muscles; the various tests, particularly 
those most important reaching dif- 
ferential and the principles 
treatment. 
COURSE 197 
Room 727 Periods T-3. W-3 
MANUEL TRONCOSO, M.D. 
New York, 

The Clinical Application Gonioscopy 
This course will deal with the clinical 

applications gonioscopy studying: 

Technic examination the angle 
the anterior chamber. Contact glas- 
ses: 
Troncoso binocular gonioscope. The 
slit lamp microscope gonioscope. 

The structure the angle normal 
eyes. Blood Schlemm’s canal. 

Congenital anomalies the chamber 
angle: colobomas, irideremia, megalo- 
cornea, buphthalmos. 

Injuries: iridodialysis, detachment 
ciliary body, foreign bodies. 

Uveitis, development synechias. 

Tumors the iris and ciliary body: 
benign and malignant melanomas, 
cysts, etc. 

Glaucoma: formation synechias. 
The two types primary glaucoma. 
Congestive narrow angle glaucoma. 
Simple wider angle. Secondary 
glaucoma. 


Postoperative gonioscopy. The angle 
after operations; iridectomy, trephin- 
ing, cyclodialysis, iridencleisis, post 
cataract, ete. 


COURSE 198 
Room 738 Periods Th-3, F-3 
DERRICK VAIL, M.D. 
Chicago, 
Blood Supply the Optic Nerve— 
Clinical Signs 
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COURSE 199 
Room 712 Periods T-1, W-1 
LUDWIG VON SALLMANN, M.D. 
New York, 
Antibiotics Ophthalmology 


COURSE 200 


Room 777 Period T-2 
Room 744 Period W-2 
WEISSER, M.D. 


Pittsburgh, Pa. 


Differential Diagnosis and Treatment 
Iritis 

factors. Gross characteristics 
iritis and comparison with similar dis- 
eases. Important office procedures and 
differential examinations with emphasis 
slit lamp studies. Laboratory studies 
indicated. Consultations suggested. Time 
honored therapy. Newer treatment en- 
deavors, including chemotherapy and an- 
tibiotics. Results therapy. Complica- 
tions and sequelae. 

COURSE 201 
Room 710 Periods Th-1, F-1 
HAROLD WHALMAN, M.D. 

Los Angeles, Calif. 
Nonspecific Foreign Protein Therapy 
Ophthalmology 

discussion the biologic aspects 
the foreign protein reaction, its influence 
upon immunity, and its application 
ophthalmology. number useful 
agents will described and methods 
administration outlined. 


HOME STUDY COURSE 
DISCUSSION PERIODS EYE 


The following instruction courses are 
intended, primarily, for physicians who 
have completed, who are taking, the 
Home Study Course Ophthalmology 
sponsored the Academy—or similar 
course. Members the Home Study fac- 
ulty, and other 
their respective fields, will present 
answer questions discuss problems 
which have arisen from the suggested 
reading the monthly quiz sheet sent 
registrants the Home Study Course. 

Tickets for each discussion period may 
purchased individually, $1.50 per 
hour. The students are urged bring 
their problems the lecture room, 
write advance one the faculty 
members. 


HOME STUDY 
Room 17—Club floor 
Anatomy 
Bruce Fralick, M.D. 
Ann Arbor, Mich. 
Raymond Meek, M.D. 
New York, 


Period T-1 


HOME STUDY 
Club floor 
Embryology 
Bertha Klien, M.D. 
Harold Falls, M.D. 
Ann Arbor, Mich. 
John Henderson, M.D 
Ann Arbor, Mich. 


Room Period T-2 


HOME STUDY 
Club floor 
Physiology 
Hendrie Grant, M.D 
St. Paul, Minn. 
Francis Heed Adler, 
Philadelphia, Pa. 
George Guibor, M.D. 
Ottawa, 


Room Period T-3 


HOME STUDY 
Club floor 
Optics 
Scott Sterling, A.B 
Rochester, 
Y INVITATION 

Paul Boeder, Ph.D. 
Southbridge, Mass. 


Y INVITATIO® 


Room Period 


HOME STUDY 
Club floor 
Refraction 
Avery Prangen, M.D 
Rochester, Minn. 
William Crisp, M.D. 
Denver, Colo. 
Daniel Snydacker, M.D. 
Chicago, 
Thomas Allen, M.D 
Chicago, 


Room Period W-2 


HOME STUDY 
Club floor 
External Diseases 
Conrad Gemeroy, M.D. 
Detroit, Mich. 
James Allen, M.D. 
Iowa City, lowa 
Samuel Key, M.D. 
Austin, Texas 


Room Period 


Pony 
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HOME STUDY HOME STUDY 
Room floor Period toom floor Period F-1 
Biomicroscopy 
Robert Masters, M.D. 
John M.D. Indianapolis, Ind. 
New York, Harvey Thorpe, M.D. 
John Evans, M.D. Pittsburgh, Pa. 
Brooklyn, Everett Goar, M.D. 
Houston, Texas 
HOME STUDY HOME STUDY 
Room 17-—Club floor Period Th-2 Room floor Period F-2 
Pathology 
Muscles Georgiana Theobald. M.D. 
Conrad Berens. M.D Oak Park, 
New York, Michael Hogan, 
Paul M.D. San Calif. 
Summit. Col. Ash, M.C. 
Washington, 
Helenor Campbell Wilder 
Room Club Period HOME STUDY 
Ophthalmoscopy Room floor Period F-: 
Bedell. M.D Pharmacclogy and Therapeutics 
Portland, Ore. 
Cecil W. Lepard. M.D Parker Heath. M.D. 
Mich Boston, Mass. 
CONTINUOUS COURSES OTOLARYNGOLOGY 
Room 713 Periods 716 Periods W-4, 
Th-4, Th-5 COURSE 
Room 716 Periods Th-4, Th-5 


FRANZ ALTMANN, M.D. 


Galveston, Texas 


INVITATI 
New York, 
Histopathology the Ear Value the Otolaryngologist 

Limited individuals who have taken Dr. Blocker’s two-hour course 


ciples Plastic Surgery Practical Val- 
its equivalent. 


Low and high power study sections twice Course and Course 53. 


the temporal bone covering the com- Please select course number according 
pathologies there encountered. Par- the day which you wish 
ular attention will paid otosclero- This course will designed cover 


and related bone diseases well application certain principles 
flammatory and neoplastic diseases. The plastic surgery. 
period will largely lantern slide cisions and methods closure will 
the remaining periods the discussed detail along with the use 
udents will study the actual specimens. prostatic appliances the treatment 


| 
3 
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- 


intra-oral and facial defects. Methods 
designing and applications flaps and 
grafts will given. Some attention will 
given procedures and 
general maxillofacial reconstruction for 
relief congenital and acquired deformi- 
ties. The lectures will illustrated with 


COURSE 


Room 716 Periods M-4, M-5 


COURSE 
Room 716 Periods T-4, T-5 
JOHN BORDLEY, M.D. 
Baltimore, Md. 


BY INVITATION 


The Nasopharynx, Eustachian Tube 
and Middle Ear 


Dr. Bordley’s two-hour course ‘‘The 
Nasopharynx, Eustachian Tube and Mid- 
dle being presented twice 
Course and Course 55. Please select 
course number according day which 
you wish attend. 

This course will take the anatomy, 
physiology and pathology the naso- 
pharynx, eustachian tube and middle ear. 
Special attention will paid the meth- 
ods examination, diagnosis and indica- 
tions for treatment the hyperplastic 
lymphoid tissue the nasopharynx with 
radium. 


COURSE 
Periods M-4, M-5 
COURSE 
Room 784 Periods T-4, T-5 
JAMES BARRETT BROWN, M.D. 


St. Louis, Mo. 
ny INVITATION 


Room 784 


Carcinoma the Face and Jaws 
Management Compound Facial 
Injuries and Late Repairs 


A two-period course $3.00 

Dr. Brown’s two-hour course 
noma the Face and Jaws. Management 
Compound Facial Injuries and Late Re- 
being presented twice Course 
and Course 57. Please select course 
number according day which you 
wish attend. 

Typical simple and compound facial in- 
juries will discussed and methods 


repair given outline. Movies repre- 
sentative lesions carcinoma about the 
mouth will shown well operation 
for metastatic glands the neck 


COURSE 
Room 784 Periods Th-6 
RAYMOND CARHART, Ph.D. 
Evanston, 


BY INVITATION 


Audiometric Technic and the 
Fitting Hearing Aids 


al three hertod COUNSE $4 0) 


The first part the course devoted 
the pure tone audiometer. The theory 
and practice audiometry are covered 
detail. The use the audiometer 
diagnostic tool discussed with special 
emphasis its application relation 
functional tests hearing. Standards 
and procedures for calibration and main 
tenance audiometers are outlined. The 
application auditory masking 
plained. Group audiometry, methods 
exposing malingering and 
tation audiograms are considered. 

The second part the course reviews 
the newer tests hearing based 
standardized speech. The principles, pro- 
cedures, and equipment for obtaining 
speech reception threshold are discussed 
The nature and application speech dis- 
crimination tests problems are 
demonstrated. Emphasis given the 
way which speech tests can help the 
otolaryngologist meet the needs pa- 
tients with permanent loss hearing 
Emphasis also given the combined 
interpretation speech tests and audio 
metric particularly they 
late prescribing hearing aid. 

The last part the course devoted 
hearing aids. The construction the 
typical hearing aid and the main fea 
tures hearing aid function are discus- 
sed. Contemporary hearing aids are 
viewed. Tests useful the 
proper hearing aid for patient are out 
lined. Practical features convenience 
breakdown, maintenance, and repair 
reviewed. 

The course concludes with analysi: 
the interdependence between 
practice otolaryngology and the spe 
facilities for audiologic 
which have arisen recent years. 


4 
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COURSE 
Room 796 Periods M-5, T-5. W-4 
CLERF, M.D. 
Philadelphia, Pa. 


Causes Hoarseness With Particular 
teference Treatment 


This course devoted brief con- 
sideration the symptom 
and the diagnosis conditions producing 


Diseases the larynx are discussed 
pecially from the standpoint treatment, 


and many the more common typical 
and atypical laryngeal lesions are shown 
kodachrome with movie film. 


COURSE 
Room 726 Periods M-4, M-5 
COURSE G61 
Room 726 Periods T-4, T-5 
STUART CULLEN, M.D. 
lowa City, 


Practical Aids 
sate and Satisfactory Anesthesia 
for Otolaryngologic Surgery 


fe} course $3.00 


Cullen’s two-hour course 
Safe and Satisfactory Anesthesia 
nted twice Course and Course 61. 
select course number according 
day which you wish attend. 
Experience with this course during the 
demonstrated that the 
otolaryngologists 


has 
tors which 
interested are the proper use pre- 
sthetic medication with morphine, 
polamine, and the short acting barbitu- 
tes. the use the endotracheal technic, 
rational use pentothal for anes- 
sia the intravenous route, regional 
for head and neck work, the safe 
cocaine and similar drugs, recog- 
and treatment reactions these 
and the use curare for difficult 


st years 


most 


hese are the elements that will 
this two-hour continuous 
se. The discussion will detailed 


limited the practical aspects. Spe- 
examples will used where possible 
illustration the material slides 
done where feasible. 


utilized the 
medication, 


The first hour will 
discussion preanesthetic 
the endotracheal technic and the use 
pentothal. The second hour will de- 
voted the consideration the use 
cocaine and similar drugs, the reactions 
these the regional blocks adapt- 
surgery, and the 
use curare for difficult endoscopies. 

mentals discussed the course 
should result more co-operative, com- 
fortable and satisfied patients, safer and 
more convenient use pentothal, exten- 
sion surgery under block anesthesia, 
safer and better results with cocaine, and 
facilitation the difficult 
patient 


endoscopy 


COURSE 
Periods T-4, T-5, T-6 
W-4, W-6 
EDMUND FOWLER, JR., M.D. 
FERNAND MONTREUIL, M.D. 


Room 713 


JOHN HAUSS, M.D. 
INVITAT 
New York, 
Histology the Ear 
Low and high power study horizon- 
tal and vertical sections through the tem- 


poral bone various critical levels. 
The aim the course teach the 


participants enough cross-section anatomy 
the temporal bone that when they 
see medical illustrations histologic ma- 
terial they will oriented. Each partici- 
pant will study selected serial sections 
the temporal bone, color and label trac- 
ings identify the important struc- 
tures. High and low power microscopes 
will available for each student, but 
requested that each participant pro- 
vide himself with box hard colored 
pencils. 


COURSE 
Periods W-5, W-6 
COURSE 
726 Periods Th-5, Th-6 
HILDING, M.D. 

Duluth, Minn. 
Physiology the Nose and Sinuses 
$3.00 
Dr. Hilding’s two-hour course 
the Nose and being 


Room 726 


Room 


vl two-period COUrSE 


ology 


INVITA - 
é 


4 
~ 
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presented twice Course and Course 

64. Please select course number accord- 

ing day which you wish attend. 
This course cover following: 

Some aspects the physiology 
smell. 

The course air flow and variations 
its rate. 

Physiology the sinuses and intra- 
nasal structures. 

Changes inspired air preparing 
for alveoli. 

Functions the respiratory epithel- 
ium and disposition foreign ma- 
terial. 


COURSE 
Periods W-4, W-5 
COURSE 
Room 784 Periods Th-4, Th-5 
HUFFMAN, M.D. 
Iowa City, Iowa 


Room 784 


Plastic Reconstruction 
the Nasal Septum 
A two-period course $3.00 

Dr. Huffman’s two-hour course 
Reconstruction the Nasal 
being presented twice Course and 
Course 66. Please select course number 
according day which you wish 
attend. 

This course includes new concept 
and approach surgery the nasal 
septum, the new concept being that the 
septal cartilage acts support the 
external nose only when there exces- 
sive searring the septal mucosa. 
plastic reconstruction the septum, the 
entire septal cartilage removed and 
either replaced with the patient’s own 
cartilage preserved cartilage. This 
operation allows correction defects 
the anterior-most portion the septum 
without fear subsequent saddle nose. 

COURSE 
Room 786 Periods M-4, T-4, W-4 
CHEVALIER JACKSON, M.D. 
Philadelphia, Pa. 


Problems Technic 
Peroral Endoscopy 
course—$4.50 
Consideration location and character 


room suitable for endoscopic clinic. 
Lighting and other facilities required. 


Types table and other 
strumentarium for various kinds en- 
clinics. Anesthesia. Demonstra- 
tion position patients for direct 
bronchoscopy, esophago- 
means motion picture films. Technic 
especial attention the principal diffi- 
culties and ways them. 
Technie use forceps for broncho- 
biopsy and removal benign tu- 
mors. 
Technic catheterization segmental 
bronchi. Solution typical mechanical 
problems foreign body extraction. 


COURSE 
Periods W-6 
COURSE 
Room 796 Periods Th-5, Th-6 
JULIUS LEMPERT, M.D. 
New York, 


Room 796 


Modern Temporal Bone Surgery 

Dr. two-hour course ‘‘Mod- 
ern Temporal Bone Surgery” being pre 
sented twice Course and Course 69. 
Piease select course according 
day which you wish attend. 

Raison plus lantern slide demon- 
stration and description new surgical 
technics developed and employed advan- 
tageously for: 

Exostosis the external auditory can 
al; correction postauricular fistula; 
radical simple mastoidec- 
sinus thrombosis; middle fossa 
scess; posterior fossa abscess; suppura- 
tive suppurative 
facial nerve repair; modified radical mas 
toidectomy; improvement hearing 
otosclerosis; decompression 
labyrinthine hydrops; relief tinnitus 
aurium. 


COURSE 
Periods M-5, 
COURSE 
Room 786 Periods T-5, 
WERNER MUELLER, M.D. 
Boston, Mass. 


Room 786 


Practical Audiometry 
course—$3.00 
Dr. Mueller’s two-hour course ‘‘Pract 
cal being presented 


OTOLARYNGOLOGY 


Course and Course 71. Please select 

course number according day which 

you wish attend. 

Practical versus audiometry. 

need sound-proof rooms? 

voice test and why important 
to us. 

throw away your tuning forks 
yet. 

and decibels made easy. 

The audiometer and how use it. 
What tells and what 

The interpretation audiograms 


COURSE 
Room 712 Periods T-4, T-5 


COURSE 
Room 712 Periods Th-4, Th-5 
HENRY ORTON, M.D. 
Newark, 


Applied Surgery the Neck 


course—$3.00 


Dr. two-hour course ‘‘Applied 
twice Course and Course 73. Please 
course number according day 
which you wish attend. 

The course will include the surgical 
procedures the neck, reviewing very 
riefly the facial planes, surgical land- 

irks, and the important anatomic lev- 

the neck, before taking the fol- 
ving surgical procedures: 

Surgical approaches deep infections 

the neck; resection submaxillary 
nd; block dissection the neck; thyro- 
sal duct cysts: branchial cysts and 

hygroma colli; tracheoto- 

thyrotomy; laryngectomy; laryngo- 
ryngectomy and plastic repair; lateral 
ns-thyroid pharyngotomy; arytenoidec- 
cervical esophagotomy and cervical 
liastinotomy; 

phrenectomy; approach roots 
hial plexus; operations the thy- 
is; traumatic wounds the neck; 
and ligations. 


the large number surgical 
edures covered within the al- 
time, the history, symptoms, and 
nosis the various conditions will 
eliminated. 


COURSE 


Room 727 Periods W-4, W-5 
COURSE 
Room 727 Periods Th-4, Th-5 


SAHS, M.D. 
Iowa City, Iowa 


Identification the Functional Disorders 
$3.00 


Dr. Sahs’ two-hour course 
tion the Functional be- 
ing presented twice Course and 
Course 75. Please select course number 
day which you wish 
attend. 

fairly large proportion the patients 
the 
functional symptoms, either alone, 
combination with organic disease. This 
presentation directed toward methods 
identification the functional patient. 
This group will classified types, 
pitfalls will emphasized, 
and the general plan management will 
discussed. 


COURSE 


Room 727 Periods M-5, M-6 
COURSE 
Room 727 Periods T-5, T-6 


SCHELDRUP, M.D. 
Iowa City, 


hY INVITATI 


Anatomy the Neck 
course—$3.00 


Dr. Scheldrup’s two-hour course ‘‘Anat- 
omy the being presented twice 
Course and Course 77. Please se- 
course number according day 
which you wish attend. 

The neck will presented simpli- 
fied form based chiefly upon fascial re- 
lations. The connective tissue spaces and 
approaches these will discussed. The 
major nerves and vessels will consider- 
with guides approaching avoiding 
the same. Lantern slides will illustrate 
the discussion. 


COURSE 


Room 786 Periods W-5, W-6 
COURSE 
Room 786 Periods Th-5, Th-6 


SIMONTON, M.D. 
Rochester, Minn. 


J 


414 INSTRUCTION SECTION 


Treatment Chronic 
Suppurative Sinusitis 
course—$3.00 

Dr. two-hour course ‘‘Treat- 
being presented twice Course and 
Course Please select course number 
according day which you wish 
attend. 

broad discussion the treatment 
chronic suppurative sinusitis various 
means currently available given. Drugs, 
physical agents and surgery are consider- 
relation the anatomy, physiology 
and pathology the nose and sinuses. 
Special attention given the combina- 
tion various therapeutic means. The 
aims and special problems sinus sur- 
rather than details operative 
problems arising treating sup- 
purative sinusitis associated with system- 
metabolic and lower respiratory tract 
diseases are considered. 

COURSE 
Periods M-4, M-5 
COURSE 
Room 776 Periods W-5 
JOHN M.D. 
Boston, Mass. 
RY INVITATI 
Selection and Method Administering 
Anesthesia Otolaryngologic Surgery 


Room 776 


course—$3.00 


Dr. Tucci’s two-hour course 
and Method Administering Anesthesia 
Otolaryngologic being pre- 
sented twice Course and Course 81. 
Please select course number according 
day which you wish attend. 

Surgery the head and neck, and more 
particularly the airway, can ac- 
complished quickly and with maximum 
safety only when accompanied judi- 
ciously selected and properly instituted 
methods anesthesia. other branch 
surgery careful technic and experi- 
ence vitally essential. 

Modern concepts this art can answer 
the riddles how may one maintain 
anesthesia the presence cautery, 
what insures the smooth proceeding 
Lynch suspension laryngoscopy, and 
how can the immediate postoperative 
course detached retina, well 
its surgery, made uneventful. 


COURSE 

Periods M-4, T-4, W-4 
GABRIEL TUCKER, M.D. 
JOSEPH ATKINS, M.D. 
WILLIAM LELL, M.D. 


ny INVITATION 
Philadelphia, Pa. 


Room 795 


Laryngeal Surgery 
dl three pen COUrSE $4.50 


Benign tumors the larynx: diag- 
nosis and treatment with observations 
the relationship benign and ma- 
lignant tumors. 

Cancer the larynx: diagnosis and 
treatment, indications surgical 
treatment. 

laryngofissure (thyrotomy). 

thyrotomy with wide excision 
the intralaryngeal structures. 

total laryngectomy: indications 
and 

The management lymph node 
metastasis including block 
tion the neck. 

The results treatment the 
consecutive series over 650 


surgery and irradiation, and irra 
diation alone will discussed. 
Tracheotomy: indications and technic 
postoperative management with ref 
erence the prevention anoxia 
The indications for tracheotomy 
the surgical and irradiation treat 
ment benign and malignant 
mors the larynx. 


COURSE 


Room 795 Periods T-5, T-t 


COURSE 


Room 795 Periods 


COURSE 
Room 795 Periods Th-5, 
FRANK TURCHIK, M.D. 
Bridgeport, Conn. 


The External Nose and the 
Rhinologist Rhinoplasty 


course—$3.00 


Dr. two-hour course 
ternal Nose and the Rhinologist 
being presented three 
Course 83, Course and Course 
Please select course 
day which you wish attend. 


4 
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OTOLARYNGOLOGY $15 


When the rhinologist recognizes: 

The physiologic implications the 

nasal pyramid, 

The extra septal factors that too fre- 
quently defeat his efforts restore 
proper function technically well- 
executed submucous operation, 


only then will the need thorough 

cedures obvious. 
This course will cover: 

Applied anatomy and physiology 
the external nose. 

Deformities the external nose and 
their correction, far time will 
permit. This will include collapsed 
alae, slit nostrils, wide nostrils, wide 
columella, dependent tip, overhanging 
septum, saddle nose, ete. 

Criteria for selection patients: 

(a) Restoration function 

(b) Psychogenic 

(c) Disfigurement 

Lantern slides and motion pictures will 
used demonstrate pathology and 
operative technic. 


COURSE 
Room 712 Periods M-4. M-5 
COURSE 
Room 712 Periods W-4, W-5 
Chicago, IIl. 


RY INVITATION 


Embryology the Ear, Nose and Throat 
Al two period COUrSE $3.00 


course 
“Embryology the Ear, Nose and 
being presented twice 
Course and Course 87. Please select 
course number according day which 
you wish attend. 

Morphogenesis the head and neck 
region whole. 
Development face, nose and para- 


nasal sinuses. 

Primitive pharyngo-branchial arches 
and branchiogenic fistulas. 

Development external middle and 
internal ear. 

Development larynx. Special con- 
sideration maldevelopments. 


INDIVIDUAL COURSES OTOLARYNGOLOGY 


COURSE 301 
712 Periods W-6, Th-6 
HERBERT BAKER, Ph.D. 
Chicago, 
INVITATI 
Organic Speech Disorders: Diagnosis 
and Treatment 
mechanisms speech. 
Disorders the phonatory process. 
Disorders the articulatory process. 
the patient with aspeech 
voice disorders. 
Cleft palate speech. 
Neuromotor speech disturbances. 
nal relationship. 


COURSE 302 
705 Periods M-5, Th-5 
AUGUST BECK, M.D. 
New Rochelle, 
\cute and Chronic Infections the 
Salivary Glands 
Specific inflammations: 
Epidemic parotitis mumps 


Uveoparotid fever 


Acute and sialitis caused 


drugs: 
Those that increase 
cretion. Synonyms ptyalism, 


salivation, sialosis, sialorrhea. 
Mercury, gold, copper, iodine, ja- 
borandi, muscarine, tobacco, bro- 
mides, arsenic, potassium chlorate, 
pilocarpine, bismuth and lead. 
Those that decrease salivary se- 
cretion. Synonyms zerostomia, 
aptyalism, 
Opiates and belladonna. 


infection the salivary glands: 

Acute primary suppurative inflam- 

mation usually involving the pa- 

rotid gland, occurring infants, 

young children, and the newborn. 

Acute inflammation occurring 

deep neck and dental infections. 

exacerbation the chronic 

inflammation wherein calculus for- 
mation occurs. 

infection occurring during 

the course systemic disease 


u 
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after injury surgical opera- 
tion abdominal vis- 
cera. Systemic symptomatic 
parotitis. 

Chronic sialitis: 
Occurs with without calculus 
formation. Cysts. 

Motion picture demonstration opera- 
tion for removal from Whar- 
ton’s duct. 


COURSE 303 
Room 705 Periods M-4, T-4 
IRL BLAISDELL, M.D. 
Syracuse, 
Bronchography 

Introduction. 

iodized oil and other opaque me- 
dia the tracheobronchial tree 
for the purpose lung mapping. 

Indications and contraindications for 
the use iodized oil. 

bronchiectasis, lung abscesses, and 
tumors the lung. 

must determined far pneu- 
monectomy and lobectomy are 
concerned, definite localization 
the pathology important 
well determination the in- 
tegrity one side the chest. 

The relationship the broncho- 
scopist the surgeon. 

The use iodized oil asth- 
matics and other pulmonary con- 
ditions will considered. 

Technics lung mapping. 

The introduction iodized oil 
nasal intralaryngeal 
catheter, through 
cope, and injection 
into the trachea will illustrated 
means colored moving pic- 
tures. 

Consideration bronchograms show- 
ing various types pulmonary path- 
ology will shown, with sequelae 
following the use opaque media. 


COURSE 304 
Room 705 Periods M-6, T-6 
LAWRENCE M.D. 
Minneapolis. Minn. 
Meniere’s Disease 
Historical background. 


Definition: 
Meniere’s disease 
Meniere’s syndrome symptom 

complex 

Pseudo-Meniere’s disease 

Pathology endolymphatic hydrops 
disease). 

Etiology. 

Differential diagnosis. 

Personal experience with therapy: 
Surgical 


COURSE 305 
Room 706 Periods Th-4 
GUY BOYDEN, M.D. 
Portland, Ore. 


Surgical Treatment 
Chronic Frontal Sinusitis 


The greatest obstacle the cure 


frontal sinus disease the problem 
handling the nasofrontal duct. 
opinion, all efforts preserve the naso 
frontal duct are the chief cause the 
failures frontal sinus 
operative procedure for the treatment 
chronic frontal sinus disease will dem 
onstrated. The technic will 
and shown means dissected speci 
thoroughly explained. 

Also will shown the several oper: 
tive procedures used the treatment 
malignant exophthalmos with discussion 
each procedure. 


COURSE 306 
Room 705 Periods W-4, 
HERRMANN BOZER, M.D. 
Buffalo, 


Endoscopic Problems Children 


During this hour the following 
the relation the successful mana: 
ment endoscopic problems 
will discussed: 
room team. 
The importance the co-operation 
the x-ray department both the di: 
nosis and removal foreign bod 
and the securing adequ 
The choice anesthetics. 
The bronchoscopy newborns. 
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The management esophageal stric- 
tures 

General considerations the manage- 

ment foreign bodies children. 


Room 706 Periods T-5. W-5, Th-5 
HANS BRUNNER, M.D. 
Chicago, 


Radical Mastoid Operation 


Principles radical mastoid operation, 
complete and conservative. 

Pathology radical cavity 

Postoperative treatment 


COURSE 308 
Periods W-6, Th-6 
BEN BRYANT, M.D. 

Los Angeles, Calif 


hoom 


The Sphenopalatine Ganglion 


The role the sphenopalatine gang- 
lion will considered trigger zone 
relation certain cephalgias and my- 
algias, well its connection with and 
influence conditions elsewhere the 
basis for this, its anatomy, 
and its anatomic relationship will 
studied The differential diagnosis 
sphenopalatine ganglion neuralgia will 
discussed, and the therapy will de- 
scribed with emphasis placed the prac- 
tical aspect the subject. 


COURSE 309 
Room 706 Periods W-6, Th-6 
HOWARD M.D. 
Toronto, Can. 


Anatomy the Circulation the 
Lateral Nasal Wall 


This course based findings 
irge amount clinical research which 
done the circulation the caver- 
tissue, turbinates and sinuses. Dur- 
this research numerous complete ser- 
sections after injection were obtained 

for study. 

Cross sections the lateral nasal wall 
ere photographed strategic areas and 
continuity the course these ves- 
clear and easy follow. The 
neans which the cavernous tissue 
lood carried back e., 

rough bony canal system within the 


turbinate bones, giving rise certain 
areas bottle necks and back pressure. 
They indicate points mechanical ob- 
struction which may lead formation 
addition the fundamental knowledge 
with which rhinologist should fa- 


COURSE 310 
Room 706 Periods T-6 
JOHN CONVERSE, M.D. 
New York, 
RY INVITATIO? 
The Early Treatment Facial Injuries 


Emergency treatment. 


Clinical examination. 

Classification the injury: 

Fractures. 

Facial injury associated with head 
injury. 

Soft tissue wounds: 
(1) Primary suture. 
(2) Late primary suture. 

Wounds with loss tissue. 

Injury the facial nerve. 

Injury the parotid gland and 
parotid duct. 

Compound fractures. 

Gunshot wounds. 


COURSE 311 
Room 706 Period M-4 
Room 705 Period W-5 
JOHN CONVERSE, M.D. 
New York, 
INVITATI 


Fractures the Facial Bones 


Mechanism production facial in- 
juries. 
The maxillofacial area. 
Its structure. 
Fracture the mandible. 
Class 
Class 
Class 
Fracture children. 
Complications. 
Fractures the maxilla. 
fractures. 
Partial fractures. 
Complete transverse fractures. 
Complications. 
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Fractures the nasal bones and 
tilages. 
Simple fractures. 
Fracture dislocations. 
Comminuted fractures. 
Complications. 
Fractures the malar bones. 
Fracture dislocations. 
Comminuted fractures. 
Complications. 


Complex fractures. 
Fractures with cerebrospinal rhinor- 
rhea. 


COURSE 312 
Room 710 Periods M-4, T-4, Th-4 


KENNETH CRAFT, M.D. 
Indianapolis, Ind. 


Nasal Allergy 


Allergic disease found most com- 
monly the respiratory tract. The rhin- 
ologist should able differentiate, 
least, between allergic and nonallergic 
pathology this particular field. Proper 
treatment measures, course, depend 
upon proper diagnosis. 

This discussion will consider the symp- 
toms, differential diagnosis and treatment 
allergic disease the nose. Practical 
points the recognition and management 
these cases will stressed. Case re- 
ports and slides will shown illus- 
trate various important points and pro- 
cedures. 

Time will reserved for questions 
and general discussion. 


COURSE 313 
Room 710 Periods M-5, T-5 
ARTHUR CURTIS, M.D. 


Ann Arbor, Mich. 
BY INVITATION 


Diagnosis Common Oral Lesions 


Diagnosis oral lesions can 
cult simple problem, depending upon 
knowledge the characteristics the 
lesions commonly seen the mouth, and 
also upon the possibility related lesions 
appearing elsewhere. for 
colored lantern slides 
diagnosis such lesions will dis- 
cussed. 


COURSE 314 
Periods M-4, Th-4 
DAVISON, M.D. 
Danville, Pa. 


Room 711 


Acute Laryngitis and Tracheobronchitis 
Infants and Young Children 


This course will deal primarily with 
the diagnosis and treatment acute 
laryngotracheobronchitis. will include 
discussion the various acute infec- 
tions the larynx and bronchi for which 
direct laryngoscopy and bronchoscopy are 
helpful. 

Methods collecting exudate for accu- 
rate bacteriologic study will presented. 

The practical importance penicillin 
and streptomycin sensitivity 
also 


COURSE 315 
Room 710 Periods W-6 
KENNETH DAY, M.D. 
Pittsburgh, Pa. 


Diagnosis and Treatment Hydrops 
the Labyrinth 


The pathology and symptomatology 
hydrops the labyrinth, labyrinthine 
will described. Differential 
diagnosis between this condition and oth 
ers showing the Meniere syndrome. 
brief discussion the efficacy various 
forms conservative medical therapy 
More detailed discussion surgical pro 
cedures with description the speak- 
er’s operation upon the labyrinth and 
report his results date. 


COURSE 316 
Room 711 Periods W-5 
DEAN, JR., M.D. 
St. Louis, Mo. 


The Applied Anatomy the 
Cranial Nerves 


Each cranial nerve will reviewed 
dividually, stressing the practical point: 
its anatomic relationships. Subject 
discussed will include the neuralgias 
lesions involving the brain the 
muscles, tumors the acoustic 
facial paralysis, the jugular foramen sy! 
drome, paralysis the larynx and pha! 
ynx, the sensation taste, and periphera 
neuritis. 
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COURSE 317 
Room 711 Periods T-6, Th-6 
RUSSELL DECKER, M.D. 
Pasadena, Calif. 


Nasal Hemorrhage 


This common problem facing the 
physicians general and the otolaryn- 
gologist particular. review the 
blood supply the nose and nasophar- 
ynx will discussed. Various procedures 
the control hemorrhage will pre- 
sented and case histories given. The oto- 
laryngologist called upon treat the 
more obstinate cases hemorrhage and 
the factors are many times over- 


looked 


COURSE 318 
Room 711 Periods T-5, W-4 
REED DINGMAN, M.D. 
Ann Arbor, Mich. 


NVITATI 


Due Septal Defects 


The group nasal deformities incident 
underdevelopment, overdevelopment, 
partial complete loss, constrictions, 
deviations, dislocations the nasal sep- 
tum will discussed and methods for 
their treatment outlined and demonstrat- 
diagrams and photographs actual 

The discussion will include the 
management acute traumatic deformi- 
ties well those long standing. 


COURSE 319 
Room 722 Periods M-5, T-5 
WATT EAGLE, M.D. 
Durham, 


some Uncommon But Important 
Otolaryngologic Syndromes 


Some the obscure headaches pains 
the face, pharynx and ear may ex- 
some the more uncommon 
nditions encountered otolaryngologic 
Some the syndromes are: 
ganglion neuralgia, tem- 
romandibular joint syndrome, acetani- 
poisoning and brominism, elongated 
process, bursa, and 
retory otitis media. These topics will 
discussed with emphasis the diag- 
and therapy. 


COURSE 320 
Room 722 Periods M-6, T-6 
JOHN ERICH, M.D. 
Rochester, Minn. 


Cancer the Lips and Mouth 


This course deals with malignant tu- 
mors involving the lips, jaws, antra, ton- 
gue and floor the mouth. The diagno- 
sis such lesions and the treatment 
which has been found most effective 
the Mayo Clinie will discussed de- 
tail. 


COURSE 321 
Room 722 Periods M-4, T-4, Th-4 
MATTHEW ERSNER, M.D. 
Philadelphia. Pa. 


Minor and Major Rhinoplastic Problems 
Confronting the Rhinologist 


The anatomy the external nose will 
discussed general way taking 
into consideration the osseous. mem- 
branous and cartilaginous portions 
and stressing points physiologic 
importance. 

Discussion the nerve supply. 

deviated septum and 
septal deformities with involvement 
contiguous structures. 

The significance displaced colu- 
mella and drooping nasal tip. 

The physiologic importance the up- 
per and lower lateral nasal cartilages 
their relationship respiratory 
function. 

The highlights the physiologic im- 

means various minor and major na- 
sal reconstructions. 

Rhinoplastic procedures the treat- 

ment atrophic rhinitis. 


COURSE 322 
Room Periods M-5, T-5, Th-5 
BROWN FARRIOR, M.D. 
Tampa, Fla. 


Surgery: Indications and Technic 


This course stresses the importance 
conservative measures the treatment 
problems clarify the pres- 
ent-day indications for surgical inter- 
ference. Practical points are presented 
the operative technic the simple 
mastoidectomy, the radical and modified 
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radical mastoidectomy, the surgical man- 
agement facial paralysis and the fenes- 
tration operation for otosclerosis. The 
utilization the primary skin grafts 
stressed for radical and modified radical 
mastoidectomy. 
COURSE 
Room 710 Periods W-4, Th-6 
GILBERT FISHER, M.D. 
Birmingham, Ala. 


The Recognition and Radium Treatment 
Nasopharyngeal Lymphoid Tissue 
the Prevention Conduction 
Deafness 


This course will outline the routine 
examination patients the Hearing 
the Medical College Alabama. 
model will used demonstrate the 
use the electric nasopharyngoscope 
the examination the nasopharynx. The 
technic the use and care the radium 
applicator used the treatment 
nasopharyngeal lymphoid tissue will 
demonstrated. Numerous lantern slides 
showing the audiometric study prior 
treatment and after treatment will 
shown. 


COURSE 324 
Room 731 Periods M-4, T-4, W-4 


FURSTENBERG, M.D. 
Ann Arbor, Mich. 


Organic Neurologic Considerations 
Interest Rhinolaryngology 

anatomic study combined with 
discussion clinical manifestations pro- 
duced lesions which affect 
the laryngeal nerves, the olfactory nerves 
and the nerve supply 
glands. Central lesions producing laryn- 
geal paralysis and those causing dis- 
turbance the sense smell and 
dysfunction the salivary glands are 
particularly emphasized. 
sions the facial nerve are described 
and methods restoring function are 
offered. this connection, end-to-end 
anastamosis and the nerve implant are 
described detail. 


COURSE 325 
Room 724 Periods M-6, T-6, W-5 
JOSEPH GILBERT, M.D. 
Brooklyn, 


Surgical Physiology the External 
Nasal Pyramid 


Surgical physiology the external na- 
sal pyramid will discussed from 
wide angle, include: 

Position, size and shape nose re- 
lation respiration; function nares, 
vestibule, upper lateral cartilages and 
septum; relation external nasal pyra- 
mid correlation volume air en- 
tering lungs with volume blood passing 
through them; mixing and maintenance 
volume air alveoli; degree in- 
trathoracic pressures, and function 
nose receptive organ and regulator 
the Hering-Breuer reflex. 

Application physiologic concepts 
surgery will stressed. 

COURSE 326 
Room Periods Th-5 
WILLIAM GILL, M.D. 
San Antonio, Texas 


External Otitis 


classification the various clinical 
types inflammation the external ear 
will presented with discussion the 
differential diagnostic features each 
type. Clinical and laboratory diagnostic 
aids will considered. Otomycosis will 
especially emphasized. Therapeutic 
measures employed treating the vari- 
ous types otitis externa will reviewed 
and the antibiotics and newer fungicides 
considered. Prophylactic mea- 
sures will included. 


COURSE 327 
Room 722 Periods W-5, Th-5 


ROBERT GOODALE, M.D. 
Boston, Mass. 


Frontal Sinus Surgery 


The discussion the diseases the 
frontal sinus and their treatment will 
considered the basis of: 

Clinical picture. 

Anatomy. 

Selection suitable operative proced 

ures. 

description commonly accepted 
operative procedures and discus- 
sion the salient features. 

Causes for surgical failure and meth 
ods recommended prevent sucl 
failure. 

Postoperative care the patient. 


iw 
. 
lk 


COURSE 328 
Room 734 Periods M-4, T-4 
HENRY GOODYEAR, M.D. 
Cincinnati, Ohio 


Neck Infections. Practical Points 
Involving the Pharynx and Spaces 
Neck and Mouth 


General and local treatment plus nasal 
feeding where indicated. 

Agranulocytic angina and the use 
pyridoxine. 

angina and the use copper 
sulphate solution. 

Method aspirating retropharyngeal 
abscesses. 

Peritonsillar infection; anesthesia, in- 
dications for enucleation. 

Infections the jugular vein. Indica- 
tions for ligating the carotid artery. 

External and internal 
pharyngomaxillary infections; infections 
the submaxillary gland and the removal 
through the floor the mouth. 

Ludwig's angina, its approach and re- 
lation the molar teeth. 

Slides and anatomic specimens. 


COURSE 
722 Periods W-6, Th-6 
COLBY HALL, M.D. 
Los Angeles, Calif. 


Room 


Deep Neck Infections—Clinical Aspects 


proach the patients with acute neck in- 
fections will outlined follows: 
The immediate and emergency treat- 

ment. 

Systematic history and physical. 

Treatment. 

Applied anatomy—insufficient ex- 

plain signs, symptoms, and treatment. 

Discussion practical important 

points which are commonly met with 

neck infections. 

hoped that time will permit some 

neral discussion. 


COURSE 330 
Periods M-4, W-4, Th-4 
FRENCH HANSEL, M.D. 
St. Louis, Mo. 
the Nose and Paranasal Sinuses 
the discussion this subject will 
considered the fundamental principles 


diagnosis and treatment. new rapid 
technic staining ocular, nasal, and 
bronchial secretions will demonstrated. 
Among the various methods treatment, 
detailed considerations will given 
dust therapy. 
COURSE 331 
728 reriods M-4, T-4 
Cleveland, Ohio 


Room 


The Hemorrhage 
Otolaryngology 


method localizing and controlling 
hemorrhage from both the upper and low- 
respiratory tract will presented. 

Nasal hemorrhage the massive, se- 
vere type originating the posterior half 
the nose, and the more common but 
less severe type from the anterior half 
the septum can readily controlled 
short-wave electrocautery applied 
the bleeding vessel insulated metal 
suction tip devised both for suction and 

The same method used control- 
ling bleeding from the tracheobronchial 
tree. The insulated cautery suction tip 
applied the bleeding area the bron- 
chus through the bronchoscope. 

hereditary hemorrhagic telangiec- 
tasia and hemophilia, control hemor- 
rhage from the mucous 
quires special consideration. 

Esophageal hemorrhage and the meth- 
ods control will presented. 

The role absorbable and 
agents hemostasis, the field oto- 
will discussed. 


COURSE 332 
Room Periods W-6, Th-6 
FRED HAVENS, M.D. 
Rochester, Minn. 


Plastic Repair Extensive Deformities 
the Face 


Extensive deformities the face may 
result from trauma from the treat- 
ment disease. Lesions which may lead 
extensive deformity will discussed 
briefly and methods repair such de- 
formities and those resulting from 
trauma will illustrated and discussed 
considerable detail. Owing the fact 
that correction major deformities 
the face may present unusual problems, 
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the discussion necessarily will touch upon 
variety methods—skin grafts, cartil- 
age, bone, dermal and fat implants, use 
adjacent tissue, forehead and sickle 
flaps well tubes and flaps from 
more distant parts. 


COURSE 333 
Periods M-6, T-6 
JEROME HILGER, M.D. 
St. Paul, Minn. 


Autonomic Dysfunction Otolaryngology 


Room 


The concept nonsuppurative infec- 
tion has played important role oto- 
laryngic thinking past decades. 
now giving way the knowledge that 
vasomotor changes peripheral 
tissues can produce edema many or- 
gans with resultant symptomatology and 
even irreversible tissue change. Dynamic 
vasomotor mechanisms which are basic 
wide variety cranial symptoms com- 
monly observed otolaryngology are 
mediated through the autonomic nervous 
system. Knowledge the function 
the autonomic nervous system appears 
primary importance the spe- 
cialty otolaryngology. Its application 
and integration the problems oto- 
laryngology the subject this one- 
hour discussion. 


COURSE 334 
Periods M-5, Th-4 
HILL, M.D. 
Waterville, Maine 
Common Mistakes Made the 
Practice Otolaryngology 


Room 731 


Errors are inevitable but should prove 
invaluable lessons the conscientious 
physician. The course will devoted 
discussion errors the practice 
otolaryngology based upon eight years 
professional audit. Illustrative exam- 
ples will included. 


COURSE 335 
Room 731 Periods M-6, T-6 
PAUL HOLINGER, M.D. 
Chicago, 


Photography Otolaryngology and 
Broncho-Esophagology 
Principles endoscopic photography 
will comprise the basic subject this 
course. These will consist general 
consideration illumination, finding and 
focusing, types endoscopes, criteria 


for judging cameras and other equipment, 
and evaluation results obtained. The 
specific problems encountered photog- 
raphy the various endoscopic fields 
the ear drum, anterior nasal chamber 
and postnasal space, the pharynx, 
tracheobronchial tree, and esophagus 
will presented, with methods now 
use for photography each. 
COURSE 336 
Room 731 Periods W-6, Th-6 
PAUL HOLINGER, M.D. 
Chicago, 


Management Diseases the Esophagus 


The management 
esophagus remains largely the hands 
the otolaryngologist doing endoscopic 
work. This course will present the clini- 
cal and pathologic aspects diseases 
the esophagus from the endoscopic stand- 


diseases the 


point. Methods examination, including 
special roentgen-ray examinations, and 


peroral esophagoscopy 
will discussed detail. The newer as- 
pects treatment 
esophagus such the injection esopha- 
geal varices and the various surgical pro 
cedures employed the treatment 
carcinoma the esophagus, extreme car 
diospasm, congenital esophageal atresia 
and atresias due caustics will pre 
sented. 


diseases the 


COURSE 337 
Room 726 Periods M-6, T-6 
GORDON HOOPLE. M.D. 
Syracuse, 
Otitis Media With Effusion 


Diseussion etiologic factors. 

Diagnostic features: 

History. 

Hearing test. 

Otoscopic examination. 

Paracentesis. 

Treatment discussion will directed 
therapy patient and care 
eal condition. 

Prevention future attacks. 


is 


COURSE 338 
Room 796 Periods M-4, T-4, Th-4 
BAYARD HORTON, M.D. 
Rochester, Minn. 


BY INVITATI 


Headaches and Head Pains 
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The specific types headaches and 
head and face pains, the recent advance- 
ments their treatment, and the pain 
mechanisms involved will considered. 
There will discussion the differen- 
tial diagnosis and treatment the vari- 
ous syndromes, including the migraine 
and cephalgia. The clinical 
features such location and distribution 
the pain, associated ophthalmologic 
and rhinologic manifestations will em- 
phasized aid classification. Each 
clinical entity will clearly illustrated 
technicolored movies. 


COURSE 339 
Periods M-4, T-4, W-4 
HOWARD HOUSE, M.D. 
Los Angeles, Calif. 


Room 


Technic Endaural Mastoid Surgery 


this course the endaural incisions 
and the endaural approach mastoid 
surgery will described and illustrated 
detail. 

selected cases chronic ear disease 
with serviceable hearing the modified 
radical (antro-atticotomy) the proced- 
This operation will dis- 
detail and illustrated 
and motion 


ure choice. 
cussed minute 
kodachrome slides 
tures. 

selected cases chronic ear disease 
which not respond other forms 
therapy the endaural radical mastoid 
(mastoidotympanectomy) the proced- 
ure choice. method identifying 
the facial nerve early the course the 
operation will described. The technic 
this operation will discussed de- 
tail and will illustrated koda- 
hrome slides and motion pictures. 

Postoperative care and the end results 
expected these cases will brief- 

presented. 


COURSE 340 
Room 728 Periods M-5, T-5 
ARTHUR JUERS, M.D. 
Chicago, 


Hearing Tests 


The sound applied the 
inical aspects hearing tests will 
iefly reviewed. Possible errors the 
rformance and interpretation the 
ual tuning fork tests and audiometric 
aminations will discussed. Illustra- 


tive audiograms will shown indicate 
the diagnostic limitations various types 
curves and show the need for doing 
bone conduction audiometry and routine 
tuning fork tests for diagnostic purposes. 
tween pure tone audiometry and speech 
reception tests. The discussion will di- 
rected particularly toward the application 
these various tests selecting patients 
suitable for fenestration. 
COURSE 341 
Periods M-5, 
DABNEY KERR, M.D. 
Iowa City, 


BY INVITATI 


Room 


Primary Principles X-ray Therapy 

This discussion will cursory pre- 
sentation the basic nature toentgen 
and radium radiations and brief analy- 
sis their effects. The rationale 
their use the treatment benign 
and malignant lesions will presented 
and this will followed discussion 
irradiation specific disease entities. 


COURSE 342 
Room 728 Periods W-5. Th-5 
CHARLES KINNEY, M.D. 
Cleveland, Ohio 
Practical Office Audiometry 

General consideration: 

Accurate hearing testing and experi- 
mental work along these lines requires 
considerable technical training and 
extensive equipment. The average 
otologist can per cent good 
work with little practical common 
sense, understanding, and more 
equipment than audiometer. 

quick practical way survey all 
new patients presented, thus elim- 
inating the old watch tick and spoken 
voice tests. 

Accurate audiometric diagnosis: 

traneous noises. So-called 
proof NOT necessary. 

Consideration the audiometer 
with particular reference fre- 
quent office calibrations. 

How get the audiometer out 
from under stack medical 
journals. 

Practical points the record- 
ing and evaluating findings. 
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COURSE 343 
Periods W-6, Th-6 

KOS, M.D. 
Iowa City, 

The Evaluation and Treatment 

Tympanic Otopathies 

The course shall consist discussion 
fundamental physical principles and 
concepts infection and their relation 
chronic tympanic disease. This shall 
constitute justification for instrumental 
technics, some old, some new, found 
essential the evaluation and treat- 
ment the chronically infected ear. 
return the artful technics the pio- 
neers otology, coupled with the highly 
developed endaural procedures introduced 
Lempert, elevate this specialty 
methodical level heretofore unattained. 
Treatment may instituted with greater 
regard for the functional capacity the 
middle and inner ear and with further 
assurance that the tissues the middle 
ear may respond satisfactorily surgical 
intervention becomes necessary 
deemed advisable. 


Room 728 


Modern otology exacting science 
requiring considerably more than “ear 
and occasional sporadic treatments 
aspirators, culture traps, irrigators, in- 
flators and insufflators. All, familiar but 
frequently neglected, are invaluable in- 
struments with which the otologist may 
confidently attend the tympanic otopa- 
thies. 

COURSE 344 
Room 732 Periods T-6, W-6, Th-6 
LEDERER, M.D. 
Chicago, 


Clinical Evaluation and Treatment the 
Chronic Suppurating Ear 

There still need for urgent care 

acute middle ear suppuration. Antibiotics 

have been credited rather enthusiastically 

with the curtailment mastoid compli- 


cations. While admittedly true some 
extent, they nevertheless have allowed 
many patients the opportunity sur- 


mounting the barrier acute inflamma- 
tion without, however, completely avoid- 
ing the possible ravages chronic sup- 
puration, with its handicapping, life-en- 
dangering and even death-dealing future. 

The medical and surgical criteria will 
briefly outlined and assessed. Practi- 
cal consideration will given diagnos- 
tic signs and therapeutic methods. 


COURSE 345 
Room 732 Periods W-5, Th-5 


LEJEUNE, M.D. 
MERCER LYNCH, M.D. 
New Orleans, La. 

Suspension Laryngoscopy and its Uses 

The course will deal with 
tory suspension laryngoscopy and its 
development present day 

The question anesthesia will dis- 
cussed; the type anesthesia best suit 
for suspension, with variations 
adaptable different patients and the 
handling different laryngeal lesions 

description the instrument will 
given with special reference the 
suspension hook and choice spatulas 
adaptable different patients and dif 
ferent pathologic conditions. Following 
this, the technic suspension laryngo 
scopy will discussed and motion pic- 
ture shown further emphasize the more 
important points technic. 

There are limitations and conditions 
preventing the use the instrument, but 
also definite advantages this type 
procedure many cases. These limita 
tions will discussed and the advant 
ages this procedure brought out 
discussion intralaryngeal surgery. 

Slides will shown illustrate the 
points and advantages using this type 
procedure for intralaryngeal surgery 


COURSE 346 
Room 733 Periods M-4, T-4 
HOWARD LEWIS, Ph.D. 
Ann Arbor, Mich. 
INVITATION 


Protein Metabolism Surgery 


The realization that many 
conditions are accompanied 
breakdown body protein shown 
marked increase the nitrogen 
urine has led reconsideration 
role protein medicine and surgery 

Higher protein diets than formerly 
vocated are being administered medica 
and surgical patients and the problem 
the replacement the protein which 
lost abnormal amounts disease 
one considerable importance. The us: 
protein concentrates and protein 
drolysates clinical treatment wher: 
such loss protein has been indicate: 
will discussed both from theoretica 
and experimental viewpoint. 
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COURSE 347 
Room 7232 Periods M-5, T-5 
LOUIS 
Chicago, 


Y INVITAT 


M.D. 


Manifestations Hematologic Disorders 
Ophthalmology and Otolaryngology 


Generalized diseases the hemopoietic 
tissues are often manifested local signs 
and symptoms. Clinical and hematologic 
correlation essential for accurate diag- 
prognosis, and therapy. 

The classification the anemias the 
basis cell size and hemoglobin content 
the erythrocyte gives definite informa- 
ance and the therapy followed. 

Conditions presenting local general- 
ized lymphadenopathy and 
required detailed blood and bone 
marrow studies well other diagnostic 


states 


procedures ascertaining the benign 
status the disorder. 
kopenic and neutropenic states associated 
with splenomegaly may due primary 
hemopoietic disturbance 
known 


malignant 


due some 
factor. Conservative therapy 
under such circumstances 
decided the history, clinical 
findings and marrow studies. 


splenectomy 
will 
bone 
and hemorrhagic conditions 
associated with bone marrow dis- 
turbances, coagulation defects abnorm- 
ality the capillary wall. Medical 
will depend upon the 


Purpura 
may 


surgical therapy 
underlying cause. 
Diverse conditions with agranulocyto- 
and granulocytopenia often present 
imilar blood patterns whereas the bone 
marrow findings frequently offer meth- 
diagnosis, prognosis, and therapeu- 
tic evaluation. 
Occasionally special hematologic pro- 
dure sternal puncture may 
prove diagnostic value metastatic 
ircinoma, multiple myeloma, chloroma, 
ise, neuroblastoma, histoplasmosis, kala- 
and malaria. 


such 


disease, 


understanding the physiologic- 
ithologie mechanism involved diseases 
the organs important 
the ophthalmologist and otolaryngolo- 
since they may the first observe 
neralized disease the blood. 


COURSE 348 
Periods 
PERRIN LONG, M.D. 
Baltimore, Md. 


ITATI 


Room 


Chemotherapy and Antibiotic Therapy 
Otolaryngology 


The multiplicity chemotherapeutic 
and antibiotic agents which are available 
today for the treatment infections 
the nose and throat, and complications 
arising from such infections. makes 
imperative select the 
interests the patient. also highly 
for the use these agents alone the 
treatment otolaryngologic infections 
and also combination with competent 
surgical procedures. The rational use 
these compounds requires 
knowledge their clinical pharmacology, 
toxicology, and their range action 
when used alone combination. 

the 
points 


this 
been 


course exercise, the 
which have outlined 
will discussed length, and adequate 
time will provided for answering 


questions. 


above 


COURSE 349 
Period Th-4 
Period 
JOHN LUNDY, M.D. 
Rochester, Minn. 


EY INVITATION 


Room 
Room 


=} 


Special Technical Points the Manage- 
Otolaryngologic Problems 


Modern choice anesthetics allows 
anesthetic agents suit the requirements 
the operation, physical condition pa- 
tient and individual wishes the sur- 
geon. Fireproof conditions are possible 
satisfactory inhalation anesthesia. 
Isolation anesthetist surgical 
intratracheal technic; unpleasant induc- 
tion avoided intravenous anesthesia; 
relaxation with light planes anesthesia 
accomplished with curare. Choice sup- 
portive therapy permits considerable im- 
provement the care surgical patient. 
illustrate technical 


Lantern slides 


points used. 
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COURSE 350 
Room 733 Periods W-4, Th-4 
JOHN M.D. 
Dallas, Texas 


Overlooked Pathology Ring 
and Suggested Therapy 


review the anatomy the so- 
called ring lymphoid tis- 
sue with discussion the diseases and 
the secondary effects such pathology 
the surrounding structures. 
tions are made the most practical 
plan handling such pathology. Lantern 
slides are used more graphically illus- 
trate the diseases that are more common- 
seen these areas. There discus- 
sion technic for radium ap- 
plication over the eustachian orifices. 


COURSE 351 
Room 733 Periods W-5, Th-5 
BERNARD McMAHON, M.D. 
St. Louis, Mo. 


Facts and Fallacies Intranasal 
Medication 


The use intranasal medication has 
been carried the point recent years 
where there more damage done the 
nasal structure than there could possibly 
benefit. 

The various solutions used for intra- 
nasal medication will discussed. Cer- 
tain pathologic changes the mucosa will 
described and their significance stres- 
sed. The proper use intranasal medi- 
caments and the results harmful the 
physiology the nose will also ex- 
plained. 

COURSE 352 
Room 733 Periods W-6, Th-6 
McNALLY, M.D. 
Montreal, Can. 


Practical Methods Carrying Out La- 
byrinthine Tests: Indications and 
Clinical Applications 

This course designed present the 
basic elementary facts which are 
necessary for understanding clinical 
labyrinthine tests. Much the time will 
taken studying the actual meth- 
ods carrying out the various tests. 
Time will also given working out 
the interpretation reactions which fol- 
low the simple tests. The simplicity 
the tests will stressed because they 
made very complex. There still 


much speculation and much 
learned about labyrinthine function that 
there universal agreement about 
many the points which come 
the course labrinthine examination. 
There are, however, sufficient number 
basic facts known justify the gen- 
eral adoption labyrinthine test which 
should become part the otologist’s rou- 
tine examination. brief introduc- 
tion, the anatomy and physiology the 
semicircular canals and the otoliths will 
reviewed. The examination spon- 
taneous phenomena will considered. 
Guides for the detection spontaneous 
nystagmus will given. interpreta- 
tion past-pointing tests and its rela- 
tion vestibular stimulation will 
studied. The technic performing the 
and rotation tests will taken 
labyrinthine reactions will used in- 
terpret the results these tests. Finally. 
the significance the results the tests 
labyrinthine and intracranial diagno- 
sis will investigated. 


COURSE 353 
Room 734 Periods Th-6 
MeQUISTON, M.D. 
Indianapolis, Ind. 
Deep Infections the Neck 

This clinical course considering 
the deep infections the neck which are 
complications ear, nose and throat dis- 
eases. The otolaryngologist familiar 
with the character these infections 
their original sites the ear, throat 
and mouth. When they descend into the 
neck should the best equipped 
diagnose and treat these conditions. 

The general anatomy the potential 
spaces the neck reviewed with spe- 
cial attention given the 
which suppurations invade these spaces. 

Infections which occur 
maxillary, masticator, pharyngomaxillary, 
pterygomaxillary, parotid, retro- 
pharyngeal spaces are discussed 
their etiology, clinical picture and their 
medical and surgical management. 

The most common complications 
these infections, such septicemia, hem 
orrhage, and asphyxia present serious 
situation and are given consideration 
their etiology and management. 

This course will include lantern slide 
and illustrations. 
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COURSE 354 
Room 734 Periods W-4, Th-4 
M.D. 
Galveston, Texas 
Laryngeal Obstruction 
The various etiologic factors producing 
laryngeal obstruction, both acute and 
chronic. will mentioned. 
ology the larynx will discussed, par- 
ticularly relation its alteration 
laryngeal obstruction. attempt 
will made explain the signs and 
symptoms obstruction the airway 
relation this altered physiology. Meth- 
ods for the relief the obstruction, 
both acute and chronic, will discussed. 


COURSE 355 
Room 726 Periods W-4, Th-4 
WENNER MACHAMER, M.D. 
Cleveland, Ohio 


The Technic the Endaural Incisions for 
Temporal Bone Surgery With 
Cadaver Demonstration 


The various endaural incisions for the 
simple mastoidectomy, modified radical, 
and radical 
tion decompression, tympanosympathec- 
tomy will carefully described and dem- 
onstrated the cadaver. The common er- 
rors the technic making these in- 
cisions will pointed out and their cor- 
rection shown. The class will very 
informal and will aimed the be- 
endaural surgery. 


COURSE 356 
Room 736 Periods T-5, W-5 
MAXWELL, M.D. 
Ann Arbor, Mich. 


Surgery the Parotid Gland 


After brief discussion the differen- 
diagnosis swellings the parotid 
special consideration will given 
the surgical lesions the parotid gland 
‘luding inflammatory neoplastic 
rocesses. discussing surgical opera- 
involving the parotid gland, methods 
identification the facial nerve and 
ans avoiding undue trauma this 
ructure will described. Motion pic- 
showing surgical operations for the 
moval different types parotid 
ind tumors will shown. 


COURSE 357 


Room 736 Period M-5 
Room Period T-4 


PHILIP MELTZER, M.D. 
Boston, Mass. 
The Practical Approach the 
Management Deafness 

evaluation the various types 
deafness from childhood old age—the 
usual causes and treatment. discussion 
each type and what the otologist can 
about regards advising the par- 
ents, cases where young children are 
affected, and also advice the older pa- 
tient. The relation lymphoid tissue 
the eustachian tube deafness will 
discussed, including the management 
such tissues adenoidectomy, x-ray and 
radium. film will shown demonstrat- 
ing direct visualization for the removal 
lymphoid tissue for deafness. brief 
review what being accomplished 
clinical otosclerosis. The management 
the aging individual will also 
reviewed. 


COURSE 358 
Room 728 Periods W-4. Th-4 
PAUL MOORE, M.D. 
Cleveland, Ohio 
the Face and Neck 
Cysis the soft tissues the face and 
neck will considered. The develop- 
ment, diagnosis and treatment the fol- 
lowing conditions will discussed: 
Sebaceous 
Fistula auris congenita (ear pit) 
Naso-alveolar cleft 
cysts 
Ranula 
Thyroglossal 
Branchiogenic 
Laryngocele 
Cysts which originate within the sinu- 
ses and bone will not included. 


COURSE 359 
Room 738 Period T-4 
HARRIS MOSHER, M.D. 
Marblehead, Mass. 
Practical and Applied Anatomy 
the Neck 


This elementary course the ap- 
plied anatomy the neck with clinical 
applications. gives the basic anatomy 
the surgery the neck which the 
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turer has done. The cadaver will used 
for demonstration. 


COURSE 360 
Room 736 Periods M-4, T-4, W-4 
STEWART NASH, M.D. 
Rochester, 
Functional Diseases the Nose 

has been estimated that about 
per cent the diseases the nose are 
origin. 

the normal functions the nose are 
maintained, the nasal mucosa must 
normally active; can neither hypo- 
function nor hyperfunction. 

This course will include informal lec- 
tures and discussions such hypofunc- 
tioning diseases physical, psychic, and 
febrile rhinitis; and such hyperfunction- 


ing diseases infective (the 
cold) and endocrine rhinitis. 


Emphasis laid conditions which 
are often unrecognized and consequently 
improperly treated. 


COURSE 361 
Room 744 Periods M-4, T-4, W-4 
RUBEN NOMLAND, M.D. 
Iowa City, Iowa 
BY INVITATION 
Otolaryngologic Dermatology 

Because many dermatologic diseases 
are associated with mucous membrane le- 
sions the dermatologist sees many dis- 
orders the buccal mucosa. the 
advantage the otolaryngologist know 
some these conditions. 

Among cutaneous diseases associated 
with buccal lesions are erythema multi- 
forme and pemphigus which produce 
blisters erosions. Lichen planus pro- 
duces white areas which simulate leuko- 
plakia and several other disorders often 
cause mouth lesions. 

The blood dyscrasias, such acute 
leukemia and agranulocytosis, frequently 
have buccal findings also various 
forms anemia. The acute vitamin de- 
ficiencies such pellagra and lack ri- 
boflavin produce fairly typical mouth 
changes and the chronic deficiencies may 
also have buccal lesions. 

Many specific infections have skin and 
findings. Primary, secondary and 
late syphilis often have lesions the 
lips, tongue, pharynx cheeks. Infec- 
tions with Monilia are common and the 
virus herpes simplex often involves the 


mouth lips. 

Most the above classes disorders 
differentiated examination, and 
the diagnosis can proved simple 
laboratory examinations. Kodachromes 
most them will presented. 


COURSE 362 
Room 736 Periods T-6, W-6, Th-6 
OSTERBERG, Ph.D. 
Chicago, 
k* INVITATION 
Antihistaminics, Sulfa Drugs 
and Antibiotics 

the chemical nature the several anti- 
histaminics now available for clinical use, 
their chemical and pharmacologic dif- 
ferences, the trend research the 
development antihistamines, and their 
use otolaryngology. The chemical dif- 
ferences the sulfonamides, the systemic 
effects combinations, and the therapeu- 
tics sulfonamides otolaryngology 
will presented. 

The chemical nature and the prepara- 
tion the antibiotics pharmaceuticals 
which are useful otolaryngology, to- 
gether with problems their successful 
production, will presented. The thera- 
peutics and the limitations their usage 
otolaryngology and also general medi- 
cal practice will discussed. 


COURSE 36: 
Room 734 Periods M-5, T-5 
WALTER OWEN, M.D. 
Peoria, 


The Diagnosis and Treatment 
Hay Fever 

Seasonal hay fever will discussed 
from standpoint simplified methods 
diagnosis and improved methods 
treatment. The simplicity with which 
atmospheric pollen grains can collect- 
ed, stained, recognized and counted 
very few minutes will considered 
detail. accurate allergic history, 
amination the nose and its secretion 
postnasal secretion, nasal cytology, Han- 
sel’s stain and the differential 
between allergic rhinitis and acute 
chronic rhinitis will stressed. 

Discussion the treatment will 
clude such points proper dosage 
tracts, the new type low optimum dos 
age preseasonal and coseasonal 
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sis, the safety and evaluation results 

such treatment, the advantages and 

disadvantages the histamine antagon- 

ists. 

COURSE 364 

Room 734 Periods W-5, Th-5 

PERLMAN, M.D. 

Chicago, 

Lesions the Conduction Apparatus 
Associated With Diseases the 
Eustachian Tube 
The discussion will include observa- 
tions reversible and irreversible lesions 
the conduction apparatus with 
analysis the symptoms, clinical course 
and functional tests. The factors affect- 
ing evaluation therapy will con- 
sidered, including review cases treat- 
radiation. moving picture will 
shown demonstrating the effect vari- 
ous physical changes the acoustic func- 

tion the conduction apparatus. 
COURSE 365 
Periods M-6, T-6 
GEORGE PIERCE, M.D. 
San Francisco, Calif. 


Room 


Reconstructive Surgery the 
External Ear 
Congenital anomalies the external 
are quite conspicuous, particularly 
male. Reeonstruction external 
from the patient’s own tissues very 
difficult because the ear composed 
foundation one very irregular fibro- 
rtilage, unlike that any other part 
the body. covered with two layers 
very thin skin with almost subcu- 
neous tissue. This type skin occurs 
ily the eyelids and this cannot 
ired. Therefore, necessary simu- 
the ear. However, ear can 
structed the same size the normal 
the same color, and standing out 
the head the same angle, lacking 
the finer contours. 


COURSE 366 
752 Periods M-4, T-4 
DAVID POHLMAN, M.D. 
Pasadena, Calif. 
MAX POHLMAN, M.D. 
Los Angeles, Calif. 


BY INVITATION 


Artificial Middle Ear 


monstration artificial middle 
use aid middle ear deaf- 


ness; the technic fitting the prosthesis, 
and the clinical results far obtained 
this type work. 


COURSE 367 
Room 752 Periods M-5, T-5 
ROBERT PRIEST, M.D. 
Minneapolis, Minn. 
X-ray Interpretation 
the Otolaryngologist 

Every otolaryngologist should able 
interpret his own x-ray films. should 
not completely dependent the opin- 
ion the radiologist. 

This course ear, nose and throat 
Clinical and x-ray findings will corre- 
lated the cases shown. 

Lantern slides will illustrate normal 
and pathologic studies sinuses, mas- 
toids, pharynx, esophagus and chest. The 
use contrast media sinuses, eusta- 
chian tubes, bronchi and esophagus will 
illustrated. 

panorama ear, nose and throat 
pathology from x-ray standpoint will 
presented. 


COURSE 368 
Room 744 Periods T-5, W-5, Th-5 
ARTHUR PROETZ, M.D. 
St. Louis, Mo. 
Treatment and Diagnosis the 
Displacement Method 

The first half the period will de- 
voted motion picture, discussion 
principles and details technic, and 
demonstration the method subject. 

The second half the period will deal 
with solutions and indications for treat- 
ment and with x-ray films showing the 
diagnostic points peculiar the filling 
sinuses with radiopaques displace- 
ment. 

order conserve time will as- 
sumed that the listener has some 
arity with the method, and the discussion 
will kept practical clinical level. 


COURSE 369 

Room 744 Periods M-5, Th-4 

RAWLINS, M.D. 

San Francisco, Calif. 

Allergic Sinusitis 

The membrane the common- 
est cause chronicity chronic sinusitis. 
Mechanism the allergic reaction. How 
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physical allergy comes into the picture. 
Histamine. Pathology produced al- 
lergy. Eosinophils. Diagnosis allergic 
sinusitis. How take history. Technic 
nasal and nasopharyngeal smears for 
eosinophils. Nasopharynx choice spot 
for specimens. New method. Clinical ex- 
amination nose often practically nega- 
tive mild cases. Cause the perennial 
allergic membrane usually the perennial 
inhalants. can eliminate many from 
patient’s environment. Four that cannot 
eliminated are: dust, mold, tobacco 
smoke and paper. Comment dust, 
mold, tobacco smoke and paper. Testing. 
Method testing and dilutions. Treat- 
concept hyposensitization. Low and 
optimum dosage. Useful drugs. Treat- 
ment for physical allergy. How simpli- 
nasal allergy for rhinologist. Summary. 
Slides. 
COURSE 370 
Room 738 Periods M-5, T-5 
SCOTT REGER, Ph.D. 
Iowa City, Iowa 
The Selection Hearing Aids 

Obligation the otologist the pa- 
tient need hearing aid. 

Types hearing aids. 

Indications for use hearing aids. 

Psychologic acceptance; social and eco- 
nomic considerations. 

Interpretation audiometric and con- 
trolled speech tests. 

The individually molded ear piece. 

Minimum practical selection procedures 
without the use laboratory equipment. 

Hearing aid clinic selection procedures; 
performance ideals. 

Use training; performance recheck; lip 
reading. 

Recommendations and Reports the 
Committee Hearing Aids the Coun- 
cil Physical Medicine the American 
Medical Association. 


COURSE 371 
Room Periods W-5, Th-5 
SCOTT REGER, Ph.D. 
Iowa City, 
Technic and Interpretation 
Functional Hearing Tests 
General considerations: 
Testing environment. 
Calibration and maintenance 
equipment. 


Testing procedures. 
Masking noise. 
Factors influencing accuracy. 

differentials: 

Threshold profile for pure tones 

Degree impairment. 

Relationship between air and bone 
conduction acuity. 

Mobility tests. 

threshold levels: loudness 
balancing and equal loudness level 
contours. 

Controlled intensity level speech tests 

Malingering. 

Recording and classification audio 

metric measurements. 

Evaluation hearing disability. 

Standardization Committee the 
Council Physical Medicine the 
American Medical Association. 

Group audiometry. 


above 


COURSE 
Room 738 Periods 
JOHN RICHARDSON, M.D. 
Boston, Mass. 


The Nasal Airways 


The restoration the normal airway 
ever present task for the rhinologist 
this conference, the anatomy and phy 
siology the normal will 
reviewed. Emphasis placed th: 
function the inferior turbinates. 

The common causes nasal obstructior 
will enumerated and their 
outlined. Vasomotor rhinitis and 
various treatments will discussed. Th: 
technic coagulation diathermy th: 
inferior turbinates will described. 
results this form treatment 
cases will presented. 

This course offers only practical offi: 
procedures. 


COURSE 373 
Room 752 Periods M-6, 
SAM ROBERTS, M.D. 
FRANK FORMAN, M.D. 
Kansas City, Mo. 
Direct Laryngoscopy—Simplified Technic 
Direct laryngoscopy has been such 
difficult procedure that 


gologists have perfected 
technic. 
The reasons for failure are: 
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insufficient anesthesia, lack correct 
head support, and the need for improved 
instruments. 

This course will consider all the 
distal lighted laryngoscope, laryngeal 
spatula, and mechanical head supports 
will demonstrated the mannequin 
and motion pictures. 


COURSE 374 
Room 762 Periods W-4, Th-4 
MATTHEWS ROBISON, M.D. 
Houston, Texas 

Pressure Treatment Sinusitis 

Pressure applied the mucosa 
the maxillary sinus means rubber 
inserted through small antrot- 
omy. The balloon which the head 
end self-retaining catheter then 
inflated with iodized oil. The pressure 
increased intervals adding iodized 
oil and the balloon left place for 
will given principally the practical 
points encountered the technic the 
antrotomy operation and the selection 
patients suitable for application local 
pressure the sinus mucosa. The imme- 
diate and remote results, indications and 
contraindications this type treat- 
ient will discussed and the experience 
solicited. Reprints covering 
various phases this subject will 


AY ailable. 


COURSE 375 
Room 781 Periods M-4, W-4 
HARRY ROSENBERGER, M.D. 
Cleveland, Ohio 
Otology Children 

The purpose this course empha- 

the differences children 

adults. Such differences are psy- 

and anatomic. Consideration 

given the psychologic aspect 

the otolaryngologic examination 

dren with emphasis confidence and 
peration. 

covered will include congenital 

formations, development the bony 

rnal auditory canal and 

the infant and adult temporal 

Clinical significance unclosed su- 

availability middle ear structures 

inwise instrumentation, high position 

mastoid antrum, superficial posi- 


tion the facial nerve, relation dis- 
eased tonsils and adenoids deafness, 
radiation therapy for deafness, important 
points thorough surgical adenoid re- 
moval and hearing testing children. 
Slides and anatomic specimens will 
utilized. 
COURSE 376 
Room 754 Periods T-5, W-5, Th-5 
LEROY SCHALL, M.D. 
Boston, Mass. 


Cancer the Upper Respiratory Tract 


The symptomatology cancer the 
nose, nasal accessory sinuses, and com- 
bination both, will illustrated 
slides and typical case histories. The 
treatment will discussed from infor- 
mation gained from review 219 cases. 
The indications for surgery, irradiation, 
and the use radium will presented. 


COURSE 377 
Room 754 Periods T-5, W-6 
SELLERS, M.D. 
Dallas, Texas 


The cliche untreated cold runs for 
two weeks—a treated one runs fort- 
Much can done and much should 
done for the relief the common cold 
the rhinologist. This course design- 
help the rhinologist discharge 
this obligation. 

The common cold clinical entity 
with definitive characteristics. con- 
fused with other diseases initiating 
chain confusions extending through 
the whole problem. simple means 
differential diagnosis that will eliminate 
this initial confusion and clarify the en- 
tire problem for solution will 
sented. 

The misunderstandings and contradic- 
tions surrounding the problem treat- 
ment will discussed. will shown 
anatomico-physiologic basis how 
oft-times disputed—thera- 
peutic means much may done pre- 
vent the occurrence the common cold; 
how its duration may shortened 
hours instead weeks; and how its com- 
plications may prevented. 

This course will well outlined, il- 
lustrated lantern slides, and docu- 
mented. 
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COURSE 378 
Room 781 Periods M-5, T-5, W-5 
BEN SENTURIA, M.D. 
St. Louis, Mo. 


Etiology, Pathology and Treatment 

External Otitis 

Much uncertainty exists the eti- 
ology and pathology external otitis. 
consequence, there are many thera- 
peutic agents generally employed the 
treatment the various types and grades 
external otitis which have little scien- 
tific basis for their use. 

The application controlled bacteri- 
ologic and mycologic procedures has dem- 
onstrated that our concepts etiology 
need revision. Preliminary histopatholo- 
gic observations have produced further 
data importance evaluating the 
treatment infections the external 
auditory canal. 

the basis these findings at- 
tempt has been made set prac- 
tical clinical classification external 
otitis. Recent observations the cytolo- 
ear secretions this disease will 
considered from the diagnostic point 
view. The various therapeutic agents 
and procedures currently use for the 
treatment external otitis will ex- 
amined and discussed. 


COURSE 379 
Room 738 Periods W-4, Th-4 
GEORGE SHAMBAUGH, JR., M.D. 
Chicago, 


The Practical Application the Fenes- 
tration Operation Experimental 
Studies Osteogenesis 


The results animal experiments 
osteogenesis have been applied the 
fenestration operation means tech- 
nic described enchondralized, 
micro immaculate, endosteum hemmed, 
epidermis-periosteum gloved, domed and 
burnished 

The experimental basis for the technic 
will described, with the technic itself, 
and the end results consecutive ser- 
ies cases followed for more than two 
years. 

COURSE 380 
Room 738 Periods W-6, Th-6 
JOHN SHEA, M.D. 
Memphis, Tenn 


Hospital Consultations 


good consultation may only 
cere solace. The physician desiring con- 
sultation should review his case and ob- 
tain all the tests would desire 
were the consultant. The otolaryn- 
gologist available and service for 
those conditions bordering upon his spe- 
cialty. The paper will consider instances 
cerebrospinal rhinorrhea, compound 
facial injury, nasal tumors 
pregnancy, and the blood dyscrasias 
childhood. 


COURSE 381 


Room 754 Periods T-4 


JOHN SHELDON, M.D. 
Ann Arbor, Mich. 


¥ IN ATI 


The Broader Aspects Allergic Rhinitis 


COURSE 382 
Room 777 Periods W-5, 


LIKELY SIMPSON, M.D. 
Memphis, Tenn. 


External Ethmo-Spheno-Frontal 
Operation 


Indications. 
Preoperative analgesia. 
Technic. 
Preparation skin 
Draping patient. 
Packing nose. 
Anesthesia. 
(1) 
(2) General. 
Incision. 
Retraction sutures. 
Hemostasis. 
Elevation periosteum. 
Control anterior ethmoidal 
sels. 
Opening the ethmoid and 
tal and removal floor fronta 
Exenteration frontal. 
(1) Advantages dry gauze. 
Use mirrors for visualiz 
tion all parts the front 
Exenteration the ethmoids. 
Exenteration the sphenoid. 
Packing wound. 
Closing wound. 
Postoperative treatment. 
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COURSE 383 
Room 782 Periods T-5, W-5, Th-5 
MAURICE SNITMAN, M.D. 
Chicago, 


Malignant Neoplasms the 
Head and Neck 


Advancements the therapy and the 
improved end-results malignant neo- 
plasms have been attained the more in- 
telligent use the modalities that have 
been our disposal for many years. The 
appropriate combination surgery, 
ray and radium the treatment head 
and neck malignancy should increas- 
ing concern the otolaryngologist for 
the obvious reason that this field forms 
head and neck specialty. 


COURSE 384 
Room 752 Periods W-5, 
LaVERNE SPAKE, M.D. 
Kansas City, Kan. 
Intranasal Surgical Anatomy 
The course will consist lantern slides, 
pecimens and diagrams. 
The discussion will cover the anatomy 
the nasal mucosa, the arteriovenous 
system, the sphenopalatine ganglion and 
relationship with the artery. The na- 
sal antral wall, the maxillofrontal, the 
ethmoid labyrinth with its relationship 
the turbinates. The palatine bones and 
their relationship intranasal surgery. 
‘he nasal septum submucous resection 
ethmoidectomy and sphenoidectomy, 
irrigation. Intranasal 
ntal sinus procedure. 
The course will not cover the 
uptoms nor the diagnosis the vari- 
conditions which the surgical pro- 
are indicated. 
COURSE 385 
752 Periods W-6, Th-6 
SULLIVAN, M.D. 
Toronto, Can. 


ent Advances Surgical Repair 
the Facial Nerve 

within the temporal bone and pa- 
gland will briefly described and 

means slides and spe- 

ns. 

common sites for injuries the 
nerve the mastoid operation will 


discussed, based 250 facial nerve 
grafting operations over period eleven 
years. The question when and when 
not use nerve graft will described. 

The advances repair peripheral 
nerves result experiences this 
war and its application the injuries 
the facial nerve will considered par- 
plasma. 

brief view Bell’s palsy and what 
can for that particular lesion. 

Finally, the maximum results can 
expect from this advance sur- 


COURSE 386 
Room 777 Periods Th-4 
RICHARD SWAIN, M.D. 
Newark, 
BY INVITAT 
Neurologic Problems Otology 
and Rhinology 


COURSE 387 
Room 754 Periods M-5, Th-6 
MARSHALL TAYLOR, M.D. 
Fla. 


Deafness From Drugs and 


Clinical and experimental studies have 
shown that there are few drugs and 
chemicals that have selective action for 
the auditory apparatus and can cause 
deafness. These studies have also shown 
that the eighth nerve more frequently 
injured foreign substances circulating 
the blood than any other the nerves 
paramount importance the consid- 
eration this subject, for the use some 
drugs has shown that many persons have 
marked for them. Path- 
ologic studies have demonstrated that 
drugs may affect the auditory apparatus 
various ways. They may have defi- 


nite action the ganglion cells of. 


the cochlea and the associated nerve 
fibers. They may cause changes the 
endothelium the smallest capillaries 
contraction the blood vessels the 
internal ear with resulting ischemia, lack 
nutrition and anoxemia, followed 
degeneration atrophy the ganglion cells 
and the nerve fibers the basal coil 
the cochlea. Drugs may likewise cause 
injury the cortical center hearing. 
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The detrimental effects the following 
substances the auditory apparatus will 
discussed: quinine, salicylates, 
tobacco, arsenic, lead, phosphorus, carbon 
monoxide, carbon disulphide, oil chem- 
opodium, anilin dyes, streptomycin, ser- 
sickness. Due consideration will also 
given prenatal medication and its 
relation the fetal ear. Will show 
slides and movie. 


COURSE 388 
Room 781 Periods M-6, T-6, W-6 
EDWARD TREMBLE, M.D. 
Montreal, Can. 


Practical Therapeutics Otolaryngology 


This course designed give con- 
cise review nasal physiology with spe- 
cial reference cilia and their movement. 

comparative study cilia lower 
forms animal life will considered 
briefly and also the relation human 
nasal cilia. outlined. 

Particular attention will given 
the action cilia all the common in- 
fections encountered practice. 

Postnasal distressing 
complaint, both the patient and the 
tail. Methods shrink the inferior tur- 
binates and posterior tips improve the 
airway will discussed. 

number office procedures which 
have proved value will also taken up. 


COURSE 389 
Room 777 Periods M-6, T-6 
EDWARD TRUEX, JR., M.D. 
Hartford, Conn. 


Simple and Safe Technic for 
for Taking Earmold Impressions 


The impression material consists 
powdered plastic and liquid. They are 
mixed the proper proportions the 
time the operation and into 
the external canal and auricle which re- 
quire preliminary preparation. ten 
minutes the mixture becomes rubbery 
consistency and extracted easily from 
the canal. 

The finished impression can trans- 
ported the dental technician for imme- 
diate processing delay necessary, 
permanent positive can made from the 
impression within few minutes. 


The that re- 


simple 
quires unusual apparatus space. 
safe, having been used Deshon Gen- 
eral Hospital about 5,000 times without 
single complication untoward effect. 

discussion and practical demonstra- 
tion the will presented. 


method 


COURSE 390 
Room 777 Periods M-5, T-5 
ROBERT VOTAW, M.D. 
St. Louis, Mo. 


Sinusitis Children 


This course will stress the importance 
sinusitis childhood. Its prevalence 
and the fact that frequently over- 
looked will considered briefly. Special 
relationship local and systemic condi 
tions wiil discussed. Predisposing 
anatomic, systemic, nutritional and en- 
vironmental factors will enumerated 
Symptoms and methods diagnosis will 


reviewed. Conservative medical and 
surgical treatment will discussed. Ne- 


cessity for co-operation between pediatri 
cian and otolaryngologist will empha 
sized. Brief illustrative case reports with 
lantern slides will presented. 


COURSE 391 
782 Periods M-4, T-4, Th-4 
CARL WALDRON, M.D. 
Minneapolis, Minn 
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Plastic reconstructive surgery 
external ear anatomy. Treatment 
juries, correction protruding and over 
sized deformities and distortions forn 
and contour. Treatment traumatic 
formities with partial complete los 
the auricle. Congenital deformities 
partial and subtotal and plans surgica 
restoration. Extern: 
auditory meatus. 


Acquired stenosis. 
Prosthesis. 


COURSE 392 
744 Periods W-6, 
THEO. WALSH, M.D. 
St. Louis, Mo. 


Room 


Chronic Otitis Media: 
Classification and Treatment 


Chronic otitis media divided 
four types which are differentiated 
basis the pathologic process 
Classification depends on: 


af 
| 


OTOLARYNGOLOGY 


The type and duration discharge. 
The location the perforation. 
Presence absence complications. 
There can hard fast rule laid 
down for treatment, but classification 
disease lends rational thinking re- 
gard treatment. 
Medical and surgical treatment each 
type will fully discussed. 


COURSE 393 
Room 754 Periods W-4, Th-4 
WILLIAM WARREN, JR., M.D. 
Atlanta, Ga. 


Practical Therapeutics 
Ear, Nose and Throat 


this conference emphasis will 
placed upon the treatment office pa- 
tients who present every-day signs and 


symptoms. 

Impaired breathing will discussed 
length with special attention being 
the role the inferior turbinates play. 
method correcting same will out- 
ined. Also discussed are the ever 
present complaint postnasal drip and 
hemorrhages with their respective 
problems. 

the best for incising peritonsil- 
lar will listing the 
and symptoms which tell 
hould opened. 

ise, will dealt with, and the use 
negar Cantharides stressed. 


signs 


COURSE 394 
782 Periods M-6, T-6, 
HENRY WILLIAMS, M.D. 
Rochester, Minn. 


Differential Diagnosis and Treatment 
Hydrops the Labyrinth 
Disease) 


felt that, when the anatomic and 
changes disease condi- 
are understood, logical and effective 

rapy becomes possible. Therefore, af- 
brief review the normal anatomy 
physiology the labyrinth for the 

evidence, both 


orientation, 
indirect, will presented 


pose of 
and 


indicates (1) that labyrinthine hy- 
localized 


eral—is collection ex- 


ur 


tracellular fluid; (2) that the stimuli 
leading the functional alterations 
which such localized collection extra- 
cellular fluid formed are transmitted 
the autonomic nervous system (proba- 
bly parasympathetic fibers) and may 
abnormal type vasomotor neu- 
rosis); (3) that these stimuli act 
capillary bed which has inherited ten- 
dency react preferred stimuli 
abnormal manner; (4) that person 
who has labyrinthine hydrops 
disease) such reactions are not usually 
limited the labyrinth but occur 
sin.ultaneously other circumscribed re- 
gions the body, producing the so-called 
accessor, symptoms hydrops the 
labyrinth (Meniere’s disease); (5) that 
dysfunction anoxic conditions are pro- 
duced, leading cellular injury, release 
histamine and substance, increased 
capillary permeability and escape so- 
dium ions and proteins into the tissue 
spaces; (6) that different degrees such 
abnormal reactions may encountered 
different individuals, gradually pro- 
gressing from the normal the observed 
extremes abnormality; (7) that this 
altered physiologic mechanism will pro- 
duce the skin the so-called typical ‘‘al- 
wheal, but that other structures 
signs and symptoms peculiar the organ 
involved will developed; that the 
readiness the patient react may 
influenced bis endocrine state, physi- 
cal state emotional state. 

the basis consideration the 
factors mentioned, therapy can divided 
into four categories: (1) treatment di- 
rected toward correcting retention 
extracellular fluid general; (2) treat- 
ment directed toward correcting the lo- 
cal capillary abnormality; (3) treatment 
directed toward correcting the abnormal 


state the vasomotor nervous system; 
(4) treatment directed toward reducing 


the abnormal sensitivity the end-organ; 
(a) medical (b) surgical. 

will pointed out that the confusion 
regard the diagnosis hydrops 
the labyrinth (Meniere’s disease) de- 
pends four factors: (1) the emphasis 
originally placed Meniere the symp- 
tom vertigo; (2) the incorrect patho- 
logic basis originally suggested Me- 
niere for his symptom complex; (3) fail- 
ure exact definition the meaning 
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the terms used 
may sufficiently accurate for lay dis- 
cussion but they scarcely suffice for tech- 
nical use); (4) failure recognize the 
‘ardinal importance the symptoms and 
signs produced the increased and vari- 
able pressure the endolymph the 
ductus cochlearis. 

The need for new classification 
types deafness based recognition 
the part played the conducting mech- 
anism the inner ear will stressed. 
The symptoms labyrinthine hydrops 
other than disorder hearing will next 
nostic importance. Finally, those few dis- 
ease conditions will discussed with 
which hydrops the labyrinth 
disease) might reasonably confused, 
and differential diagnoses will con- 
sidered. 


COURSE 395 
777 Periods M-4, T-4 
JAMES WILSON, M.D. 
Ann Arbor, Mich. 


BY INVITATION 


Room 


Otolaryngologic Diseases From the 
Viewpoint the Pediatrician 


The hour will given review 
pediatric practice and opinion regard 
medical treatment infections the 
upper respiratory tract infants and 
children. The therapeutic and prophylac- 
tic use the antibiotics will empha- 
sized. Recent trends the incidence 
disease these ages will reviewed. 


COURSE 396 
Room 744 Periods M-6, T-6 
DEGRAAF WOODMAN, M.D. 
New York, 


Rehabilitation the Larynx Following 
Abductor Paralysis 


outline the etiology, symptom- 
otology and course that should fol- 
lowed once the diagnosis abductor pa- 
ralysis has been made. history the 
procedures which have been tried for the 
relief this condition and discussion 
technic which has produced many suc- 
cessful results, the past few years. 


Lantern slides. models, and fourteen 
minute kodachrome movie operation 
together with views vocal cords before 
and after operation. This will follow- 
discussion the proper care 
these cases and the results which may 
expected. 


COURSE 397 
Room 750 Periods M-4, T-4, W-4 
FLETCHER WOODWARD, M.D. 
Charlottesville, Va. 


Paralysis the Larynx 


The innervation and anatomy the 
larynx reviewed. The effect lesions 
various parts the nerve tracts 
described, well when they are as- 
sociated with lesions other adjacent 
cranial nerves. 

The various procedures necessary 
make diagnosis are discussed, well 
prognosis. Treatment directed 
the cause most instances. But those 
cases bilateral recurrent nerve paraly- 
sis, treatment directed the larynx, 
order restore the airway and pre- 
serve the voice. The procedure choice 
tomy, after the technic described 
DeGraaf 

movies. 


slides and 


COURSE 398 
Room 750 Periods M-5, W-5 
WILLIAM WRIGHT, M.D. 
Indianapolis, Ind. 


Office Management Otolaryngology 


Office treatment otolaryngologic 
tients necessary procedure the prac 
tice every otolaryngologist. great 
deal good can accomplished 
proper doctor-patient relationship. 

The office excellent place 
prove public relations. 

Routine office management will dis 
cussed with some evaluation 
methods treatment and some individ 
ual procedures which have been receive 
with commendations. 
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The Following Are Condensed Schedules Courses Previously Described. 


OPHTHALMOLOGY 
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CONTINUOUS COURSES OPHTHALMOLOGY 


COURSE SPEAKERS TITLE PERIODS USED 
Adler and Patho. Physiology of Ocular r-1, T-2, W-1, W-2, Th-i, 
PERIODS 
2 PERIODS 
PERIODS 
Bedell T-2, W-2, Th-2, 
PERIODS 
7 Berliner Slit Lamp Microscopy _Th-1, Th-2 or F-1, F 2 
PERIODS 
T-2, T-3, W-2, W-3, Th-2, 
8 Brown, et al Eve Muscles Th-3, F-2, F _ 
9 or - 2 PERIODS 
10 Copeland Streak Retinoscopy » Th-2, Th-3 or F-2, F-3 
Practical Observations PERIODS 
( PERIODS 
Dunnington and T-2, W-1, W-2, 
12 Wheeler Heterophoria and Heterotropia Th-2 s 
Fralick and 
Henderson \natomy T-3, W-2, W-3 
PERIODS 
r-t, ._T-2, 7-3, W-1,. W 
Th-2, Th-3 
14 Goor, et al Shit Lamp Biromicroscopy F-1, F-2, F-3 
Jardon Plastic Prosthetic Devices F-3 
PERIODS 
Kronfeld oscopy Th-2 F-1, F-2 
PERIODS 
PERIODS 
20 Kuhn, et al Industrial Ophthalmology II \\ 2, Th-2, 2 
PERIODS 
Ocular Manifestations Neu 4 PERIODS 
8 PERIODS 
McLean and T-3, W-2, W-3, Th-2, 
23 Guyton ( iract Surgery _ 3, F-2, I 3_ 
8 PERIODS 
T-2, T-3, W-2, W-3, Th-2, 
Meyer, Glaucoma Th-3, F-2, F-3 
25 Newell Small Animal Surgery F-2, F-3 
Cross Cylinder and Astiematic 2 PERIODS 
27 Payne, et al Special Eye Pathology T-1, W-1, Th-1, F-1 
PERIODS 
28 ones, et al Pathology of Corneal Lesions T-3, W-3, Th-3 
30 cobee 7 _Het rophoria and Heterotropia _ Th 2, Th-3 or F 2, F-3 
PERIODS 
31 Sheard Aj plied Physiological Optics T-1, W & Th-1, F-1 
PERIODS 
33 Spaeth Ptosis W-1, W-2 
PERIODS 
r-1, T-2, T-3, W-1, W-2, 
Th-1, Th-2, Th-3 
34 Theobald, et al _ Histopathology . F-1, F-2, F-3 = > 
PERIODS 
Wiener Practical Points Surgery Th-1, Th-2 F-1, F-2 
Woods PERIODS 
Owens T-3, W-3, Th-3, F-3 
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CONTINUOUS COURSES OTOLARYNGOLOGY 


COURSE SPEAKERS TITLE 
Altmann 
51 | Waltner Histopathology of Ear 
Blocker Principles Plastic Surgery 
Nasopharynx, Eustachian Tube, 
| | 
| ~ . 
Brown Mouth 
| 
Audiometric Technic; 
58 Carhart of Hearing Aids 
Cierf ment 
Cullen 
Hilding 
Plastic Reconstruction Na-| 
Huffman sal Septum 
Jackson Technic Peroral Endoscopy 
Modern Temporal Bone Sur 
Lempert gery 
Mueller Practical Audiometry 
73 Orton Surgery of the Neck 
75 | Sahs Disorders 
77 Scheldrup Anatomy of the Neck 
Simonton Chronic Suppurative Sinusitis 
81 Tucci gery 
Tucker Laryngeal Surgery 
Turchik Rhinoplasty 
86 or | 
Zimmermann Embryology ENT 


PERIODS 


PERIODS 


W-4, W-5 or Th 


PERIODS 
M-4, M-5 or T-4, 


2 PERIODS 
M-4, M-5 or T-4, 


PERIODS 
W-6, Th-6 


PERIODS 
M-5, T-5, W-4 


PERIODS 


USED 


M-4, M-5 T-4, T-5 


PERIODS 
T-5, 


PERIODS 
W-5, W-6 


2 PERIODS 
\W-4, W-5 or Th 


PERIODS 
M-4, T-4, W-4 


PERIODS 


W-5, W-6 or Th-5 


2 PERIODS 
M-5, M-6 T-5, 


2 PERIODS 
r-4, T-5 or Th-4, 


PERIODS 


5, Th-6 


4, Th 


W-5 Th-4, Th-5 


PERIODS 


PERIODS 


W-5, W-6 Th-5 


PERIODS 


PERIODS 


PERIODS 


T-5, T-6 or W-5, W-6 or Ta-5 


Th-6 


PERIODS 
M-5 W-4, 


4 
PERIODS 
M-4, M-5, Th-4, Th-5 
T-6 
| 
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Topically applied mucous membranes, 
Pontocaine hydrochloride produces anesthesia 
which more powerful and more persistent 
than that cocaine. 


Conjunctival anesthesia long duration, 
and diminishes gradually. Frequent repetition 
dosage therefore unnecessary. 
addition, Pontocaine hydrochloride usually 
well tolerated. 


HYDROCHLORIDE 


BRAND TETRACAINE HYDROCHLORIDE 


SPECIAL OPHTHALMIC FORMS: 


0.5% solution, oz. bottles 


0.5% eye ointment, oz. tubes 
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Jackson Memorial Lecture 


SOME CONFUSING FACTORS THE DIAGNOSIS PARALYSIS 
THE VERTICALLY ACTING MUSCLES 


M.D. 
PHILADELPHIA, PA. 


his Dr. Jack 


son wrote over six 
The subjects covers the entire 
the first paper listed 
the Action Certain Alka- 
and the last entry, 1926, 
“What This should 
allow any Jackson Memorial lecturer 
plenty freedom the choice 
subject, even wished confine 
have elected discuss some the 
dithculties encountered diagnosing 
vertical ocular muscle 
some Dr. Jackson’s best writing and 
his original ideas are contained 
his papers strabismus. Everyone 
interested operations the ocular 
muscles should read his paper 
Controlling 
the American Medical Asso- 
Muscles,” published the 
Record 1923. Both 
ese papers are splendid, 
ould today make truly great Jackson 
lemorial fact they did 
nted the Fifty-Second Annual Session 
Academy Ophthalmology and Oto- 
ology, October 12-17, 1947, Chicago, 
sored the Ophthalmic Publishing Co., pub- 
the American Journal Ophthalmology. 
ver was published in the April, 1948, issue of 


and have been used 
ngeably as it seems to labor the point to 

nguish between varying degrees weakness 
iscle for the purpose of this article. 


when Dr. Jackson 
them his characteristic style and 
that unforgettable voice many deci- 
bels. 
Paralvsis lateral medial rectus 
muscle seldom causes any difficulty 
diagnosis. The signs and symptoms gen 
erally follow those described the text 
books. This not true 
the vertically acting muscles. Although 
mus, the theoretic diplopia fields, and 
the characteristic reactions the em- 
barrassment, such face turning and 
head tilting, which one should encoun- 
ter for each muscle paralyzed, many 
instances when patients are examined, 
the cannot made fit the 
picture single paralyzed 
reviewing series case histories 
ocular muscle paralyses, was found 
that number the data indicated 
paralysis two muscles instead one, 
which caused confusion making 
diagnosis. This was borne out 
analysis the varying angle 
bismus the oblique positions gaze, 
measured the cover test and the fixa- 
tion fields, and the characteristics 
the diplopia fields. These cases could 
divided into two groups. First were 
those cases which the two muscles 
seemingly paralyzed could not have been 
caught any one single lesion. The 
muscles these cases were either the 
superior rectus one together with 
the superior oblique the opposite eve 
the inferior rectus one eve to- 
gether with the inferior oblique the 
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opposite eve. The second group consist- 
those cases which single lesion 
could have caused the paralysis both 
muscles. The explanation the cases 
this group obvious. If, for exam- 
ple, both elevators both depressors 
one eye are paralyzed, probable that 
they have been caught local process 
the orbit such scar formation 
tumor; the nuclei origin the 
nerves supplying the two muscles have 
been involved lesion such 
hemorrhage the pons, 

The explanation the cases belong- 
ing the first group not obvious, 
since there place the body where 
single lesion could involve both the 
muscles affected. the purpose 
this paper try explain the cases 
this group and report some illustra- 
tive examples cases belonging the 
second group. 


The cases belonging this group 
seem have paralysis superior 
rectus one eve combined with paral- 
ysis the superior oblique the op- 
posite eye, else inferior rectus 
one eye combined with inferior 
oblique the opposite eye. Since 
single lesion the body can produce 
such combination paralyzed mus- 
cles, what their explanation 


The textbook description paralysis 
each the ocular muscles based 
the varying action each the mus- 
cles the different positions gaze. 
When the are the primary posi- 
tion, the rectus, for example, 
will mainly effect elevation the 
globe. this must added slight 
degree intorsion and adduction 
1A). When the globe abducted de- 
grees that the visual line coincides 
with the line pull the muscle, its 
contraction will produce nothing but 
elevation (fig. 1B). the globe ad- 
ducted degrees from the primary po- 


FIG. 1 The right eye seen from above, showing 
the direction of pull of the superior rectus when 
the eye (A) the primary position; (B) 
ducted 23 degrees; (4 adducted 67 degr 


sition degree adduction never 

tained normally) contraction 
muscle produces intorsion and adduction 
(fig. 1C). The muscle’s chief etfect 
the globe one position gaze 
comes secondary disappears altogeth 

another position, while previous 
subsidiary effect now 

dominant. This applies not only the 
superior and inferior recti, but the 
two obliques well. 


simple matter predict the 
strabismus and the diplopia fields whic! 
should occur paralysis any muscle, 
based knowledge its action. This 
picture based, however, the effect 
which the paralyzed muscle has 
movements this alone, and does 
not take into account the fact that 
effect never confined the action 
the paralyzed muscle alone but influ 
ences other muscles the same and 
under certain conditions, other 
the opposite eye, well. This 
ways true when the paralyzed eve 
used for fixation, following Hering 
law voluntary movements. 


Hering’s law states that all 
tary movements the eyes, the 
vation sent down from the cortex 
equally distributed the muscles 
both eyes concerned that direction 
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vaze. When subject voluntarily moves 


his eves and the right, equal in- LEFT EYE FIXING 


AND RIGHT 


nervation sent the right superior 
rectus and the left inferior oblique. 
equal inhibition also sent the 
corresponding antagonists these mus- 
cles, according Sherrington’s law 
reciprocal innervation. When muscle 


ergy its movement than 
were normal. with 
muscle, therefore, excessive 
innervation sent not only the pa- 
retic muscle, but the yoke muscle 
the opposite eve well. the right su- 
perior rectus paretic and the patient 
looks and the right, with the right 
eve fixing, excessive innervation will 
sent this muscle and the left in- 
ferior oblique. This latter 
therefore overact that the left eve 
will move too far (fig. 2). the left 


RIGHT EYE FIXING 


OVERACTING 


showing the secondary deviation 
looking and the right when 
uperior rectus is paralyzed and the right 

is An excessive innervation sent 
the cortex both the right superior 

left inferior oblique, causing over 

oft latter. Compare with figure 3 in which 


red eye 1s fixing 


the fixing eve, however, the stra- 
ismus will due entirely the lag 

elevation the right eye. Under 
ese conditions, the angle 
will less than when the right eye 


fixing (fig. 


CORTEX 


CORTEX 


FIG 3.-Looking up and to the right when the 


nonparalyzed left eye fixing. The primary devia 


tion is less than the secondary deviation in figure 2 


This the principle that underlies 
secondary deviation, which one the 
causes incomitance paralytic squint. 
Incomitance the angle squint 
paralysis muscle due two fac- 
tors: (1) the failure 
raly zed muscle move the eve the 
its action, and (2) the over- 
paralyzed eve fixes. 

all cases paralysis sufficient 
severity break binocular vision, 
the eves become dissociated and either 
the paralyzed the nonparalyzed eye 
used habitually for fixation. White? be- 
lieved that the paralyzed was usual- 
the fixing eye cases congenital 

Many determine 
which eye will used fix. Visual 
acuity sometimes factor, and the eye 
with the better acuity may chosen. 
This not always the case, however, 
and one may see patients whom the 
paralyzed eye used for fixation 
spite the fact that has poorer vision 
than the nonparalyzed eye. Fixation 
with the paralyzed increases the 
strabismus due secondary deviation. 
Some authors believe this the reason 
why fixation frequently carried out 
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RIGHT EYE FIXING 
DOWN AND RIGHT 


RSR 


FIG. 4—Looking down and to the right. The right 
superior rectus paretic and the right eye 
ing. The right inferior rectus moves the eye down 


with less than the normal amount of innervation, 
since the opposing tonus the right superior rectus 


gone. Less innervation sent the left superior 


oblique, therefore, and the left eye fails move 
down and the right far should. Compare 
with figure 


the paralyzed since this increases 
the distance between the double images 
and therefore makes them less annoy- 
ing the patient. 


addition the effect the voke 
muscle when the paralyzed eve used 
for fixation, the effect the antagonist 
the paralyzed muscle must also con- 
sidered. Whenever there 
muscle, the antagonist the same 
able move the globe its direc- 
tion action with less effort than 
does normally, since lacks the restrain- 
ing effect the normal tonus the 
now paralyzed muscle. This may seem 
deny the existence reciprocal in- 
nervation, but does not necessarily 
so. The relaxation which muscle un- 


dergoes during contraction its an- 


tagonist only partial and considerable 


tonus still retained. This lost, how- 
ever, when the muscle actually para- 
lyzed. the right superior rectus 
paralyzed, for example, the right infe- 
rior rectus can now move the down 
and the right with less than normal 
effort. When the individual 
right eye for fixation down and the 


CORTEX 


UNDERAC TING LSO 
should be 


LEFT EYE FIXING 
DOWN AND RIGHT 


right, the required for the 
right inferior rectus will less than 
normal. subnormal stimulus sent, 
therefore, the muscle the 
right inferior rectus, that is, the left 
superior oblique; and this muscle will 
underact with the result that the left 
eve will not carried down far 
(fig. 4). When the nonpara- 
left eve used fix looking 


down and the right, both eves will 


move down almost equally well and 
there will little strabismus 5). 
When the right eve used fix, there- 
fore, the left superior oblique wil! 
pear paralyzed gazing down and 
the right. This has been called 
hibitional the contralateral an- 
tagonist Chavasse. This term con 
fusing, well rather burden 
some. Since depends the under- 
action muscle due the principles 
embodied Hering’s law the same 
manner that the overaction voke 
muscle does, would seem simpler 
Unfortunately, some authors, especially 
Chavasse, use this term indicate 
contracture the antagonist para 
lyzed muscle. When contracture 
muscle occurs, shortened 


shorten 


squint produced its 


CORTE 


FIG. 5—Looking down and to the right I nm 
paralyzed eye fixing and moves down normal 
There is no underaction of the left superior obliqu 
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comitant all directions gaze. Such 
muscle not underacting, and the term 
used only for the condition have de- 


PARETIC 


are quite ignorant the changes which 
have taken place muscles which are 
said This condition 


UNOPPOSED 
RIGHT EYE FIXING 


contractured. 


long standing, 


histologic examinations have been made 


such muscles determine whether 


thev are and shortened hy- Showing the angle strabismus the 
the left superior oblique muscle when the non- 
right eye tised 
sized the fact that the ocular muscles 


Ti¢ ed to be 


the 


full 


tation 


shows the positions as- 


superior may 


used. 


the globe the direction their ac- 
tion. evident theoretic grounds sumed each eye the primary and 
that each muscle has contract onlv the oblique directions gaze when the 
one-fourth length right eve used for fixa- 
globe its full amount that the left 
tion: whereas, most the other too high due the loss tone 
cles the contract superior oblique. The greatest verti- 
resting length. that the cal separation between the eves occurs 
ircumference the adult globe hen the gaze down and the right, 
ular movement degrees. The oblique. other oblique positions 
rectus need contract only the eyes are alignment. Figure 
tion the globe decrees. which when the left, para- 
movement the eve eve the fixing eye. the 


Since the muscle UNDERACTING RSR 


this necessitates shortening 
than one-fourth the musck 


that the UNOPPOSED L/O 


rious positions gaz 
! 


FIG. Showing the angle strabismus the pri- 
found when the mary and oblicue "poalioas of gaze in paralysis of 
and the when the paralyzed 
left eve habitually used for fixation. Compare 


with figure 6. 


strabismus foun 
different, depending upon whether 


nonparalyzed the 
habitually 


each 


eye 
fixation. 
given 
muscle assumes fixa- 
the nonparalyzed eve. 

comparison may now made be- 
the 


strabismus 


paraly zed eve is used to fix uperior oblique muscl 


found when the 


paralyzed eye 


\ 
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mary position, the right eye will too 
low and the angle squint will 
greater than when the nonparalyzed eye 
fixing. The greatest separation the 
visual axes will gaze down and 
the right, and the angle squint this 
position will greater than when the 
nonparalyzed eye was the fixing eye. 
This due the fact that the left eve 
fails move down far should 
and the right eve moves down too far 
due overaction the yoke muscle, 
the right inferior rectus. gaze 
and the left and down and the left, 
the eyes will alignment, but 
looking and the right, the strabis- 
mus will increase again. The right eye 
this direction, while the left eye fix- 
ing. This due the fact that the left 
inferior oblique can move the left eye 
and the right with less innervation 
than normal, since the left superior 
oblique paralyzed. weaker innerva- 
tion, therefore, goes the right supe- 
rior rectus which underacts this 
eve fails move upward the full ex- 
tent. will lag behind and appear 
paralyzed. the left eye covered, the 
right eye will able move its full 
extent, showing that not really 
paretic. 

Whenever superior oblique para- 
lyzed and this used for fixation, 
one may have underaction the 
perior rectus muscle the opposite 
Similarly, superior rectus muscle 
the paretic muscle, the opposite superior 
oblique will underact the eye with the 
paretic muscle used for fixation. The 
same condition will found paralysis 
either the inferior rectus the infe- 
rior oblique either eye. One muscle 
the paretic one, the other underacts ac- 
cording Hering’s law. 

Corresponding the differences 
the angle strabismus various posi- 
tions gaze, one finds differences 
the diplopia fields, depending whether 
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LSO RIGHT FIXING 

RED GLASS 


le t superior oblijue as given in textbooks and 

oun! on patients when the nonparalyzed eye 


the paretic nonparetic eve fixes 

When the ‘nonparalyzed eye the fix- 

ing eye, the diplopia fields will 
those given the textbooks. When 

the paralyzed eye habitually fixing, 
the diplopia fields will indicate two para 
lyzed muscles. Figure shows the 
plopia fields given textbooks when 
the left superior oblique paralyzed 
Figure shows the diplopia fre 
quently encountered, indicating both 
paralysis the left superior oblique 
and paralysis the right superior 
rectus. This type diplopia 


PARALYSIS LSO-LEFT EYE FIX/NG 


RED 


FIG. diplopia field paralysis 
left superior oblique muscle found patients 


habitually choose fix with the paralyzed eye. 
fields indicate paralysis the left superior 
and the right superior rectus, 
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FIG. 10—Case 1—-Paralysis of the 


(A) Left paralyzed eye fixing (B 


found the paralyzed left eve 
eve. The involvement the right 
superior rectus due underaction 
this muscle and not actual paralysis. 
This diplopia quite com 
mon. should cause confusion, 
properly interpreted. 

The angle strabismus and 
the diplopia alone are not sufficient 
enable one tell which muscle 
actually paralyzed and which muscle 
merely underacting. have called atten- 
tion elsewhere! the methods means 
which one may make differential 
most cases between paral- 
these two muscles. Occasionally, 
not possible decide which the 
paralyzed muscle. Whenever 
ire seen Whom two muscles appear 
paralyzed, and these muscles are 
uperior inferior rectus one eye, 
ombined with superior inferior 
blique of the opposite eve, one should 

ognize that one the other muscle 

actually the paretic muscle while the 

with the paretic eve. 


second group cases are those 
which the two muscles paralyzed are 
ught single lesion the pons 


left superior rectus and left inferior oblique 


Right nonparalyzed eye fixing 


the muscles themselves are involved 
the orbit. The muscles paralyzed may 
the elevators the depressors one 
eve both superior obliques. Cases 
supranuclear paralysis and paralysis due 
been omitted from this discussion. 

Anatomists are generally agreed that 
the muscles for elevation the eye, 
that is, the superior rectus and the infe- 
rior oblique, have their nuclei origin 
the extreme anterior portion the 
nucleus. These 
cells all lie very close together and may 
easily caught small lesions this 
region, such hemorrhage. Patients 
with unilateral paralysis the supe- 
rior rectus and inferior oblique, either 
with without ptosis, due small 
hemorrhage this region, 


CASE REPORTS 

Case Mr. L., aged suddenly 
began have vertical diplopia without any 
antecedent illness. Examination 
showed the left superior rectus 
and left oblique. Figure 10A shows 
the position the eves the primary position 
when the left paralyzed eye fixing, which 
habitually the case. The right eve ele- 
vated degrees (secondary deviation) and 
the left upper lid tucked due overaction 
the left levator consequent the paresis 
the left superior rectus. figure 10B, 
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FIG. 11—Case 1—Angle squint the four oblique positions gaze 
with the left paralyzed eye fixing Overaction the right superior 
rectus. Overaction the right inferior (C) Underaction 
the right inferior rectus. (D) Underaction the mght superior 
oblique 
the nonparalyzed eve fixing and the left 
Figure 11A shows the eves and 
right. The left eve fixing, and the 
eye overshoots due overaction the right 
superior rectus, the yoke muscle the paretic 
left inferior oblique. figure 11B, eyes are 
and the left. The left eye fixing 
and the right overshoots, due overaction 
the right inferior oblique, the yoke muscle 
the paretic left superior rectus. figure 
11C, the eyes are down and the right. The 
left eye fixing, and the right fails move 
down far should, due underaction 
the right inferior rectus, the yoke muscle 
the left superior oblique. figure 11D, the 
are down and the left. The left eve 
fixing and the right fails move FIG. 12—Case paralysis the 
right superior oblique, the yoke muscle 
left inferior rectus. 
Studies this patient showed nothing ex- left oblique. This borne out 
the fields fixation the Hess apparatus 


cept advanced arteriosclerosis and hyperten- 
sion. has been under observation for 
The final diagnosis “paralysis the 
left superior rectus and left inferior oblique 
probably vascular, the left 


due lesion, 

third nucleus.” 

Case Mr. A., aged vears, had 

auto accident June, 1946, and suffered se- 

vere contusion the brain. There was 

injury the face. has had vertical dip- 

lopia since then. Vision 6/7.5 each eye, 

with correction. There detectable stra- 
bismus except covering that the eves 
are dissociated. The strabismus indicates 

the left inferior rectus and the 


the diplopia fields. 

Figure shows the diplopia fields. Figure 
shows the fixation fields measured 
Hess charts, indicating paresis the let! 
inferior rectus and superior oblique and 
overaction the right superior oblique 
inferior rectus 

diagnosis was made paralysis 
depressor muscles the left eve 
sumably hemorrhage the pons 
the cells the inferior rectus and 
together. 


oblique which lie close 


Case Mr. Van D., aged 


four weeks prior to e 


auto accident 


PARALYSIS 


BILATERAL SUPERIOR OBLIQUE 


13696 


Its 3-—Ihiplopia fields indicating bilateral 
lysis of the superior obliques. On dextroversion, 
ht eve’ assu 1 fixation, and in levoversion, 


nation and was struck the right side 


his head. Since then has had diplopia 
looking either side below 


carries his head with chin depressed 


} 


est. The eves are straight all positions 
ept looking down and the right 
The strabismus, fixation fields, and 

pia fields suggest paralysis both 
perior oblique muscles, greater the right 


shows the diplopia fields taken 
initial examination. All studies were nega- 
diagnosis was made hemorrhage 
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owing a paresis of the left inferior rectus and 


the pons catching the fourth nerves they 
cross one another before emerging from the 
pons. Five months later the patient 
examined and found have made com- 
plete recovery the left superior oblique and 
marked improvement the right superior ob- 
lique. The fixation fields (fig. 15) failed 
reveal any weakness either superior ob- 


lique, but showed marked overaction the 
RED GLASS 


inferior rectus. Evidently the right 
had recovered the extent 
could now move the right eve its full extent 
down and the left, but the excessive 
vation required this caused the yoke 
nuscle, the left inferior rectus, overact. 


Case Mrs.. D., aged vears, had 
paralysis right superior rectus 
ferior oblique due metastatic tumor the 
right orbit. For the past six months, this pa- 
tient has complained increasing 
looking upward. showed mass 
the right orbit, palpable, and en- 
larged lymph node above the right 
The right breast, contained 


was removed along with the enlarged 
breast tumor was 


node. The diagnosis of tl 
carcinoma, and the lymph node was diagnosed 
umed that the mass the right orbit was 
also metastatic lesion which 
the globe that upward 
paired. Figure shows the appearance 
the patient, and figure shows the fixation 
fields, indicating paralysis the right su- 
perior rectus and the right inferior oblique. 
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FIG. 15—Case 3—Fixation fields made five months after first examination. At this time, both of 


obliques had recovered, leaving no residual difficulty except overaction of the left inferior rectus 


FIG. 16—Case and right hypotropia due 
to a mass in the right orbit, preventing upward ro 
tation the right eve. (A) Eyes the primary 
position. ‘B) Looking up and to the right. 


the vertically acting muscles, the diag- 
nosis made difficult because two mus- 
cles appear paralyzed. These 
fall into two groups. The first group 
includes those which single lesion 
could involve both muscles. The muscles 


seemingly affected are either the supe 
rior rectus one together with the 
superior oblique the opposite eve, 
the inferior rectus one eye together 
with the inferior oblique the opposite 
eve. these cases, only one muscle 
actually paralyzed, while the seemingly 
paralyzed muscle the opposite eye 
underacting the basis 
law. evident that description 
the vertically acting muscles 


the one paralyzed muscle might 


have the strabismus 
fields. When the paralyzed eye 
bitually used fix, the effect 
ralysis one muscle extends 
activities other muscles the sam 
and the opposite eve and this leads 
picture which can very confusin 
the situation not understood 
kept mind when these cases are 
alyzed. 

the second group cases sing! 
lesion involves the elevators the 
pressors one eye both 
obliques. This quite understandab! 
anatomic grounds and should lead 
confusion. The elevators and 
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} 


e FIG. 17—-Case 4--Fixation fields show paralysis of the right 
and overaction of the left inferior oblique There is also 


wi h I have no explanation 


pressors one eye can caught the 
orbit sears and growing tumors, 
the nuclei origin their nerves may 
damaged small lesions the pons. 
two fourth nerves may caught 
cross each other before emerg- 
ing the posterior face the brain 


superior rectus and the right inferior oblique 
overaction of the left superior oblique for 
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are common the region 
the limbus and present number im- 
therapeutic 
problems. not our purpose re- 
view all types these tumors, but, 
rather, report from experience with 
certain tumors some clinical aspects 
which have received little attention 
have been subjects controversy. 

Epithelial tumors are 
areas epithelial transition and sites 
chronic irritation. this respect the 
limbus exception. Several squa- 
mous cell carcinomas and considerable 
number benign leukoplakic lesions 
have been observed each the clin- 
ics the University Oregon Medical 
School. out cases the lesions 
have been the palpebral fissure, more 
commonly the temporal side. ac- 
cordance with the observations Ash 
and these tumors occurred 
elderly males with few exceptions. 

The term leukoplakia describes well 
the clinical appearance those focal 
areas epithelial hyperplasia 
dermalization which commonly occur 
the temporal limbus and the bulbar 
conjunctiva. the name implies, these 
tumors are flat, white plaques (fig. 1). 
Frequently they are overlooked mis- 
pinguecula which are 
white and superficial. Like the lip 
From the Department Ophthalmology, University 
Oregon Medical School. Aided The Research 
Study Club. 

Presented the Fifty-Second Annual Session 


the American Academy Ophthalmology and Oto- 
laryngology, October 12-17, 1947, Chicago, 


and buceal membranes, 
sions the limbus are precancerous. 
history preceding leukoplakia has 
been obtained from several our 
tients with squamous cell carcinoma 
the limbus. For this reason these lesions 
logically. simple leukoplakia the 
perficial horny laver little altered, but, 
there considerable thickening the 
horny with decided acanthosis and 
below the dermis, the term leukokerato 
sis used. This differentiation made 
more 
Usually the transition from benign 
leukoplakia keratosis carcinoma 
the size the lesion and loss its 
flat surface are important, but 
experience the acquisition 
more reliable early sign malig 
nant transition. Benign leukoplakic 
sions are practically avascular, whereas, 
squamous cell carcinoma contains some 
vessels. Therefore, the 
leukoplakia should studied with the 
shit lamp and biomicroscope. are 
ing capillary network, almost cer 
tainly becoming malignant. Later, 
frank carcinoma develops, this vascu 
becomes grossly evident. The 
mor loses the dead whiteness leuko 
plakia and acquires characteristic 
hue. Then large 
vessels become manifest. These 
lated artery with occasional accom 
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FIG. cell carcinoma the limbus with 


invasion of the corneal stroma. Necrosis and slough 


ing of the tumor mass resulted in spontaneous cor 
- neal perforation 
fectious origin. the tumor 
into the globe may occur through the 
vascular channels the limbus. the 
and the corneal scleral meshwork were 
invaded. 
Sq carcinoma the imbus 
the past has been the custom 


enucleate even exenterate the orbit 

Most typically they squamous cell carcinoma has been 
many eyes with vision have been 
rmly fixed the underlying stroma, Ash and have pointed out 


pointed out Ash and that such radical treatment seldom 


extension usually superficial dicated. These authors 
cornea frequently invaded. simple excision followed enucleation 
may advance well into the enucleation the procedure choice, 

area before involving the corneal have observed relatively high 
ma. Sometimes when the recurrence when 
involved necrosis that and corneal stroma have been 
the tumor the tumor For this reason feel that 
ighs, our cases, the appreciable conjunctival corneal 
ect may mistaken for justifies the judicious use 
this patient descemetocele de- postoperative irradiation, Squamous 


ped perforation cell carcinomas the limbus are quite 
lowed (fig. 3). this respect irradiation, and, therefore, 
that the defects the can used effectively and relative- 
Which have observed as- small doses reduce appreciably the 
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danger recurrence when the conjunc- 
tiva extensively involved. those 
cases which involvement the con- 
junctiva and cornea 
radiation held reserve for recur- 
rences. 

are aware that x-ray cannot 
used indiscriminately around the eye be- 
cause the danger delayed cataract 
formation, secondary glaucoma and epi- 
dermalization the conjunctiva. 
this respect feel that contact type 
ray therapy equipment greatly reduces 
the danger intraocular damage. With 
this apparatus the penetration the 
rays can limited less than mm. 
and the lateral spread better controlled 
than with the usual methods. After ex- 
cision the lesion, the plastic tip the 
x-ray tube, shielded with metal, placed 
directly contact with the site the 
lesion the The dos- 
secondary damage should occur the 
eye from irradiation, still preferable 
the alternative enucleation ex- 


Lymphangiomas the limbus and 
bulbar conjunctiva are rare but have re- 
ceived less attention than their serious 
nature merits. Lymphangiomas arising 
from the limbus and conjunctiva tend 
grow steadily. They not metas- 
tasize but are locally invasive and de- 
structive. the orthopedic service 
the University Oregon Medical 
School Hospitals there have been sev- 
eral cases bone invasion and erosion. 
ing from the limbus which have pre- 
sented unusually difficult surgical prob- 
lems. Both were children whom the 
tumors had been neglected for several 
because the attending physicians 
were unaware the serious nature 
the condition. these children the 
tvpical lesions became mani- 
fest early infancy small lesions 
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FIG. the limbus and conjun 
tiva. 


but steadily, gradually encircling the 
limbus and extending into the orbit. 


the first patient the tumor extend 
from the nasal limbus between the 
inferior and medial rectus muscles into 
the orbit (fig. 4). The tumor also 
tended into the fornices and 
had spread onto the tarsus. the ag: 
tumor and progressive proptosis 
admission the child the 
these tumors are not influenced 
irradiation radical surgical excision was 
required. was necessary 
three-fourths the conjunctiva, 
proximately half Tenon’s capsule, 
well strip the capsule off the inf 
rior and medial muscles. There has been 
recurrence the tumor one and 
half after excision, but 
ducted. Similar surgery was required 
the other case. the importance 
lymphangiomas had been recognized 
these children when the tumors 
became manifest, 
would have been relatively 
stead radical surgery and multiple st: 
reconstructive work have been 

Simple lymph cysts are common 
the bulbar conjunctiva the 
but have received little attention 


the bulbar both childreneysts appear dilatations 
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vessels resulting the 
\lost commonly they operative 
njury, chronic irritation attack 
acute Many these 
disappear spontaneously, but 
they are the palpebral fissure and 
subject irritation, they may continue 

enlarge and become quite unsightly 
5). Simple opening does not effect 
permanent cure. Usually the overlying 
conjunctiva must split and the cyst 


B 
J 


\ and B-—-Lymph cysts at the limbus and 
bulbar conjunctiva. 


Cysts progressing the limbus should 

taken lightly. surgery at- 
excision should under strict 
ptic conditions. One observed 
another institution which 
imple opening cyst the limbus 
nophthalmitis and loss the eye. 
cond instance, member our 


snipped off limbic violent irido- 
developed within twenty-four 
hours. Cultures taken from the site 
removal the cyst revealed hemolytic 
ocular was controlled 
the prompt use penicillin and sulfa- 
Gonioscopic examination, aft- 
the inflammatory process subsided, 
wound, but peripheral synechia and 
connective tissue proliferation were 
dent the anterior chamber underlying 
the site the limbic cyst. only pos- 
sible theorize the mechanism 
spread infection from these limbic 
cysts the anterior chamber, but 
seems evident from these 
some connection must 
Possibly the cysts described above may 
have been filtering cicatrices resulting 
from forgotten penetrating injury. 
Ordinarily filtering cicatrix easily 
recognized and usually history per- 
foration obtained, but another 
our patients gonioscopy was necessary 
before filtering wound could defi- 
nitely differentiated from simple 
lymph cyst. this instance there was 
history penetrating wound. 


recent report Reese® has thor- 
oughly covered pigmented tumors 
the limbus. Our more limited experience 
largely agreement with his obser- 
vations that malignant melanotic tumors 
this region commonly arise from 
acquired precancerous melanosis rather 
than from nevi. our cases there 
has seemed little doubt that nevi have 
been the source malignancy. 
these patients nevus had been present 
the margin the lower lid since 
birth. the age the tumor began 
grow and soon extended the 
conjunctiva the globe. second 
case pigmented tumor the plica 
semilunaris had been noted infancy. 
This tumor began spread when the 
patient was age 47. the time was 
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first seen had extended the limbus. 
both these cases histologic studies 
revealed typical nevus cells with malig- 
nant cells the spreading margins 
the lesion. 

has stressed that changes 
the pigment may misleading rela- 
tion the growth the tumors. 
several our patients growth the 
tumors has been overlooked the pa- 
tient because the malignant extension 
the site the precancerous melan- 
osis has contained little pigment 6). 


FIG. 6—Melanotic malignancy recurring the 
bus with “seeding” in the lower fornix 


agree with Reese that treat- 
ment malignant melanomas exten- 
sive surgical eradication should made. 
erred one instance not making 
the excision radical enough. re- 
sult extensive recurrences and systemic 
metastases occurred within year. 
probable that exenteration the 
first admission would have saved this 
patient’s life. another patient, seen 
consultation with Dr. Lester Jones, 
local excision was followed seeding 
the tumor throughout the conjunc- 
tival sac. this patient interesting 
that the first evidence systemic metas- 
tases was detected Dr. Osgood 
tained sternal puncture. 


Granulomas are not uncommon the 
limbus. many instances the granu- 
loma seems originate from tiny em- 
bedded metallic foreign body. 
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loose bulbar conjunctiva 
bodies tend work out with motion 
the globe, but the fixed tissues the 
limbus this less prone occur. 
stead being extruded, the foreign 
body tends walled off 
blastic tissue which may become epi 
thelialized. 

During the course the past several 
several granulomas scar tis 
sue masses containing foreign bodies 
have been removed from the limbus 
these patients was the young son 
ophthalmologist. Two months 
fore admission, the doctor had removed 
small copper embedded the 
limbus. few weeks later granuloma 
began form this site. The doctor 
twice destroyed this lesion cauteriza- 
tion but promptly recurred. the 
time admission irritated granu 
loma measuring mm. diameter and 
1.5 mm. thickness was present. This 
was excised under the surgical micro 
scope and was found contain tiny 
copper. Postoperative healing 
was rapid. 

So-called 
not uncommon the limbus. the 
name implies they contain elements sim 
ulating true skin, including hair follicles 
sebaceous glands, and usually consider 
able subepithelial fibrous tissues. 
textbooks usually state that these tumor 
interfere with vision astigmatism 
encroaching upon the pupillary area. 
true that these tumors usually ten 
grow puberty and become 
sute that time, but 
seldom enlarge unless they are 
considerable irritation trauma. 
have seen only case which 
tumor itself actually grew from 
limbus into the pupillary area and 
extension followed trauma. There 
however, another important 
which these tumors may disturb 
sion; they contain considerable fatt 


components, lipid infiltration 
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infiltration of the cornea 


and B—Lipid 


limbu lipode rmoids 


the apex the tumor 
appearance this infiltration 
imulates arcus senilis, but tends 
rogress long the tumor present. 
acuity has been reduced over pe- 
from 20/30 and 20/40 
and 20/100 respectively, due 
involvement the pupillary area 
pid third case 

onsultation with Dr. Lester Jones. 


Was seen 


marked tendency for scar 
form the site excision 
Consequently, 


sue to 


Imologist who removes simple, flat 
this from the limbus 
cornea areas where has 
the tumor. The tumor 
ost involves the deeper 
and this defect usually heals with 


fibroblastic tissue growing the 
The resultant leukoma often 
more conspicuous than the le- 
sion. 

Lipodermoids are not always limited 
the region. those instances 
where the tumors are located temporal- 
ly, the tumor may simply repre- 
sent the forward lip lipodermoid 
the orbit. The lateral extensions 
lipodermoids from the limbus are intra- 
conjunctival rather 
tival; consequently, they may diffi- 
cult excise cleanly without consider- 
able loss conjunctiva. Postoperative- 
the under surface the conjunctiva 
tends bind down the globe. This 
point stressed because patients have 
been seen with unfortunate complica- 
tions following the attempted removal 
such lipodermoids for cosmetic pur- 
poses. one instance the ophthalmolo- 
gist Was unaware the retrobulbar ex- 
until 
tumor and then 


shaved otf the 


tension 


mass leading back into the orbit. at- 
tempted excise the entire mass. Post- 
operatively there was marked scar tis- 
sue formation with almost complete ob- 
literation the interior and lateral con- 
junctival fornices. The bulbar 
temporally was bound the 
globe that the rotations the eve and 
lid were restricted. 
Preoperatively this girl had 
cosmetic blemish consisting only 


movements the 


small nodular mass the limbus. Post- 
operatively she had constant diplopia 
and distortion her lids. 

The question surgical excision 
lipodermoids the limbus seems 
matter clinical judgment each 
individual case. the tumor 
and there evidence progressive 
lipid infiltration the cornea should 
removed for the preservation vi- 
sion, but the limbic tumor 
and not large enough produce 
serious cosmetic blemish, 
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tortion, irritation, should not 
excised. One should more hesitant 
operate the buibar conjunctiva and 
orbit are also involved than the tumor 
seems limited the limbic region. 

There are important limbic tumors 
other than those which have been dis- 
cussed, but there are some surgical prin- 
ciples which are applicable all types. 
For example, the removal limbic 
tumor requires precise dissection not 
only detect the conjunctival exten- 
sions the lesion, but preserve 
much clear cornea possible. For 
these reasons feel that this, well 
other types corneal surgery, should 
performed under wide field stereo- 
scopic microscope. labora- 
tory dissecting stereoscopic microscope 
used with attached lighting 
synchronized the mech- 
anism. With single adjustment and 
without breaking his aseptic technic, the 
operator can maintain adequate field 
which work and can control both 
the focus and illumination. Considerable 
practice required for the surgeon 
operate with only the highly 
tips his instruments visible 
surgical field. first “loses” his 
hands, but when this technic mastered 
able perform surgery with pre- 
ciseness not possible with the naked 
simple loupe. 

Electrosurgery seems preferable 
the scissors knife the excision 
neoplastic lesions the limbus. There 
less danger spread the tumor 
through the extensive capillary and 
lymphatic channels because these vessels 
are sealed rather than opened this 
type incision. very fine diathermy 
needle with light flexible handle 
used with current that produces 
maximum depth coagulation ap- 
proximately one-tenth millimeter. 
Limbic tumors regardless their size 
are always excised for laboratory study. 
lesions are coagulated otherwise 
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without histologic identifica- 
tion. 

capsule and its forward ex- 
tension loose connective tissue are 
important relation the surgical re- 
pair limbic and conjunctival defects. 
seems common practice pull 
simple conjunctival flap 
sclera following excision the tumor. 
Such flaps will almost invariably 
come bound tightly the sclera, but 
the areolar tissues are also 
transplanted mobility the bulbar con- 
junctiva usually retained. many in- 
stances where has been necessary 
excise large area bulbar conjunc 
tiva, good cosmetic result has been 
obtained without grafting mucous mem 
brane stretching capsule and 


8—A and B—Pre- and postoperative 
ance of a squamous cell carcinoma of 1) lin 
treated diathermy excision, sliding graft 
subconjunctival areolar tissue and postoperative 
radiation. 


A 
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its subconjunctival extension over the 
scleral defect, and then allowing its sur- 
face epithelialize (fig. This tissue 
has great elasticity and may often 
stretched over defect impossible 
Most surgical textbooks stress that the 
globe must not left unepithelialized, 
but has been our experience that gran- 
ulation tissue prone occur only 
when the sclera left bare, but not 
mucosal reticular tissue which the 
normal bed for epithelium. 
will form from capsule only 
the edge everted bunched together 


suture. 


AND CONCLUSIONS 

Clinical experiences with several types 
tumors the limbus are reviewed. 
and leukokeratosis are not 
uncommon the limbus and 
cancerous lesions. Acquisition vascu- 
larity these lesions seems 
clinical indication malignant change. 


formation one two large 
feeder” vessels seems almost pathog- 


squamous cell carcinoma 
the limbus. Local excision this type 
tumor rather than enucleation ex- 
nteration seems reasonable. 
use x-ray seems preferable 
enucleation exenteration there 
appreciable corneal conjunctival 
recurrence. For this pur- 
the contact type x-ray machine 
nearly ideal because the spread 
ntrolled. 
observations Reese that malig- 
melanotic lesions the limbus 
junctiva are usually derived from 
melanotic lesion are con- 
ied, but they may arise from true 
excision 
bulbar 


Radical 


inotic tumors con- 


tiva advocated. Two cases re- 
ence with throughout the 


conjunctival sac and systemic metas- 
tasis are reported following inadequate 
excision. 


pointed out that granulomas 
the limbus frequently arise from em- 
bedded, minute, foreign bodies and that 
simple cauterization avail un- 
less the foreign body removed. 

Lipodermoids occurring the limbus 


should not excised unless they pro- 


duce irritation, present considerable 
cosmetic defect, vision. They 
may extend well back into the orbit and 
excision tends followed exces- 
sive scar tissue formation. Two cases 
are reported which marked limitation 
motion and contraction the fornix 
followed attempted excision. the tu- 
mor the limbus contains considerable 
cause slow but progressive 
filtration the cornea seems occur. 
Although the tumor itself may not en- 
croach upon the pupillary area, the lipid 
infiltration may seriously disturb vision. 

Lymph cysts result from obstruction 
and dilatation lymphatic channels. 
When the limbus they should treat- 
with respect for they may have some 
connection with the anterior chamber. 
Reference made cases purulent 
intraocular infection following simple 
excision. Gonioscopy helpful 
tempting differentiate simple lymph 
cysts the limbus from filtering cica- 
trices. 

Lymphangiomas the limbus are 
rare but important. Although benign, 
these tumors are progressive and are 
locally destructive. Two neglected cases 
children are reported. 

Tumors the limbus should ex- 
cised for histologic study rather than 
which provides clean incision and 
seals off the vascular channels advo- 
cated for the excision. the precise dis- 
section tumors the limbus, the wide 
field stereoscopic microscope useful. 
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The leaving bare sclera avoided 
the use sliding flap subconjunc- 
tival tissue. Epithelium spreads readily 
over this tissue and mobility 
tained. 
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DISCUSSION 

M.D., San Jose, Calif. 
This very valuable and important example 
the teaching type paper impressed very 
much and was very pleased have op- 
portunity read the complete manuscript be- 
fore the meeting. find myself agreement 
with most the points brought the 
essayists and find very little controversial 
matter the paper. 

have always been somewhat confused 
both the clinical diagnosis and the term- 
inology epithelial tumors the limbus, and 
wish that the essayists had gone into little 
more detail this connection. Leukoplakia, 
epithelial plaque, Bowen’s disease (intra-epi- 
thelial epithelioma), papilloma, and Bitot’s spot 
are five the lesions seen the limbus which 
me, least, may somewhat confusing 
clinically. was interested hear that the 
Bitot’s spot, which, you know, one 
the early signs vitamin deficiency the 


eve, localizes like leuke plakia at the temporal 
limbus. This lesion, which hyperkeratotic 
lesion, triangular shape and has concentric 
folds. scrapings from one sees keratinized 
invariably covered with xerosis 
cilh. Untike other epithelial lesions of the 
limbus, the Bitot’s spot responds very well 
vitamin administration 


the comment 


was impressed 
the role previous irritation tumor pro 
duction. think this particularly apparent 
disease. The first case saw was 
woman who had had severe trachoma 
with pannus 

The two main virus tumors the eve, papil 
loma and molluscum contagiosum, 
occur the limbus. think important 
stress that these tumors are usually secondary 
tumors the lid margin and that removal 
currence the tumors the limbus 

had not been familiar with the 
malignant tumors and shall certainly pay 
tention this sign the future 

very definitely agreement with the 
essayists regarding the conservative treatment 
epithelioma. sure have seen nun 
ber eves unnecessarily sacrificed 
local extirpation would have been possible 

Dermoids have been 
and sure that too many them have 
been treated surgically. not happen 
have seen case which lipoid infiltration 
the cornea was sufficiently marked constitut 
visual handicap. 

Like Dr. Swan and his associates, our 
tary, Dr. Reese, has stressed the importar 
precancerous melanosis the origin 
melanoma, and personally never 
nevus the limbus undergo malignant 
generation. have just asked our secreta: 
here and tells that has seen 

The importance cysts the limbus 
highlighted by the case referred to by the ¢ 
sayists which panophthalmitis lat 
meningitis occurred after removal 
cyst. have personally had only case 
which cyst communicated with the anter 
chamber, and fortunately infection devel 
after its removal. did have one cyst 
the limbus which dissection the 
thelium occurred spontaneously, forming 
amounted bullous keratitis which requ 
surgical treatment. 

never have been impressed the im] 
tance foreign bodies the production 
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saw multiple foreign bodies the cornea 
pieces glass, rock, coral—but 
the tolerance the ocular tissues the 
and cornea multiple foreign bodies 
who has seen many more cases 
this type than have, may have some case 
reports interest 
The matter microsurgery surgery un- 
der magnification important one and those 
who are accustomed removing corneal 


ler the slit lamp and corneal 


reign bodies un 
roscope are aware the value their 
procedure. sure that the extremely valu- 
method advocated Dr. Swan and his 
ssociates will come into general use. Electro- 
irgery has much offer, particularly deal- 
with malignant 


radio frequency current rather than 


has 
lia- 
ermy understand that cleaner dissec- 
can this method with less 
mage the tissues. 

was glad have Dr. Swan and his asso- 
tes stress again the extreme importance 
croscopic control all lesions the limbus 
lutely essential the proper handling all 


lesions 


M.D., Bryn Mawr, Pa.: 
essayists have presented most interesting 
cussion certain tumors the limbus 
Particularly refreshing the fact that they 
based their report personal clinical ex- 
erience rather than relying 
graphs from the literature which have been 
pied from textbook textbook over the 
with the the recording ma- 
hine 
The occurrence tumors the sites 
ithelial transition throughout the body well 
wn, and, Dr. Swan out, 
are more frequent when chronic irritation 
added. 
has recently been some evidence that 
virus responsible for some 
epithelioma early eves with trachoma- 
pannus, old ulcers, atypical pinguecula and 
nic conjunctivitis. Gross elevation not 
essary for tumor formation, that the 
may present and not grossly ele- 
Evidence chronic conjunctivitis to- 
with dilated episcleral vessels which ap- 
formation. 
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I should like to ask whether leukoplakia has 
the mucosa patients with 
leukoplakia the limbus. would seem 
that there might little better term 
than this. doubt that leukoplakia does occur 
the mouths these patients. 

The authors have pointed out some excellent 
diagnostic aids regarding the differentiation 
leukoplakia and epithelioma. Judging 
specimens that one sees the laboratory, pre- 
cancerous lesions are not frequently removed 
for diagnosis and hence can conclude that 
they are not often suspected 

The lack pain erosions the cornea 

neoplasms probably due slow de- 

struction pressure the nerve endings, 


whereas infectious ulcers the abrupt onset 
leaves the viable nerve fibers exposed 
certainly agree with the and with 


Samuels, Ash and Wilder that local excision 
tar preferable enucleation because the 
low incidence recurrence and extension into 
the globe 

There seems some hesitancy about bi- 
opsy and complete excision the epibulbar 
tumors. Since have learned that lamellar 
keratectomy feasible and simple that 
large amounts conjunctiva can, necessary, 
sacrificed safely, this hesitancy should 
abandoned. Complete excision preterable 
simple biopsy for three reasons: Only one 
operation required complete. One 
portion the excised tissue may show tumors 
whereas other portions not. Sections can 
cut any meridian show whether not 
all the tumor has been removed. 

Perhaps Dr. Reese will elect comment 
his ideas about malignant neoplasms rising 
from the benign neuronevi. believe that 
correct saying that does believe that 
malignant changes occur, albeit rarely, 
nign neuronevi. has stressed the more fre- 
quent occurrence the origin malignant 
tumors from precancerous melanosis which 
diffuse lesion. There doubt that many 
fatalities have been avoided his teaching 
regarding the radical surgical treatment the 
latter disease. 

have seen only one lymphangioma and 
not qualified discuss this. 

glad hear the essayists emphasize 
the role foreign bodies granulomatous 
patients. For some reason have little dif- 
ferent impression from Dr. Thygeson’s—that 
these small granulomas were rather frequent 
not only the limbus but elsewhere. 

Dr. Swan urges the use the dissecting 
microscope insure surgical manipulation 
the most precise nature. While have not done 
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this, convinced that the loupe should not 
reserved for presbyopic surgeons only. 

Dr. Swan and his associates favor covering 
the bulbar conjunctiva with Tenon’s capsule 
and its subconjunctival component instead 
leaving the sclera bare when local sliding con- 
junctival flaps are not feasible. This obviously 
works from his splendid pictures, but there 
possibility—and not infrequently occurs- 
that this will the secondary operation and 
then Tenon’s capsule and the subconjunctival 
tissue are badly scarred and adherent the 
globe that they must excised. such cases 
have learned that safe leave the 
sclera bare, allowing Tenon’s capsule re- 
tract and recessing the conjunctiva sutur- 
ing the sclera. This avoids contracture 
the fornices, limitation motility, and vas- 
cularization that portion the cornea 
which has been subjected lamellar keratec- 
tomy. 

One type precancerous lesion, namely, 
intra-epithelial epithelioma, best treated 
complete excision. The experienced derma- 
tologists and general surgical pathologists who 
deal with this disease advise against radiation 
therapy. Grenz and beta radiation may stimu- 
late rather than destroy the growth. This is, 
you know, diffuse lesion. Doses x-ray 
and radium which will destroy this lesion are 
larger than those like see used the 
eye when excision feasible. 

Particular note should made Dr. 
statement that the tip the x-ray 
tube placed directly contact with the eye 
the ophthalmologist; the radiologist con- 
trols the dosage. This close co-operation 
essential the optimum result. not 
frequently done might be. extra 
precaution specially designed plate lead 
can placed that portion the cornea 
which not intended treated with radia- 
tion. 

difficult see why intraocular infec- 
tion should occur from excision the simple 
lymph cyst. One wonders there might not 
some other lesion present Dr. Swan 
pointed out. Extension aqueous veins 
demonstrated Ascher may account for the 
mechanism the infection getting into the 
globe. 

consider privilege have studied this 
paper advance and sure that will 
all want study when published. 


Mass.: Mr. Chairman, did not expect 
called upon discuss this paper ideas 
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the subject are not organized, but have 
been practice good many years 
course have had deal with and have 
certain ideas which may may not correct 

With regard the dermoids: practically 
always excise them. you deeply enough 
the cornea beneath the dermoids you gen- 
erally don’t get enough scar conspicuous 
and you get scar you can treat 
tattooing and obtain good 

seems that almost any tumor the 
bu!bar conjunctiva, elevated, will be- 
come vascularized due its traumatism the 

not understand Dr. Reese’s experience 
regard the origin these pigmented 
tumors, because impression that most 
the melanotic tumors the limbus arise 
from nevi. don’t mean say that have 
ever seen conjunctival nevus become 
lignant don’t give chance. 
always excise before this can happen, and 
that may the reason others seen 
happen. But the great majority 
cases the character the tumor has proved 
that did not arise from precancerous mela- 
nosis. The growths have been mushroom 
shape polypoid. That not the sort 
tumor you get, understand it, from pre 
cancerous melanosis. Perhaps Dr. 
different experience due the fact that ow- 
ing his interest cancerous 
melanosis, especially large number 
tients with this condition have referred 
him. 

good many years ago (1903) Dr. Robert 
Loring and looked the literature the 
subject epibulbar sarcoma. found 
many recurrences after excisions that de- 
cided that the eye should removed soon 
the diagnosis was established. 

With Oliver Wadsworth reported, 1901, 
the case polypoid melanotic tumor the 
limbus which contact had implanted tu- 
mor the lower lid. had another case like 
that, but not believe that reported 
although was more interesting. was 
more interesting because, although the 
planted tumor was unpigmented, around the 
skin had become extensively pigmented 
there was something the tumor, oxidase, 
some kind “dase,” that stimulated pigment 
formation the otherwise normal skin. 

With regard the epitheliomata, course, 
they take various characteristics, but most 
commonly the early stages they simply look 
like thickened epithelium. often long 
time before they seriously invade the under- 


4 


tissue; therefore, when such tumors are 
small have always felt that was safe 
excise them and watch for recurrence. 

forgot mention another melanotic epi- 
bulbar tumor that reported 1912. was 
tainly did not arise from precancerous mela- 


This man came into the clinic with 


account of its size, 
Noss 
growth about large sticking 
out his right socket. pathologic ex- 
amination found that the growth had sur- 
rounded and pulled the eye entirely out its 
socket, yet had not penetrated all the 
nterior the eye. characteristic 
melanotic tumors not penetrate the 
eve. This man already had involvement 

preauricular 
person can be, for had 
tumor reach this tremendous size before 


right regional 
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from only three dozen tumors; consequently, 
colleagues and presented this paper 
stimulate 
other members the Academy. are de- 
lighted with the discussions Drs. Thygeson, 
and Verhoeff. 


exchange 


discuss all the interesting points that were 
brought out, but should like make clear 
that our references vascularity not ap- 
ply limbic tumors general. Vascularity 
only significance the differential diag- 
nosis between precancerous leukoplakia leu- 
kokeratosis and squamous cell carcinoma. This 


vascularity not due 


There were signs inflammatory reac- 


tion any the photographs the ten 
squamous cell carcinomas that have shown. 
All these tumors have the characteristic 


fleshy hue due their acquisition vascular 


1 


whereas, the leukoplakic lesions which 
demonstrated appeared white because 
their feel that “leukoplakia” 
good descriptive term. Thank 
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EPITHELIAL INVASION THE ANTERIOR CHAMBER 
FOLLOWING CATARACT EXTRACTION 


GEORGIANA 
OAK PARK, ILL. 
Haas, M.D. 
CHICAGO, ILL. 


invasion the anterior 
chamber one the most malignant 
postoperative complications cataract 
During the period from 1934 
1945 the pathology laboratory the 
Eve and Ear Infirmary received 
eyes which were enucleated following 
cataract extraction. Fourteen these 
eves demonstrated epithelial invasion 
the anterior chamber. 

Eight thousand and sixty-two cata- 
ract Operations were performed the 
Eye and Ear during 
this period, and the eyes with 
epithelial invasion had been operated 
this institution. Thus, the histo- 
logically proved incidence per 
cent. Five additional cases were diag- 
nosed clinically and apparently success- 
fully treated with 
These are not included this series be- 
cause lack histologic diagnosis. 

The literature epithelial ingrowths 
consists clinical cases 
mental investigation. Collins and Cross* 
reported cases 1892 and felt that 
the complication resulted from implan- 
tation. 

the following report- 
case which showed iritis, slow heal- 
ing the wound, and contained strati- 
fied epithelium the anterior chamber. 
Guaita mistook the epithelium for endo- 
thelium. Meller?! 1901 presented 
comprehensive account the condition 
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American Academy Ophthalmology and Otolaryn- 
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From the Eye and Ear Infirmary, University 
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based largely the 
ings man who died delirium tre 
mens four days after cataract extrac- 
tion. The striking feature was that the 
epithelium had completely lined the lips 
the wound and extended over the 
posterior surface the cornea for 
distance mm. Meller was the first 
advance the theory epithelial 
invasion was the result proliferation 
wound. 1903, Elschnig’ reported 
case with epithelium both the anterior 
and posterior chambers. stated that 
the origin undoubtedly resulted from 
extension along poorly healing wound, 
and believed that the transitional epi- 
thelium the corneoscleral margin 
possessed the maximum 
proliferation. Elschnig explained his in- 
ability find the continuatien sur- 
face epithelium with that the 
chamber supposing that the connect- 
ing bridge was disconnected the ad- 
vancing tissue the scar. This same 
view was later expressed 
his lecture before the Viennese Medical 
Association 1912. 

Other cases have been reported 
Hirschberg and 


presented case following 
cataract extraction, and his discus- 
sion included iris cysts 
forating injuries. stated 
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thelium the anterior chamber could 
itself three forms: (1) 
tumors the iris, (2) post-traumatic 
cysts the iris, and (3) epithelization 
the anterior chamber. 

According there are three 
ways which epithelium could intro- 
duced into the eve: (1) implantation 
(on dull ragged foreign 
tival corneal tissue turned into the 
(3) and ingrowth epithelium 
proliterating along the edges 


possibly along corneal suture. 


INVESTIGATION 


genesis epithelial invasion the an- 


terior chamber 1s reflected in the expert- 


mental investigation. Attempts 
produce this condition animals have 
been made implantation epithelium 
onto the iris and the 
anterior chamber. 

1872, 


cases with the iris following 
perforating injuries. was his conten- 
tion that the were due 
pieces epithelium which had been car- 
ried into the anterior chamber re- 
sult the perforation, von 
posed his opinion and felt that the 
were nothing but encystments folds 
the iris, with progressive expansion 
and rarefaction the iris which formed 
the walls the cyst. Donders, 
attempt settle the question, sug- 
gested Dooremaal try produce 
the condition animals. 
through small corneal incision, placed 
the iris dogs and rabbits various 
living tissues. small piece 
tiva assumed fibroid character. little 
piece mucous membrane the lip 
caused development spheroidal tu- 
mor, very similar the epithelial pearl 
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provide information the development 
cysts because the fibrous capsules 
formed around some foreign bodies can 
hardly interpreted cysts. 

These experiments were repeated 
the following year five rabbits 
who concluded that vital 
structures every kind soon became 
incorporated the anterior chamber 
nourishment from the circula- 


tory system the eye. produced 
the iris with regular epithelial 
covering from little piece mucous 
membrane the nose. 

1875, 
hairs with their 


implanted 
sheaths into the 
anterior eyes dogs and 
rabbits. found that the root sheath 
grew directly the iris, and that 
casionally the hair would fall out, leav- 
ing pseudo, rather than true cyst. 
implanting small pieces conjunctiva 
and skin into the anterior chamber that 


root 


the implanted tissues undergo, first, 
certain resorption, the irregular 
tle become round and assume 
white color. After certain time, how- 
ever, the implanted piece resembles most 
closely the cysts and the epithelial tu- 
mors which may develop the human 
iris after penetrating wounds 
cornea. 

1880 and 1881, performed 
chamber the eves rabbits. se- 
lected tissues which thought would 
most likely carried into the eve fol- 
lowing perforation, such cilia, corneal 
epithelium, conjunctiva and the skin 
the lids. cases, small pieces the 
conjunctiva were placed the and 
the experiments the tissue was 
absorbed, and trace the foreign 
body could found after forty-three 
and forty-seven days. the other cases, 
fungiform tumor was found which 
reached the posterior corneal wall and 
was connected the iris pedicle. 
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These tumors consisted tissue 
the center small zone in- 
compact tissue. The whole tumor was 
sometimes covered with quite regular 
epithelium composed one 
laver (fig. 1). 


FIG. (Hosch)—Diagrammatic representation 
iris tumor produced the implantation con 
junctiva onto the iris. 


Pieces from layers the cornea, in- 
times for implantation and left lving 
the iris from one hundred 
thirty-six days. Small tumors composed 
tissue were found the iris, 
but none them contained epithelial 
tissue. 

Hosch, cases, inserted pieces 
skin (full thickness) with adhering 
hairs which produced large cyst lined 
with regular cover pavement epi- 
and filled with atheromatous 
content. 

showed that replacement 
newly formed connective 
place the anterior chamber rabbits 
following the introduction various 
tissues, such cornea, iris, sclera, 

using cats and rabbits, 
showed that piece cornea from one 
eve inserted into the anterior chamber 
the opposite eye was absorbed, and 
concluded that the aqueous did not 
supply enough nutrition keep alive. 
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Almost many attempts have been 
made show that the epithelium gains 
access the anterior chamber means 
extension through poorly healed 
case has been previ 

ously discussed. 1902, dis- 
cussed the tendency corneal 
1905, studied the healing 
wounds the corneas rabbits and 

scribed his findings varying intervals 
following section the cornea with 
knife. His findings were repeat- 
cussion the postoperative complica 

tions cataract extraction. this 

per stated that his first 
had been erroneous, and that believed 
the site ingrowth could have been 
found the first two eves they had 
been serially sectioned, Collins pointed 
out that after corneal section the 
knife for cataract extraction 
fibrinous coagulum occurs between the 
two stromal surfaces the incised cor 
nea, but the anterior and posterior edges 
the wound still gape. The corneal 
thelium grows down into the wound 
proper until met the fibrous 
sue growing between the 
surfaces. this fibrous tissue pushes 
forward, gradually flattens out the 
ingrowing epithelial plug, and smooth 
laver corneal epithelium finally cov- 
ers the wound. the fibrous 
tissue grows down the endothelial 
laver cells, and only several months 
later anew Descemet’s membrane laid 
down. the original coaptation the 
lips the corneal wound are not 
the corneal epithelium, instead being 
stopped the fibrous plug 
continues grow straight through into 
the anterior chamber, lining the anterior 
surface the iris, the filtration angle, 
and finally even the posterior surface 
the cornea, forming the ante- 
rior chamber. 
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Treacher Collins also stated that 
conjunctival flap used cataract 
cover the corneal wound 
plug corneal epithelium 
grow into the wound, and the 
thelial vascular tissue removes the pos 
sibility the corneal 
liferating into the anterior chamber. 

1930, presented case, 
and stated his belief that proliferation 
the invading epithelium was rapid 
long there was hypotony and slowed 
down when the tension was normal 
felt that the nourishing 
features the plasmoid aqueous due 
the hypotony provided better culture 


experimentally produced epi- 
thelial-lined cysts the anterior cham- 
ber and 1930. used three tech- 
nics. the first introduced the end 
tongue conjunctiva, dissected 
the limbus the eye, into the an- 
terior chamber. The tongue was left at- 
tached its base. Suzuki showed that 
wound healing was supplemen- 
tal necessity, for maintained the prop- 
nutritional condition the implanted 
epithelium the formation reactive 


duced cysts the anterior chamber 
out experiments (fig. 2). The 
ond method was place whole strips 
conjunctiva the iris, and 
duced iris cyst out at- 
tempts. Finally, when used only the 
epithelium without the underlying stro- 
there was complete failure. 

1931, described his expe- 
riments rabbits. When introduced 
conjunctival flap into the 
anterior chamber, there was tendency 
for the tlap expelled but when the 
Hap was retained there was complete 
absorption. after traumatizing the 
eve and attempting 
potony, there was evidence 
liferation and the 
some his experiments, 
Corrado introduced corneal into 
the anterior chamber and placed cellu- 
loid plaque between the lip the cor- 
neal wound and the removing the 
celluloid after fifteen days. 
cases, the Hap tissue was found folded 
the chamber, completely 
preserved, and adherent the iris. 
interesting that when corneal flaps were 
placed upon the anterior capsule the 
lens, proliferation took place almost 
all cases. 

1937, performed series 
corneal including epithelium and 
thin layer stroma, was dissected from 
the cornea toward the limbus and pushed 
through keratome incision, 
neath the flap into the anterior chamber. 
all cases the entire corneal implant 
became absorbed within 
with formation anterior adhesion 
the iris. concluded that epitheliza- 
tion the anterior chamber could not 
epithelial invasion the anterior cham- 
ber the eye following operation 
perforation may due implantation 
growth epithelial cells through 
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1939, reported that had 
attempted epithelization 
laboratory animals and was successful 
instances. The details these ex- 
periments have never reported. 
Maintained hypotony continuity with 
the surface epithelium means 
did not appear essential the in- 
traocular growth epithelium. hu- 
man case, the epithelium grew along 
stitch deep into the 
reaching the anterior chamber. con- 
cluded that the presence prolapsed 
material favored extension epitheli- 
into the eye proliferation, and 
stated that endothelium the back 
the cornea barrier the growth 

The results the numerous attempts 
reproduce cysts the iris the im- 
plantation various substances can 
summarized. The corneal epi- 
thelium has never been shown prolif- 
Skin, mucous membrane 
the nose and lip, and full thickness con- 
junctiva when placed contact with 
the iris can produce cysts 
appears necessary for 
the implant contact with the 
iris order secure sufficient nour- 
ishment for growth. should em- 
phasized this point that all the 
successful experiments the cysts not 
resemble our cases epithelial inva- 
sion the anterior chamber following 
cataract extraction but reproduce the 
tumors cysts the iris, which follow 
perforating injuries. 

high percentage epithelial 
the anterior chamber have been pro- 
duced the inclu- 
sion tongue conjunctiva cor- 
nea into the wound. Both Corrado and 
Suzuki found 
healing the wound, and one showed 
increased proliferation when the con- 
junctival flap was placed the lens 
capsule. The pathologic picture the 
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cases, which are presenting, bears 
mentally-produced epithelial ingrowths. 


CASE REPORTS 

Case (3496)—A year old white male 
Removal dislocated lens through 
neal incision was attempted the Eye 
and Ear Infirmary March 30, 1934. su- 
tures were used. There was small anterior 
chamber hemorrhage, and the anterior 
remained shallow for three weeks. The eye 
continued irritable and painful and was 
removed August 31. 

The microscopic sections revealed 
corneal wound. There epithelium extending 
between the superficial lamellae the cornea 
fairly large epithelial the anterior 
chamber. adheres posteriorly the 
terior surface the iris and anteriorly the 
cornea, and formed two three layers 
stratified epithelium. The iris stroma 
thickened and infiltrated cells chronic in- 


The optic nerve normal 


was performed the Eye and Ear In- 
firmary Jan. 26, 1937. Two days later, the 
anterior chamber was and there was 
moderate reaction. The postoperative course 
was uneventful. Dec. 1939, the patient 
was readmitted with history sudden de- 
crease vision, severe pain, and tearing for 
one week. examination his vision was hand 
movements one foot, and his tension mea- 
sured mm. Schiotz. There was marked 
injection the pericorneal vessels; the cornea 
was steamy and showed healed limbic sec- 
tion between and The anterior 
chamber was shallow, and there was iris 
tient had posterior sclerotomy which did not 
control the pain tension. December 13, 
the eye was enucleated. 

The microscopic sections reveal that most 
the incision was through the cornea. Through 
serial sections the epithelium traced through 
the wound into the anterior chamber, where 
forms large cyst that occupies all the 
existing anterior chamber. Over the lower 
one-third the original anterior chamber, the 
iris adherent the cornea. 
iris obliterates the rest the chamber. The 
disk edematous. 


Case old white male 


combined extracapsular extraction was per- 
formed the left eye the Illinois Eve and 
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Ear Infirmary, July 28, postopera- 
tive course showed delaved healing 
wound for three weeks. Aug. 18, 1938, the 
left eve became painful and red. The tension 
was soft and the vision, hand movements 
one foot. There was moderate pericorneal 
tion, and the cornea showed heavy white 
covering the lower three-fourths 
cornea. The cornea was clear above. With 
the slit lamp the incision could seen 
entirely corneal. The diagnosis acute iritis 
was made, and the patient treated with foreign 
protein and salicvlates. was discharged 
improved Sept. 10, 1938. Sept. 19, 1939, 
the patient was readmitted because persis- 
tent chronic irritation and pain, and the 
was enucleated 

The sections reveal the wound 
tar the cornea. There are two cysts 

the anterior chamber size, and 
epithelium covers the iris. The iris 
atrophic and fibrotic, and has cells chronic 
with the remaining lens capsule. The 
atrophic, and the optic disk 


Case old white male 
left extracapsular lens extraction was per- 
formed another hospital Feb. 15, 1938. 
The patient stated that had postoperative 
hemorrhage. was seen the Infirmary 
September 15, because poor vision the 
eve. The eye showed moderate injection 
the conjunctiva with flat, opaque vascu- 
larized cornea. 

The microscopic sections show that the cata- 
ract incision was intracorneal and healed, ex- 
cept for short tubes and strands epithelium, 
can traced serial sections into the 
anterior chamber. Vascularized granulation 
tissue also present the wound. Descemet’s 

embrane very convoluted and detached, 
and the space filled with organized connec- 
tive tissue containing small epithelial cyst. 
large epithelial cyst found the anterior 
hamber. The wall formed five ten 
lavers epithelium and the cavity contains 
desquamated epithelial cells. The iris fibro- 
tic and atrophic. There 

due lowered tension. 


Case year old white fe- 
extracapsular lens extraction 
vas performed another hospital 1938. She 
vas seen the and Ear Infirmary 
July 29, 1942, because poor vision and 
annoying foreign body sensation. These 
mptoms had been present for approximately 
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two months. examination there was 5/200 
vision with correction, and tension mm. 
The nasal one-half the section 
was entirely the cornea, and there was mod- 
erate wrinkling membrane. Ad- 
the corneal section was 
which was attached the cornea anter- 
orly and rested the iris posteriorly. There 
was surgical coloboma the iris 
and the pupillary opening was clear 
Because the translucent cyst, wrinkling 
Descemet’s, and the corneal section, a diagno- 
epithelial ingrowth was made. The pa- 
tient was discharged miotics and received 
300 x-ray therapy, but was readmitted 
the hospital Feb. 23, 1943, because 
continued pain and absolute glaucoma. There 
was increase the descemetitis read- 
mission, and the was larger spite 
the x-ray therapy. The eve was enucleated 


March 1943. 


The incision was intracorneal, 
nants lens cortex with capsule the 
sterior surface the wound. section 80, 
lens capsule extends into the wound 
one four cells thick lines the 
cornea and and places desquamating. 
The iris atrophic, and the pigment 
cystic and degenerating. The optic nerve 
atrophic 


Case (4968)—A vear old white male. 
left intracapsular lens extraction with 
small conjunctival flap and was 
performed the Illinois Eye and Ear In- 
firmary May 18, 1939. Following the sec- 
tion, vitreous presented and the lens was de- 
livered intracapsularly with the loupe. The iris 
was incarcerated the wound and left the 
end surgery. May 20, the chamber was 
reformed, and the wound appeared good 
order, and, May 29, the patient was dis- 
charged because the eye showed very little re- 
action. The media was clear and the patient 
could read 20/50 with +5.50 +6.00 15. 
June the patient was readmitted with 
history pain the eye since the previous 
night. The vision was light perception and 
projection. Examination revealed moderate 
edema the lids, marked epiphora, and 
injection. The cornea was 
hazy, and there were many folds 
The anterior chamber had small hyphema, 
and there was blood the anterior vitreous. 
The wound appeared poorly healed. The pa- 
tient was given calcium gluconate and typhoid. 
was discharged June 24, and readmitted 
July when stated that bumped his 
forehead. The wound was found open, 
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and the anterior chamber filled with 
the eye remained irritable, was enucleated 
August 

The incision was intracorneal, its margin 
separated prolapsed iris. Some sections con- 
tain prolapsed retina. The surtace epithelium 
lines the granulating margins and grows into 
the anterior chamber hollow tube contain- 
ing macrophages. the anterior chamber the 
epithelium forms cyst filled with exfoliative 
cells. The iris fibrotic (fig. 3). 


FIG. 3—Case (4968)—Shows 
wound edges. Epithelial cyst adjacent cornea 


Case old white female 
right intracapsular lens extraction, with 
fornix-based flap and Verhoeff corneoscleral 
sutures, was performed the Eye and 
Ear Infirmary March 1940. The an- 
terior chamber did not form for thirteen days, 
and April 18, the patient was readmitted 
with tension mm. Hg, Schiotz. Exami- 
nation revealed corrected vision 20/50, 
and the cornea was hazy the upper temporal 
quadrant. Since the patient did not respond 
miotics, cyclodialysis was done April 
22. May 21, 1941, the patient returned with 
tension 30, and vision 20/200 the 
right eye. Gonioscopy revealed closed angle 
below and vitreous (this was probably epi- 
thelium) adherent the posterior corneal sur- 
face the region the wound. The fields 
could not The patient was ad- 
vised use miotics, but did not return until 
August 27, when there was poor light percep- 
tion with unbearable pain. The cornea was 
steamy and details the anterior chamber 
could not made out. The eye was enucleated 
August 27. 

The microscopic sections showed the incision 
limbal, and there was basal iridectomy. 
Serial sections showed tubules epithelium 
the anterior layers the cornea, and 
strand surface epithelium extends the 
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anterior chamber from the wound the pos 
terior chamber. The optic disk shows 


cupping and the iris fibrotic 


Case (5842)—A year old white female 
left extracapsular lens extraction 
formed the and Ear Infirmary 
April 24, 1940. She was discharged 
May with slight ciliary injection and some 
wrinkling Descemet’s. One year later the 
patient returned with history continuous 
pain. The left eye showed edema the lid 
and marked ciliary injection. The tension was 
soft. The cornea showed healed section with 
curtain-like opacity its posterior surface 
between and 12:30 which extended 
down for distance mm. from the 
wound. The pupil was pulled and covered 
opaque membrane. There was 
ization the superficial layers the cornea 
diagnosis epithelial ingrowth was made 
and the patient received 1000 x-ray ther 
apy. The eye remained painful 
was enucleated Aug. 12, 1942 

The microscopic sections showed corneal 
operative incision. The inner edge the cor 
neal wound least mm. anterior 
chamber angle. Sections show the 
wound entirely lined 
which continues into the anterior chamber, 
there forming several cysts. The lens capsule 
curled and enmeshed the scar tissue 
adjacent the epithelial downgrowth through 
its entire length. The iridectomy 
and the stump the iris incarcerated 
the wound. the opposite side there 
lacy adhesion between the iris root and the 
trabeculum. The optic disk edematous 
spite the blocked angle. One mm. away 
closure and section 100 shows sign the 
epithelial lining the wound (figs. 


Case (P1185)—A old white male 
intracapsular lens extraction, with for 
nix-based flap and corneoscleral su- 
tures, was performed another hospital 
1941. The vision gradually failed, and Aug- 
ust, 1944, the patient had needling because 
20/50 vision. rise the intraocular ten- 
sion followed which was not controlled 
and September the patient had 
cyclodialysis. the second postoperative 
huge intraocular hemorrhage occurred, and 
the eye became blind and painful. 
was performed December. 

The microscopic sections revealed that 
corneal incision was made with the inner mar- 
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FIG, 4—Case 8 (5842 Section 100—Showing heal- 
wound with only small extension epithelium 
into subconjunctival tissue. 


FIG Case & (5842 Section 8&5— Showing ex- 
sion of conjunctival into corneal wound 
amber angle. The surface epithelium shows 


into the corneal wound but cannot 
traced into the anterior chamber. the pos- 
terior corneal surface there thin 
epithelial cells which are continuous with 
thin laver cells the anterior the 
the iris surface the 

layers thickness. The disk shows some 

upping and the lamina displaced backwards. 
iris thin and atrophic. The epithelial 
embrane covers the pupillary area. The optic 


erve shows glaucomatous cupping. 


Case (6469)—A year old white 
ale. extracapsular lens extraction, 
vith small conjunctival flap which only 
conjunctival suture could inserted, was 
erformed the Illinois Eye and Ear In- 
rmary Nov. 17, 1943. There was small 
vitreous. The anterior chamber was 
rmed two days later the first dressing. 
patient was discharged November 
few folds and quiet eve. 
vision this time was 20/100, corrected. 


FIG. 6—Case 65—The epithelium 


almost into chamber 


FIG. 7—Case 8 (5842 Section 40—The continuity 


of surface epithelium with anterior chamber cyst is 


demonstrated, showing necessity of serial sections 


Sept. 1944, the patient was readmitted 


because poor central acuity. The anterior 


chamber was deep and optically inactive. The 
was markedly atrophic. There was thin, 
secondary membrane. The tension and 
disk were normal. September the mem- 
brane was needled. February, 1945, the eye 
began hurt, and the patient lost all vision. 
May the pain became excruciating, and the 
patient was admitted with tension mm. 
Hg, Schigtz and light perception. exam- 
ination the patient showed deep opacities and 
vascularization the cornea. places the iris 
rested against the cornea, and there was 
iridectomy above with scattered areas 


the pupillary space. The eve was enucleated 


Jan. 30, 1946. 

The microscopic sections showed 
incision. epithelial-lined cyst occupies the 
greater part the anterior chamber covering 
the pupil and extending over the iris the 
opposite side. Sections 150 were ex- 
amined, and these there was connection 
the cyst with the surtace epithelium. The 
corneal wound shows posterior thinning, and 
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some sections partially lined with atro- 
phic iris. Scar tissue extends from the wound 
nto the anterior chamber posterior the 
cyst. The iris fibrotic and atrophic, and the 
optic disk shows deep cupping. 


Case (P1165)—A year old white male. 
extracapsular cataract extraction, with 
fornix-based flap and corneoscleral 
sutures, was performed another hospital 
June, 1943. The postoperative course was 
complicated severe iridocyclitis. There 
was gradual impairment the light perception, 
and epithelial ingrowth was diagnosed 
January, 1944. 

The microscopic sections show that the inci- 
sion was corneal. The inner edge the wound 
approximately mm. anterior the cham- 
her angle. large, epithelial cyst lines the 
upper one-half the chamber and sur- 
rounded dense connective tissue. many 
sections the surface epithelium shows exten- 
sion into the cornea. Delayed healing evi- 
denced tract new connective tissue 
through old fibrotic wound. Sections 
170 were studied. There retrodisplacement 
the lamina cribosa and gliosis the disk. 

Case (P1207)—A year old white male. 
left cataract extraction was performed 
another hospital September, 1943. April, 
1944, the eve became inflamed painful. 
Diagnosis iritis was made, and the patient 
salicylates. The inflammation did not subside. 
March, 1945, the eve contained 
precipitates, but thin white line was present 
the posterior surface the cornea, forming 
the border between the upper and lower two- 
thirds. Toward the nasal side veil detached it- 
self from the white line and disappeared the 
chamber angle. With the slit lamp one could 
see fine translucent opacity the upper 
one-third the posterior layers the cornea. 
The vision was finger counting two feet. 
diagnosis epithelial downgrowth was 
made, and the patient received 1200 x-ray. 
The objective subjective course was not 
altered, and the was enucleated July 
1945. 

revealed 
wound well forward the cornea, and 
the inner margins anterior the chamber 
angle. Sections 190 were studied. Sec- 
tions showed the lens capsule the 
outer lip the wound. Sections 100 
showed the capsule extending through the 
length the wound. The area corresponding 
with the thin, white line seen clinically the 
point which the two layers the cyst join. 
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sections and the epithelium lines the 

ber angle adjacent the wound and cov- 
ers the remaining iris root extending into the 
vitreous along the zonulae. The iris 
hows round cell infiltration. The lamina cri 
and optic nerve are normal. (See fig. 


Section 10 Delaye 


FIG. (P1207) 
healing shown the presence lens 
iris tissue between the wound lips 


Case (6303)—A old white male 
left extracapsular lens extraction, with 
entirely corneal section, was performed the 
and Ear Infirmary March 
1944. There were sutures, and 
amount vitreous was lost. The chamber was 
the first postoperative day, but the 
upper edge the wound gaped slightly. The 
gaping was touched with trichloracetic acid and 
hot cautery. March 1944, the wound 
well closed and the chamber was deep 
The patient was discharged March 15, 
which time the fundus details were 
May the eye became painful and red, and the 
patient was readmitted the hospital and re- 
ceived typhoid, atropine and heat for the 
that was present. The tension was mm. Hg, 
With slit lamp there was 
many 


Schiotz. 
plus 
was atrophic, neovascularized, and the pupil 
bound down secondary membrane. No- 
vember 14, the patient was discharged showing 
marked improvement and vision 20/200, 
corrected. The patient returned January, 
1945, because continued irritation. The ten 
was soft, the conjunctiva injected, and 
there was mm. bleb The 
was drawn and pupil could seen 


cells, the iris 


The vision was reduced light perception 
The eve was enucleated January 26. 

The microscopic examination showed cor- 
neal section with 
The lips the wound are separated about 
and surface epithelium lines the fistula, 
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endin small evst the cyclitic mem- tissue. The uveal tract infiltrated 

brane. The iris from the opposite side with granulations pathognomonic sympa- 

carcerated the lips the wound and The optic disk edema- 

cells chronic inflam- tous 

nation. The disk and the surrounding 

are markedly edematous. (See 9.) DISCUSSION 

the anterior chamber following cata- 


(6249) vear old white male 
left extracapsular lens extraction, with 
previously dissected flap the 
upper two-fifths and two sutures, 
was pertormed the Eye and Ear 
June 21, 1944. The postoperative 
ourse was and the anterior cham- 
ber formed the second postoperative day 
The patient was discharged with vision 
20/70. The vision steadily decreased, and the 
patient was readmitted August 18, with 
pain and redness which had been present for 
one week. His vision was light perception and 
projection, and the tension was soft. ex- 
amination there was moderate ciliary injection 
with deep vascularization the cornea 
entire circumference. There was yellow- 
h-appearing substance the back the 
cornea the upper one-half. The iris was 
trophic, and secondary membrane was pres- 
ent. The fundus was not visible. There were 
keratic precipitates and a 3 plus beam in the 
ther and diagnosis sympathetic oph- 
thalmia resulted enucleation the left 

The mi roscopic sections showed a corneal 

tion with some lenticular remains. There 

vith desquamated cells against the cornea 
bounded posteriorly dense connective 
ssue. This cyst occupies large part the 
nterior chamber and extends from the wound 
lownward. That there was delayed healing 


videnced the track poorly organized 


ranulations extending through dense con- 


ract extraction have been presented. 

epithelium 
grown the anterior chamber two 
methods. The that implanta- 
tion, which, when requires 
that the epithelium contact with 
the iris and then results the clinical 
picture cyst pearl tumor the 
iris. The second the inclusion 
tongue corneal epi- 
thelium through poorly healing corneal 
wound. Clinically pathologically, 
our cases resemble the second method. 

firmary, had corneal incisions without 
any conjunctival One had fornix- 
based with Verhoett corneoscleral 
sutures. Four the cases had small 
limbus-based flaps which did not cover 
the wound the sides. 

the cases operated other 
hospitals, had fornix-based flaps with 
pure corneal wounds without flaps 
sutures, and case history ob- 
tainable. 

The clinical course the cases 
history gaping the 
wound delayed reformation the 
anterior chamber. the other there 
histologic evidence that wound heal- 
ing was delayed. these there was 
incarceration the lens capsule, 
iris incarceration, and there was ex- 
cessive granulation tissue between the 
wound edges. 

cases there was severe chronic 
iritis. The onset varied from two weeks 
one following extraction. None 
these ever demonstrated elevated 


tension. 


\ 
\ 
Case (6303 Section 30—The contin- 
tv between t irtace epithelium and that in the me 
nter er is cl rly « 
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the patients developed secon- 


dary glaucoma. moderate iritis 


preceded the elevation tension, and 
had needlings which resulted 
almost immediate rise pressure. 
case the glaucoma was the first 
tom. 

the cases, the epithelization 
the anterior chamber was diagnosed 
clinically. The diagnosis was based upon 
the presence thin, white line the 
posterior surface the cornea. The epi- 
thelium above the line was transparent 
and only the advancing edge the cyst 
was visible with the slit lamp. 

Three the patients received x-ray 
therapy without objective subjective 
benefit. 

The outstanding pathologic 
was that the cases the epi- 
thelium could traced through the 
wound into the anterior chamber (4968, 
5842, 6303, 5094, 4695). Unfortunately, 
the lateral calottes which contained 
were not available for histologic study. 
seems logical assume that addi- 
tional cases continuity would re- 
vealed careful study the lateral 
limbs the wound, for they are com- 
monly left unprotected conjunctival 
flap. 

all our cases the epithelium 
the anterior chamber extended from the 
wound area anterior and posterior 
sheet which comprised the walls the 
Histologically, the white line seen 
clinically corresponded the double 
epithelium where the corneal 
layer was reflected into the anterior 
chamber form the posterior wall 
the cyst.. This pathologic 
sembled the one produced 
corneal flap through corneal 
The experimental production 

type anterior chamber cyst depen- 
dent upon two factors: the proximity 
proliferating edge epithelium. and 
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the delaved healing the wound. 
have demonstrated the presence these 
factors our cases. 

operations, and have never seen 
case either clinically pathologically. 
The difference between delayed healing 
cataract extraction and the fil 
tering operations that the latter 
the wound covered continuous 
conjunctiva. 

Thus, have shown that the mech 
anism epithelization the anterior 
chamber following cataract extraction 
through poorly approximated wound. 


FIG. 10 The dotted line between A and B diagrar 
matically delineates the type fla; 
advocated by the authors for the prevention of e] 


thelial invasion of the anterior chan 
Cataract extractor 


The difficulty treating this condition 
well known and yet the means 
prophylaxis are apparent from the 
obvious from our observations that 
wide conjunctival flap equal width 
extending the entire circumference 
the wound would remove the 
the first requisite, i.e., the 


the wound (fig. 
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This previously dissected flap would 
also make extremely rare the already 
sulting from implantation, for with this 
Hap instrument would never pass into 
the anterior chamber through 
thelial 


CONCLUSIONS 

the epithelium could traced through 
the wound, and felt the authors 
that the condition could have been found 
the other cases had been possible 
serial section the entire 

All the cases showed histologic 
evidence delayed healing 
wound 

pathologic 
cases and those produced experimental- 
corneal through poorly healed cor- 
neal 

The authors feel that this condi- 
based conjunctival flap, which would 
cover the wound with intact laver 
conjunctiva. (This will 
the instruments passing 
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cornea, 


Pa.: have just had the privilege listen- 
authoritative not 


Philadelphia, 


only because the peculiar eminence the 
but also because the number 
Eve and Ear Infirmary. 
disquieting know that eves enucleated, 
over period twelve vears, that al- 
most per cent them needed that enuclea- 
tion because complication which, theoreti- 
The paper 
demonstrates also the unsatisfactory therapeu- 
for the mndition 


a bit later 


were 


cally, should not have occurred 
More about that, however, 

the summary the paper the essavists 
spoke finding case iris pearl 
the iris those cases they examined. 
might 


clinically but 


these are not 
they respond well 


because rare 


Iso because 
surgically. 

The case records two such instances wil 
lischarged 


briefly detailed. The first was 
from the hospital within the past two weeks 
This individual, man aged 60, had had 


eventful intracapsular lens extraction done 
another city, two months prior the time 
was first seen. While passing through Phila- 
delphia reported the othce because 
irritation the operated eye. With 
lamp, the operative condition seemed perfect 


The vision was 6/6 with his correction, the 
ocular tension was normal, and the fundus 
was wholly normal throughout. 


structed have his glasses adjusted and 
return anything further occurred. Four 
months later the patient returned the 
with acutely inflamed eve; the tension was 
mm. Hg, Schiotz. had acute con- 
gestive phase secondary glaucoma. The 
vision was with correction. 
showed, the nasal pillar the iris colo- 
boma, classic pearl epithelium implantation 
cyst. was about the small pea 
and had thin network blood vessels upon 
its posterolateral surface the same time 
there was dark pigmentation the operative 


othece 


best 


size of a 


scar suggesting the recent development 
nonfiltering cystoid cicatrix, almost the 
wound was spreading 


original operative 


The patient was admitted the 
The anterior chamber was entered behind this 


hospital. 
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icatrix and the entire with that position 
the iris, delivered uneventfully and resected. 
The patient has had satisfactory now 
for the past four weeks 

The second case illustrated drawing 
ade the the patient reported the 
clinic. had had perforation the globe 
the lower inner quadrant, with prolapsed 
developed 
The prolapsed iris was repaired with 
the original in- 


Lime 


iris. subsequently 
ataract 
iridectomy the time 
atter that 
tion was done and the patient was 


returned 
his home with quite satisfactory eve. Six 

onths later returned with mildly irritated 
eve, mildly hypotensive, and with beautiful 


implantation cyst the 
pillar of the 


poral 


heht 


and 


coloboma. 
The iris was atrophic, 
heterochromic. The patient 
refused anv surgery either for the removal 


The case has 
that 


for enucleation 


ver been seen since. 
iridocvelitis present here had been present 


some time betore was 


Satis tac 


ther 


of thera 


rep rted 


cyst. One 


needle 


ote 


Vane of 


1 
] 


erosing solution. 


irradiation has been reported 


that this 


form therapy has never been success- 


interesting, however, 
our experience, those cases diffuse 
chamber. 
likely that, even should the x-ray therapy de- 
the anterior 


epithelization the anterior 


stroy the epithelial 


hamber, the subsequent fibrosis cicatrix 


would continue inexorably the course the 


ntractable 


another form separate from that classi- 
heation given Perera. These cases show 
sheet advancing epithelium arising from 
int somewhere the line 


section, descending the 
pupillary aperture. The epithe- 


‘enter of the 


a curtain 
entral space and frequently vascularized. 
sually has sharply demarcated inferior mar- 

Such conditions also are accompanied 
uch irritation and, seems, develop rather 
rly after the cataract extraction. 
Two such have seen 


ently; one within the past vear, the second 


vear. The first these 
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had had massive x-ray therapy with apparently 
cessation the downgrowth this curtain 
continued 


The eve, however, 


wound 


epithelium 
irritable. The 
freely its entire length. 
was done one the pillars un- 


reopened 


further iridec- 


corneal 


tomy 
cover the basal origin this sheet epithe- 
hum and this withdrawn through the 
The entire sheet epithelium was then cut 
the incision with small 
being 
The lips the wound 


wound. 
from the edge 


way, its entirety. 
were cauterized and the eye closed with 
njunctival flap. The eve quieted rapidly and 
The ulti- 


much doubt 


has been retained with some vision 
mate prognosis still very 


The second these cases had similar 
epithelium across the pupillary aper- 
ure but was too extensive for removal. 
square pupil window was cut this sheet 
epithelium, for was the patient’s only eve; 

trephining then tollowed, and 
with x-ray irradiation. 


case was treated 


he outcome of this case also is still definitely 


She has had quiet eye for the 
mths but the prognosis not 


were epithelial 


them being the 


Cases 
result 


lium proliferation, nor the organi- 


neither of 


exudates. They 
Perera’s third subdivision, 
that they might 


have developed as a terminal stage, a condi- 
tion similar that seen with epithelial lining 
the posterior surface the cornea conse- 
quent damage the endothelium. 


Dr. Theobald rather hkely 
she that this type epithelium im- 
plantation (the lining the anterior chamber, 
posterior surface the cornea, etc.) 
endothelial damage, for its development. 

The treatment of 
lished, naturally, considering the pathology, 


the complication could 


these cases, when estab- 


very 
prevented would wonderful. 
not only 


Their source apparently from 


junctiva also fault. Several Dr. Theo- 
that the wound 
traction was intracorneal 
that corneal epithelium may invag- 
inate the anterior chamber. 

appears 
the ingrowth epithelium might occur the 
incision. 


microscopically, 
for cataract ex- 


This seems sug- 


case showed, 


entrance 


cases that 


uncovered extremities cataract 
She 
growths cases glaucoma with fistulization 
these fistulizing operations the 


spoke the absence 


ope rations 


iS 
dou 

successful 
wks 
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flap formed always considerably greater 
than the wound entrance into the anterior 
chamber. therefore quite impossible for 
any portion the wound unprotected. 
Clinically, therefore, her observation 
cause and effect and this interpretation are 
consistent. might emphasized here 
that when doing these fistulizing operations, 
should perchance buttonhole the con- 
junctival flap over near the opening into 
the anterior chamber, must also certain 
this has been well closed, with adequate su- 
tures, before dismissing the patient from the 
operating room. 

The presence absence complete flap 
bulbar epithelium does seem significant 
the development these cases. The solu- 
tion for the moment unknown us. 
might that time will prove the value that 
change which occurring and with the old 
Graefe knife cataract section. This refers 
the use small limbus-hinged flap, the use 
keratome for opening the anterior cham- 
ber, and the completion the wound 
size adequate for lens extraction with pair 
properly shaped scissors. these cases there 
sufficient cuff epithelium, still adherent 
the cornea, make possible almost any 
number epithelium-episcleral sutures. Ex- 
entrance into the anterior chamber the 
cause these intractable cases, therefore that 
technic just mentioned might the means 
preventing this disastrous complication. 


BENJAMIN M.D., Washington, 
C.: Drs. Theobald and Haas should thanked 
for offering this excellent and provocative 
paper. The clinicians can again debate the 
merits flap versus flap, and limbus- 
based flap versus fornix-based flap. The path- 
ologists can also find enough argument this 
important field keep pace with the clinicians. 

There one matter which 
clarification for me. the resumé the 
evidence and the 
tion their own conclusions the authors have 
stressed the delayed healing the wound 
important etiologic factor its epitheliza- 
tion. They confirm this with histologic evi- 
dence many cases. How they reconcile 
this fact with the time interval between opera- 
tion and enucleation, the shortest their series 
being two months and the longest five years 
even though irritative symptoms started some- 
what earlier? What the epithelium doing 
during all this time, not growing down 
into the gaping wound? 
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the files the Army Institute Path- 
ology there were cases histologically 
diagnosed epithelization the anterior cham- 
ber following cataract extraction. this series 
there was only case the first postoperative 
month, and only during the 
Fifteen cases occurred from one five 
after the cataract extraction, and cases 
six nine years following the surgery. Cer- 
tainly difficult reconcile these time in- 
tervals with the known rapidity epithelial 
regeneration the anterior corneal surface 
the question was one reduced oxygen 
tension the aqueous not allowing epithelial 
growth proceed with the same speed 
the outer oxygen-rich surface, then again 
difficult see why would occur after 
greater delay. 

sad commentary that the cases 
the Army Institute Pathology collection, 
only were diagnosed correctly before enuclea- 
tion. The majority these eves were excised 
because the secondary glaucoma uveitis, 
without the surgeon being aware the under- 
lying cause. Our diagnostic acumen can stand 
bit sharpening this respect, although 
the staff the Illinois Eye and Ear Infirmary 
has better average than this, with the cor- 
rect diagnoses their cases 

entirely agreement with the essayists 
the need for flaps that completely cover 
the wound. However, feel that they 
should more emphatically advocate the tight 
closure the wounds with well-placed corneo- 
scleral sutures, view conviction 
that delayed closure the wound 
portant factor. 

case the Army Institute Pathology 
the epithelial implantation showed prolifera- 
tion that actually appeared invasive, 
the speculation whether malignancy would 
have resulted had the not been enucleated 

This paper underscores and emphasizes the 
manner which the American Registry 
Pathology can further value the pro 
fession. just this type problem, 
quiring material collected from many sources 
that enables the Registry produce 


cally significant numbers cases. However, 
these cases are not subject proper evalua 
tion unless they are accompanied 


hensive clinical data from the contributors 


Mass.: What going say based 
observations and experience cases 
own and those some colleagues, 
and upon study specimens the 


a 
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PITHELIAL INVASION 
and think 
anvthing that the es- 
said My 


that such epithelization sel 


conclusions, 


cussers have 


wound 
true 
remains open tor a 
almost 


turning in of a conjuncti 


the wound sma 
which can seen clinically and 

ates where the epithelium has 
The epithelium often 


interior of the eve. 


tered 1] 


less there 


] 


histu 

effect upon the 
diagnosis can made positively without re- 
the eve, 


oving removing piece iris 


examining 

rare cases the epithelium takes the form 

localized cyst, single multiple. such 

some of it 

these 

epithelium 


removal the cyst, even 
not followed recurrence 
treatment occasionally 
ases this probably because the 
thin throughout 

suturing the wound, 

have used since 1927, and which 

take great pains avoid leaving any tag 
have not had single case 


epithelization the anterior chamber 


Haas, M.D., Chicago, Dr. 
cases are valuable supplement 
paper, for they provide the clinical link 

our chain experimental 
evidence. first 
cyst the iris which 
implantation 
Many these 
removed toto 


two cases demonstrate 
reproduced 
piece epithelium the iris 


have been successtully 


iridectomy. 


should like emphasize that none our 
condition, but 


Spaeth’s second 2 


ases resembled this were all 


These, 


cases 
were the our series diagnosed clinically, 
band epithelium extending 
rom the wound along the posterior surface 

the 


lemonstrate 


ANTERIOR CHAMBER 


was the anterior layer the cyst, 

sharply inferior line was 
ection the double epithelium 
the anterior layer joined the posterior 
cases resembled this diffuse 


and shown 
experimentally that de- 
epitheliun 


na 


invasion surface 
approximated 

complete conjunctival 
und the best prophylactic 
surgical re- 
Custodi 
inter 
that de- 
after 


speaks 

diffuse epithelial sheet 

surgical 

the cases 
shortly 
lling the secondary membrane, com- 
posed epithelium, would tend substantiate 
will interesting know the 


Spae th’s 2 cases. 


his 
outcome 
the time 
extraction the lens and 
the enucleation the exact 
reason for the apparent delay 
stated, the opinion many investi- 


raises the question 


nterval between 


the eve 


annot be 
that once the hypotensive phase has 
passed, the epithelium grows much reduced 
rate. This probably best explained the 
ack nourishment provided hypotony 
the plasmoid aqueous and vascular hyperemia. 
also significant that the ir- 
ritation developed long before enucleation, but 
the enucleation was delayed for treatment 
these symptoms. 

Dr. Verhoeff has stated that epithelization 
the anterior chamber does not occur follow- 
several our 
Ex- 


ing entirely corneal wounds. 
cases the wounds were entirely corneal. 
perimentally, Corrado, inserting celluloid 
plaque between the corneal wound and turning 
the corneal flap epithelium into the anterior 
chamber, produced diffuse epithelization the 
anterior chamber. However, once 
thelium had reached the anterior chamber, 
found impossible determine the site 

closing, should like express grati- 
tude Drs Verhoeff for 


their 


Spaeth, Rones 


able discussions 


very 


will state iun 
savists or the othe the refl 
aor evel occu aver 
] } ron thealos 
n the corn HVasion Olog 
when the wound pathologically 
1 riod elops trom 
period 
ch Lirougi por 
\ 
1 
which 
a 
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CAUSES CANTHAL DEFORMITIES 

SEVERE injuries the palpebral liga- 
ments, often complicated fractures 
the orbital rim, are 
major deformities and displacements 
the canthi and avulsion the eyelids. 
Penetrating lacerations, which may sev- 
the ligaments, occur frequently 
automobile accidents well com- 
bat injuries. The eyeball may suffer ir- 
reparable damage and the socket may 
distorted. major concern the im- 
mediate repair such conditions re- 
attachment the severed ends the 
ligament the tarsi with the ligament. 
Simple closure the skin when de- 
tached ligament exists will not prevent 
marked shortening the lids and re- 
traction the canthi. 

have operated upon patients, 
most whom were injured military 
service and were not seen 
two four months after 
trauma. Therefore, did not render 
immediate care, but was our respon- 
sibility repair them later stage. 
that time cicatrization had begun. 
The superficial and deep fascia and the 
portions the orbicularis muscle the 
region the canthus involved were 
difficult, sometimes impossible, iden- 
tify because extensive scarring. The 
intimate anatomic relationship the 
lacrimal sac with the medial palpebral 
ligament explains its almost constant in- 
jury severe trauma the medial 
canthus. 


ANATOMY 
The medial palpebral 
formed the junction the two tarsal 
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plates the medial extremity the lid 
(fig. 1). Almost immediately divides 
into two lamellae. The anterior covers 
the upper portion the lacrimal sac, 
attached the upper half the ante 
rior lacrimal crest, and spreads over 
the frontal process the 
front this ridge. The posterior 
thin, passes behind the lacrimal sac and 
crest. muscle extends from the 
posterior surtace and responsible tor 
the posteriorly directed pull tension 
the medial palpebral ligament. 

The lateral extremities the tarsal 
plates forma conjoined tendon. This 
the lateral palpebral ligament, single 
and direct lamella which attached 
the orbital tubercle the zygomatic 
bone within the lateral orbital margin 
about midpoint. The lateral palpebral 
raphe, structure, formed 
the interlacing ends the palpebral 
fibers the underlying septum orbitale 
which passes superficially the orbital 
holds the medial canthus fixed firmly, 
but the lateral palpebral raphe allows 
some relaxation. Thus when the lids are 
open the lateral extremity the palpe- 
bral fissure higher than the medial, 
but when the lids are closed the lateral 
extremity lower. Since the lateral 
palpebral ligament placed more deep- 
the orbit than the medial, less 
frequently injured. 

Insertion the tarsal plates the 
medial palpebral ligament medially and 
the lateral raphe laterally does not 
insure their complete approximation 
the globe. This effected medially 
Horner’s muscle and laterally 
deep attachment the lateral palpebral 


“th 
| 
ew 


a 

bIé \ onstruct f the tarsal plates and 

t i nall | eve The 

i nt interior lacri 

il er it t eet is mserted on 

| the 


2). Finer adjustments for all eve 


motions are made 
muscle tibers. obtain satisfactory 
sults repairing the canthi, essen- 
tial re-establish the 
rected pull normally supplied 
muscle medially and the liga 
ment laterally. 

taching the ligament (or ligament 
remained, the extremity the tarsal 
plates) the with mattress 
silk sutures. relaxed all tissue struc- 
tures interfering with the exact recon- 
struction the deformed canthus, 
cluding external canthotomy for repair 
the medial canthus. 

Bone was used for anchor 
age instead periosteum, and the liga- 
ments tarsi were secured with wire. 
Stainless steel wire (0.009 inch) was 
the most useful the various materials 
and sizes used. our first cases, the 
wire was brought out and fastened 
the external surface the lids and, 
six eight weeks, was removed. 
soon became apparent that 
mproved functional and 
sults would occur the wire was buried 


line Phe medial eanthal ligament is pulled poster 
orly muscle. lateral cantha 
ligament is inserted posterior to the rim ef the orbit 
R is tl iteral palpebral rapl 


beneath the subcutaneous per- 


PECHNI¢ 
After the medial orbital wall 
posed, two small openings through the 
bone are made with dental drill 
either the anterior posterior lacrimal 
crest (fig. The nasal mucous mem- 


FIG. 3 \ dental drill is used to make two openings 
in the posterior lacrimal crest. The nasal mucosa 
is not perforated 

FIG. 4—A piece of stainless steel wire is bent 
and introduced into the upper opening 
FIG. 5 \ Tyrell hook is inserted into the lower 


opening, and the wire withdrawn 
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FIG. anophthalmos, detachment medial pal- 
pebral ligament. muscle hook suspends the upper 


“miniature lid.” 


large scar present the inner 


anthus, 


stainless steel wire then bent 
angle and introduced into the upper 
opening (fig. 4). The wire directed 
between the bone and and 
turned visible through the 
serted into and the wire withdrawn 
(fig. 5). some cases the trauma has 
torn the mucosal lining that the nasal 
cavity necessarily entered attaching 
the wire. Penicillin has been given 
tramuscularly all such instances, but 
have never seen orbital cellulitis fol- 
low this procedure. 


The ends the wire are then thread- 
into small eve needles and brought 
through the canthal ligament tarsal 
plates. Twisting the wire for perma- 
nent insures better correction 
and easier technically than tying 
knot. replacing the canthus, Con- 
verse has suggested measuring the in- 
tercanthal distance from midpoint 
the bridge the nose. 


ANESTHESIA 

For control pain these cases 
grain morphine (16 mg.) was adminis- 
tered intravenously the operation was 
begun, and procaine hydrochloride 
per cent) with epinephrine hydrochlo- 
was injected freely 
into the operative site. When large 


FiGy. 7—-The sear was excised at tl first operation 
and the lids were stretched Phe inner inthus 1s 


amounts local anesthetic are neces 
sary, 1.0 per cent or 0.5 per cent pro 
caine hydrochloride preferred, but 
orbital areas relatively small amount 
used and toxic manifestations from 
the per cent solution are most 
usual. This method was used more 
than one thousand plastic pro 
cedures with untoward reactions 
complications. 


VARIATIONS OF CANTHAL DEFORMITIES 
AND THEIR REPAIR 

Detachment Medial Canthus and Loss 

the Anterior Portion the Medial Orbital 

Wall. 

October, 1944, man, aged 30, was struck 
shell fragment which entered the nose 
above the left maxillary sinus, perforated the 
left orbit, destroyed the left penetrated 
the right zygomatic arch and mandible. the 
Evacuation Hospital the left eve was 
enucleated and loose bone fragments removed. 

first observation February, 1945, 
showed short palpebral fissure with large 
cicatrix extending obliquely downward toward 
the nose (fig. 6). The tarsal plates had not 
anchored and the lids had contracted 
become “miniature lids,” though the socket 
was still quite ample. Our first operation was 
performed March, 1945. The scar was ex- 
cised and the medial extremities the lids 
were freed. Most the left nasal, lacrimal 
anterior portions the ethmoid bones 
were missing, and thus the nasal cavity com- 
municated with the orbit. The medial 
tremities the tarsal plates were sutured 


inperfectly placed 


MAY RECONSTRUCTION 


1 
} 


(braided silk 000) 
sue level higher than that the right 
internal canthus. few weeks 


deep cicatricial tis 


was evident that the only gain the opera- 
tion was moderate lengthening the lids 
and longer palpebral fissure. The medial 
canthus was displaced downward markedly 
(fig. 

The loss bony structures the left me- 
dial orbital wall suggested the utilization 
the right nasal bone for fixation. the sec- 
tions were made through the septum and right 
nasal bone with a dental drill. A loop of tan- 
talum wire was sutured through the medial 
end the tarsal plates and the ends brought 
through the septum and right nasal bone and 
skin (fig. 8). The ends were tied over a rub- 


PIG I t wi.e ha bought through 
t Xtremities of tl tarsal plates and, with 
i lor strambht needle, ts being carried through the 
i ( roo i per on th 


its removal, the 
appropriate length and 
but displaced 


~~ 
It; ! canthus is raised to the proper :evel, 


THE CANTHI 


cause the action muscle was lack- 
Ing 

The third operation was Oc- 
tober, 1945. The scar tissue which had re- 
formed was removed. dental drill was used 
make small opening mm. above the hiatus 
already present. Two pieces stainless steel 
wire were introduced through this channel and 
brought out through the larger opening. Eact 
lid was thereby suspended the same osseous 
bridge, but each was attached individually, the 
respective wire being twisted supply the 
proper tension the lid 10). other 


PiG. 10 At tl third operation the canthus was 


reset more posteriorly. Each lid was fixed with 


less steel wire to tl lacrimal bon 


cases which the loss the medial orbital 


wall was less extensive, each lid was suspended 


The final result seen December, 1945, 
showed slight overcorrection (fig. 11). 

Detachment and Downward Displacement 
Medial Canthus 

October, 1944, young man, aged 19, was 
truck bullet which entered the left side 
the nasion, passed through the medial or- 


IG 11 The final app oaran shows shight 


ird overcorrection of the lower lid 


1948 
. - 
ai 
is 
months (fig. 
canthus was 
the proper level, 
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FIG. 14--A second operation was performed since 
FIG. 12—Right anophthalmos, with medial canthus, the first was flap from the 
displaced downward and laterally due contraction nose has been outlined. The tarsal plates, individ 
cicatricial tissue. Atrophy the supraorbital ually suspended, are pulled toward the orbital rim 
region marked. 
‘a 
| 
4 
FIG. 13.—Two small triangles skin removed Nasal pedicle flap sutured 
the manner Burow. Tantalum wire 
to pull the inner canthus posteriorly. : 1 - 
first operation was done April, 1945 
curved incision was made through the me- 
wall, injured the right eve dial canthal area and the skin and subcutaneous 
and made its exit through the lateral wall tissues undermined. Two small triangles 
the right maxilla. severe intraocular hemor- were removed the manner 
rhage reduced the vision the right eve 13). The small foreign body 
light perception. small metallic foreign cated and removed. The lacerated lacrimal 


remained the right lower lid. Emergency 
repair was performed the 27th Evacuation 
Hospital. Although the eye was retained 

later developed infiltrating and was 
enucleated December, 1944. 

Our first observation January, 1945, dis- 
closed that the medial extremity the lower 
lid was avulsed from the medial palpebral liga- 
ment (fig. 12). The attachment the me- 
dial extremity the upper lid was distorted 
causing inferior and lateral displace- 
ment the medial canthus. Chronic orbital 
cellulitis this canthal area resulted in- 
duration and extreme tenderness. This was 
slow subside and reparative surgery could 
not initiated until six months after the in- 
jury. 


ot 


and surrounding cicatricial tissue were excised 


Two small perforations were made through 
posterior portion the left nasal bone with 


dental Tantalum wire 
threaded into one the perforations and 
brought out through the other with Tyrell 
hook. The malleability 
makes this step more difficult than with stain- 
each end the wire. The upper was 
brought through the lid, tarsus and 


just medial the puncta. The lower end was 
similarly placed the lower lid. The ends 
were then tied tightly over rubber peg. 
rotate the medial canthus upward, tension was 
exerted the the 
skin tissues. was 


sutures 


The 


placement 


re 
mi 


re 
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appearance, after fascia lata trans 


d from external can 


cicatricial tissue pro 


months 


was noticeable but the can- 


was still deformed, because the lower lid 


mained undercorrected 


Four months later 


second operation was 
incision was made through the 


catrix the first operation, and pedicle 


vas outlined the nose which could trans- 
sed the lid skin (fig. 14). small amount 
cicatricial tissue had reformed and this was 


The medial extremities both upper 


lower tarsi were exposed and secured sep 


rately with stainless steel wire the bridge 


bone used previously. More tension was 


erted the lower than the upper lid 
wisting its wire more tightly. 
lap was form the base the 
edial portion the lower (fig. 15). 
nsion the skin sutures was necessary be- 


the wire provided sufficient upward pull. 


kin and orbicularis 


ascia lata was inserted beneath the 


the upper lid cor- 


FIG. flap rotated upward from 
after three months cicatricial 


canthus downward. 


canthus elevated attachment 


to tl superio-lateral orbital rim 


rect the retrotarsal atrophy The appearance in 


December, 1945, two months after the last 
operation, was (fig. 16). 
Detachment and Downward Displacement 
Lateral Canthus 

December, 1944, man, aged 22, was 
truck shell fragment which destroyed 
left eve, and the lateral third the left 
lower lid, and severed the left lateral canthal 
ligament. Emergency surgery 
the 53d General Hospital and the ocular 
fragments were removed. The lateral tarsal 
was not reunited. Our first examina- 
tion May, 1945, disclosed, addition the 


findings, marked downward distortion 
the external canthal area cicatricial tis- 
(fig. 17). 
the first operative procedure the skin was 
incised the lateral third the lid margin. 
The extensive scarring the skin 


tissues was removed. pedicle flap 
was rotated from the upper portion the 
cheek to re place the lost skin. The lateral angle 
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plant to upper lid pulled the 
~ 
IG Left lower lid avulscO 
t t this region 
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four months after last surgical 


procedure. 


= 
= 


extremities lids avulsed from 


Medial 


attachment. 


FIG. 21 


normal 


thus formed was good, but three weeks post- 
operatively cicatricial tissue had pulled 
centimeter below the level the medial can- 
The palpebral fissure thus slanted ob- 
liquely (fig. 18), and this distortion remained. 


second operation was performed Sep- 


thus. 


tember, 1945. incision cm. long was made 
over the lateral orbital rim. Subcutaneous 
scarring was removed and the lateral orbital 
rim was exposed (fig. 19). small perfora- 
tion was made through the rim mm. above 
the orbital tubercle. Stainless steel wire was 
inserted through this and attached the lateral 
palpebral ligament. This wire was twisted to- 
gether until the lateral canthal angle was 
mm. above the medial. The skin and sub- 
cutaneous tissues were closed with interrupted 
sutures (braided silk 0000). The appearance 
was satisfactory four months postoperatively 
January, 1946 (fig. 20). 

Loss Eye, Laceration Medial Can- 
thus with Detachment Medial End Both 


Lids. 
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extremities lids supported 


orbital rim 


Medial 
steel 


stainless wires to 


FIG, 23—The lids are reattached. 


in plac permanentl 


28, Was 


} 


nit 


December, 1944, aged 
wounded mortar shell fragment 
lacerated the medial canthal area and severely 
injured the left eye. Enucleation became neces- 
sary two weeks later the General Hos- 


man, 


pital. 
dis- 
from the 


June 


first examination May, 
closed that both lids were avulsed 
medial palpebral ligament (fig. 21). 
1945, the anterior portion the left 
bone was exposed and two small holes were 
bored through this bone with dental drill 
Because the distortion tissues, and 
old fracture the lacrimal and nasal bones 
was not possible separate the periosteun 
and the mucosa the nasal side the lacri- 
mal bone. 


wire 
and with the 
wire was 
the tarsus 
to the lower 


Two 

threaded through these openings, 

aid eye needle, one loop 

attached the medial extremity 

the upper lid, and the other 


(fig. 


pieces ot 
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THE CANTHI 


<o constructed as 


This photograpl 


operatior 


4 


FIG. the right medial canthus slightly 
lower than the left, further elevation would have 
constricted the lacrimal drainage system. Two years 


polypoid tissue was present the medial can- 


together the ends each area and apparently extended from 
lids were fixed their proper nus. There were 
long ends the wire were fragments the right 

The tinal result September, 1945, 


both with and without the 


was made over the medial canthus. 


Posterior dissection exposed fragment the 
right nasal bone, which was re- 
moved. polypoid tract was 
Orbit and Ethmoid Sinus; Res- traced the right ethmoid sinus and was re- 


Lacrimal Drainage System moved. The sinus was cleaned 


1945, man, aged 22, was all diseased tissue. The lacrimal sac was 
jeep which was riding struck dislocated and lying the base the 
ree The eves were not injured There were lower lid. It was mobilized toward the nasal 


mpound, comminuted fractures the nasal and its lower end was sutured (catgu 


nes, and right maxilla and zygoma. chromic 000) the nasal mucous membrane 
tht medial canthus was lacerated an 


the lower part the large fracture 
ted laterally and the nose was lacerated. In- the right wall the nasal cavity 


eatment was rendered the 26). Two small openings were made 
Hospital the medial orbital rim. Stainless steel wire 

examination September, 1945, dis- was inserted through these brought 
tendon the medial 
(fig. 25). fistula alpebral ligament. Twisting the 


addition these findings, the conjoin 


19 
q ow | 7 
\ icryocystorhinostomy has been per- 
formed utilizing opening into the nasal cavity 
the medial orbital rim, slightly higher than 
ere made one month after the 
FIG. Marked the right inner 
with small fistula from right ethmoid sinus. 
twist 
wire, 
moved, 
manently 
rtificial eve 
Detachmet 
Fracture 
toration 
‘ ‘ | 
4 
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ciently elevate the canthus into its proper 
level compressed the canaliculi 

Since lacrimal drainage was more impor- 
tant than complete cosmetic correction, the 
tension the wire was relaxed until the cana- 
liculi and sac were left undistorted. The in- 
cision was closed with 
(braided silk 0000), which were removed five 
days later. Healing was uneventful. Observa- 
tion five months postoperatively showed the 
lacrimal system functioning normally 
(fig. 27). 
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skillful discussion subject. re- 
constructing the canthi, the emphasis placed 
replacing the deeper structures, particularly 
the medial and lateral palpebral ligaments. 
When these structures are replaced the sewing 
the cutaneous layers becomes much less 
importance maintaining the proper curves, 


arches and depressions the normal 


Lacerations the region the medial can- 
thus are particularly difficult repair when 
accompanied fractures the bones com- 
prising the medial wall the orbit this 
region. When seen late, after the immediate 
healing has taken place, usually requires 
extensive dissection down the bone and 
removal the deep scar tissue and displaced 
bone order get satisfactory result. 
(Slide) This represents case very similar 
Dr. Callahan’s last case, which there was 
severe fracture the right lacrimal region. 
The upper lid and nasal end both lids had 


been displaced avulsion the medial 
palpebral ligament 

(Slide) The next slide will show greater 
detail the the upper me- 
There was great deal distortion 
the bone the region the medial can- 
thus, and dissection all the bone 
removed order allow tor the replace- 
ment the medial canthus. You can see the 
encroachment the canthus the 
this picture. and operation was done 
making first and then making out 
the including the deeper tissues 
ing the medial canthus ligaments much the 
same manner that Dr. Callahan has described 
except that steel wire or steel sutures were 
not used 

have not used any sutures for the 
repair soft tissues, have felt that once 
the tissues have remained place 
cient time for firm healing take place, 
presence the retained sutures serves use 
ful purpose and retained foreign 
standpoint infection where the wire tra 
verses cavity such the nares, one 
the cases reported. course, that case 
that Dr. Callahan reported, where they used 
the lacrimal bone for anchoring the suture 
the suture was removed eventually. 

absorbable removable suture such 
gut silk would, opinion, serve 
well. 

wonder Dr. Callahan has developed 
satisfactory procedure for the repair the 
obtuse canthal angle with vertical shortening 
the outer end the upper lid, which 
seen after socket reconstruction which 
wide canthotomy has been done order in- 
sert the rigid dental compound forn 
which has been used the past retain 
split skin graft position for lining the socket 

(Slide) The shortening the upper lid 
the temporal portion apparent and the wide 
canthal angle well shown 
these cases there deficiency the 
upper lid, particularly throughout its entire 
thickness, the skin layer and the tarsal 
being particularly short the vertical dimen- 
sion. The displacement the lateral canthal 
ligaments well shown. This caused 
the wide canthotomy which necessary 
put the rigid type form that was 
used the socket reconstruction 

have found very difficult re-establis! 
the normal lateral canthal angle and the verti- 
cal length the upper and lower would 
appreciate Dr. Callahan’s remarks this sub 


ect. 
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Fox, M.D., New York, 
Dr. presentation has been com- 
prehensive and his results are excellent that 
there not very much left for man dis- 
cuss. course, the lesion which 
has shown not very common one. 
only during times mass destruction, such 
have just lived through, that see these 
any numbers all. matter fact, 
going through the literature there very 
little the subject until quite recent times 

case bilateral cicatricial lagophthalmos with 
upward displacement the canthi. More re- 
cently Wheeler, his collected work, described 
cases which were unpublished—one 
placement the medial canthus and the other 
one the lateral canthus 

might sav that the indications for wire 
sutures plastic eve surgery are not particu- 
larly common. think Dr. Callahan 
licated one the few when wire 
utures are indicated and probably 
method of choice, that is, where there has been 

tremendous destruction tissue, both 
and bony, and where greater tensile strength 
apparently needed hold the tissues place 
until such time thev have healed completely 

Dr. Callahan has also pointed out the very 
mportant tact that the medial canthal 
ment more superficial than the lateral and 
therefore much more vulnerable. This un- 
fortunate from procedure point 
view because, least experience, the 
repair structures the internal canthus 
little more difficult technically. Furthermore, 
have that the results cosmetically are 
not quite good they are the temporal 
end the palpebral fissure 

Another reason this unfortunate, 
Callahan has pointed out and also Dr. Hughes, 
the that have here the lacrimal sac 
and the canaliculus. Any 
severe cause displacement the canthus 
usually sufficiently severe 
with lacrimal drainage because destruction 

these important organs. This creates anoth- 
problem with which deal 

The destruction the caruncle the 
semilunar fold, which happens often these 
cases, also against good cosmetic 
result. This was well illustrated the case 


lad who was injured the recent im- 


brogho, and came with the medial can- 


hus displaced downward about 


had lost his eye, course, and had 
tremendous running from well above his 
orehead tl rough the medial portion ot the 
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brow and down through the medial canthus 
also had cicatricial lagophthalmos. 

sort, might better make our incision 
the form rather than the normal 
curved incision. This seemed preferable for 
several reasons. First, because the repair 
cicatricial lagophthalmos one the ac- 
cepted methods the incision with transpo- 
sition flaps. Secondly, thought that such 
incision would give more vertical 
tissues where was needed most, 
healing there would less tendency to- 
displacement the canthus upward 
again. Thirdly, impression that 
incisions are made horizontal fashion, that 
is, more less parallel with the edges the 
lid, the cosmetic result ultimately better than 
the incisions are made vertically. 

The repair this case was made approxi- 
mately described Dr. Callahan except, 
course, that used chromic catgut sutures. 
The canthal ligament was isolated and sewed 
the anterior lacrimal crest after incising the 
external canthal ligament give greater mo- 
bility. Finally the skin flaps were transposed 
the normal plasty. This brought the 
canthus back place and gave 
good result, but also gave sort glaring 
appearance the eye which not seen when 
the caruncle and the semilunar folds are re- 
tained. 


should like ask Dr. Callahan whether 
has ever seen displacement the internal 
ligament upward. Although the external can- 
thal ligament often displaced upward 
downward, have never seen case in- 
ternal canthal displacement upward. 
der whether has any his large series. 


shall discuss just one more case, and this 
displacement the external canthal liga- 
ment. This boy received extensive head and 
face injury and lost great deal skull bone, 
requiring insertion tremendous skull plate 
which came far down that its lower edge 
was just behind the brow. That was his con- 
dition when came shortly after the 
neurosurgeons got through with him. The 
whole upper lid was plastered down. The ex- 
ternal canthus was pulled upward almost 
angle degrees and had lost the 
outer half his left upper lid. For approxi- 
mately the same reasons the first case, 
again used the type incision instead 
the curved incision with the rotation 
pedicle flap upward. were unable 
completely the external canthal ligament, 
that simply used fibrous tissue the area. 
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made external 


There was plenty it. 
canthal ligament out that. The socket was 
bound down and had sep- 
arated away from the bone. Here again 
did not use wire sutures, might have and 
probably with better results. simply used 
the chromic catgut sutures and caught the 
periosteum the region the zygomatic 
tubercle anchor the external canthal liga- 
ment. The skin flaps were then transposed. 
But before the closure passed 000 black 
silk suture through the lower flap, through 
the canthal ligament and through the perios- 
teum the lower border the orbit and 
brought out the skin the cheek and 
tied over with pegs just sure there 
ing. Six weeks later lash graft was taken 
from the right upper brow because that 
tremendous plate over the left brow and was 
planted the upper lid. Three months 
later the lashes were growing and the ex- 
ternal canthal ligament was place. think 
that Dr. Callahan has given excellent 
method repair these deformities. have 
not used the wire sutures myself. think that 
had used wire sutures pull the ex- 
ternal canthal ligament down the lower 
border the orbit the case just cited, 
might have saved the patient some scarring. 
want congratulafe Dr. Callahan his ex- 
cellent presentation and his results. 
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CALLAHAN, Birmingham, 
\la.: Although have repaired several cases 
upward displacement the lateral canthus, 
have never observed upward displace- 
ment the medial canthus 

tew our earlier cases attached 
the canthus with chromic catgut but was 
eroded the bone and broke loose iew days 
after the operation. found that only wire 
would hold the structures properly, and stain- 
less steel wire much easier work with 
than tantalum wire. 

Dr. Hughes has asked for suggestions for 
repair the wide defect following external 
canthotomy socket reconstruction. 
have accomplished moderate improvement 
several such cases with pedicle flaps lined with 
mucous membrane skin, but cannot offer 
entirely satisfactory solution this problem. 

This brings mind that extensive debride- 
ment should not emergency 
treatment massive injury the eyelids 
The presence small tags tissue often 
helps greatly final cosmetic repair. The pos- 
sibility infection decreased not only 
the vascularity the lids, but also the 
some cases are seen general surgeons the 
time the emergency and lid are 
sometimes radically removed. This makes 
plastic repair much more difficult. 

would like thank Drs. Hughes and Fox 
their additions this paper 
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METHOD TREATMENT EXTENSIVE STRICTURE 
THE OROPHARYNX 


Sam M.D. 
MEMPHIS, TENN. 


oro- 


paper offers 
pharynx which the author developed 


and used the surgical 
treatment extensive oropharyn- 
geal stricture. The appliance involved 
essentially artificial oropharynx de- 
signed maintain the essential orifice 
the oropharynx following surgical re- 
moval stricture and re-establish 
lumen sufficiently stable support 
skin the final stage the res 
hope the adaptability this device 
similar cases will justify its presentation 
this time. 

Stricture the oropharynx may 
due many causes, the most common 
being syphilis, lupus, diphtheria, local 
caustics and surgical trauma. 
Careful diagnosis should determine and 
demonstrable 
treatment 


eliminate infectious 
sources before local the 
stricture attempted. Modern methods 


diagnosis and treatment, preventive 
medicine diphtheria, and early di- 
agnosis and treatment syphilis have 
greatly reduced the incidence 
tures due infection. The increased 
frequency surgical procedures this 
area, however, greatly the 
chances traumatic stricture. 

theory the rhythmical motion 
the pharynx prevents excessive scarring 
and reduces prevents the contraction 
such sear tissue may form. When, 
however, the extensive 
limit motion, one may expect 
great deal distortion. Annular scars 


scar tissue 


Presented the Fifty-Second Annual Session 
the American Academy Ophthalmology and Oto 
12-17, 1947, Chicago, 


laryngology, October 


are the most frequent offenders this 


respect. quite evident that nature’s 
method preventing scar tissue the 
pharynx good more cases would 
following the removal 
particularly where the tonsils have been 
removed without due respect the an- 
terior and posterior pillars. 

There are some individuals who have 
excessive amount scar tissue for 
apparent reason. This may found 
the oropharynx well the naso- 
pharynx. There are many cases reported 
cicatrices the nasopharynx and 
many different types surgical pro- 
cedure suggested treatment but the 
literature limited cicatrices and 
their treatment the oropharynx. 
exhaustive search was made for infor- 
mation this the accumulated 
indexes were gone through from 1897 
1941. Many articles were found 
ing with stricture and cicatrix the 
nasopharynx and the hypopharynx, but 
only three the oropharynx. 
review the literature given here. 

Curtis! presented case cica- 
tricial stricture the pharynx, cured 
plastic surgery, the New York Surgi- 
cal Society, October 24, 1900. This stric- 
ture was syphilitic origin 
closed the oropharynx and nasopharynx 
with exception one-eighth inch 
opening above, and one and one-quarter 
inch below. external approach 
through transverse incision above the 
hyoid bone extending the left was 
utilized, opening the pharynx the left 
side between the epiglottis and tongue. 
The tissue this case 
tically all the left side. The cicatrix 
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was divided the inside 
glosso-epiglottic fold level the 
hard palate, and from the tonsil the 
posterior wall the pharynx. flap 
skin and subcutaneous tissue five two 
inches, with its base the angle the 
jaw, was brought through the incision 
and upward that the raw 
surface came contact with the wound. 
The external incision was later closed 
and graft placed the neck. Results 
were good. 

Norman presented case 
report the Society Medicine, 
February 1921, adhesions between 
the back the tongue and 
pharyngeal wall, which had been treated 
for lupus, and asked for opinions 
treatment. Mr. Douglas Harmer, dis- 
cussion, mentioned lad age 
who had scarring the pharynx three 
months after tonsillectomy and adenoid- 
ectomy, which contracted much that 
could not breathe swallow. Tra- 
cheotomy and gastrostomy 
formed. The scar was excised but re- 
turned, and suggested that 
was some other infection similar that 
which occurred Sir William 
Milligan suggested that something ob- 
scure existed, probably primary obscure 
diphtheria, which, unrecognized, started 
the keloid process. had, somewhat 
similar cases, treated with diathermy 
and dividing the cicatrix with knife. 
Some improvement was noted for few 
months, but there was always subse- 
quent relapse. 

marked searring the oropharynx fol- 
lowing tonsillectomy. treated this 
freeing the tongue through incisions 
the scar and covering the raw surface 
with rectangular mucous membrane 
graft made from the anterior alveolar 
ridge back the molar tooth. second 
flap was made from the alveolar ridge 
extending laterally the cheek. 

The following case presented 
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showing the evolution method 
treatment extensive stricture the 
oropharynx. 


CASE REPORT 

February 1942, M., nervous 
apprehensive girl, years old, was 
brought into the Baptist Hospital her 
mother, the wife theological stu- 
dent. 

The mother explained that 
necessary for someone remain with 
all times keep her from fal- 
ling sound asleep, because she would 
turn blue allowed sleep, and 
one occasion when not awakened 
usual, she turned almost black. 

Further questioning revealed that the 
child had been perfectly normal, except 
for few minor illnesses, until her ton 
sils and adenoids were removed Aug 
ust 1941. The operation 
otolaryngologist. 

Two weeks following the operation 
began having difficulty breath 
ing and swallowing. her return 
the physician during the fourth week, 
found, according the mother, that 
the opening from the throat the nose 
tongue had grown the throat. The 
scar tissue was removed this time, 
and two weeks later the same procedure 
This condition became 
progressively worse. Severe chest pains 
developed from the struggle breathe. 
Only liquids could swallowed and 
mouth breathing was necessary. 
cember, four months after 
operation, the scar tissue was removed 

for the third time, and skin graft was 
attempted. Apparently the 
did not take and three weeks the scar 
tissue had reformed. For the next three 
weeks the throat was dilated every other 
day. 

saw the child for the first time 
this stage. thorough examination was 
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Roentgenogram 


impossible because the patient’s ex- 
The throat 
was only inspected. could seen that 


treme nervous exhaustion. 
the oropharynx was practically closed 
from above what appeared scar 
tissue, formed the posterior wall 
the pharynx and extending around the 
lateral walls the soft palate. The scar 
tissue involved the supratonsillar fossa, 
and its retraction had pulled the pos- 
terior palatine arch down and back until 
the opening into the nasopharynx was 
approximately cm. anteroposteriorly 
em. laterally. 

The 
pharynx appeared most dense level 
vith the base the tongue. The 


scar tissue seen the oro- 


oro- 
The 


epi- 


had hour-glass shape. 
tongue was pulled back 
thelial surface was concave rather than 


ATMENT STRICTURE 


OROPHARYNN 


stricture the oropharynx. 

convex. The concavity the tongue 
furnished more space the pharynx. 
The opening the oropharynx was less 
than one centimeter. 

X-ray examination the throat was 
requested with and without barium. 

The laboratory reported Wassermann 
and Kahn tests negative. 

This accounted the 
difficulty breathing and swallowing 
and was explanation for the 
general condition. She was not only ex- 


obstruction 


tremely nervous and apprehensive 


also poor 
malnutrition 


further treatment, but 
physical condition from 
and air hunger. 
Permission was the 
parents for examination under gen- 
eral anesthesia. Anticipating trouble, all 
precautions were taken. The tracheot- 


obtained from 
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omy set was inspected and placed close 
hand. The chief anesthesist was asked 
administer the ether. 

the patient went into the second 
stage anesthesia, the small opening 
the oropharynx collapsed. metal suc- 
tion tube was inserted the opening 
the base the tongue keep open. 
with the tube the patient, from 
sheer exhaustion, would 
Artificial respiration was necessary and 
oxygen had forced into her lungs. 
The oxygen did not depress her respira- 
tion. was necessary continue oxy- 
gen with the ether order obtain 
sufficient anesthesia perform the tra- 
cheotomy. had hoped avoid 
tracheotomy because the possibility 
scar tissue formation the trachea. 
The tracheotomy was performed with 
careful regard for the tissues order 
avoid excessive scarring. 

After the tracheotomy, inspection and 
digital examination revealed that the 
cicatricial tissue extended downward 
approximately 1.5 cm. The nasopharyn- 
geal scarring was less extensive, the base 
being much thicker than the apex. 
biopsy was done but further manip- 
ulation was deemed advisable this 
time because the patient’s general 
condition. 


was returned her room and 
carefully watched. seemed she 
would never get enough sleep. With 
rest, fruit juices, purées, and vitamins 
her general condition improved rapidly. 

The microscopic examination the 
tissue removed was reported cellular 
fibrous tissue with contraction. 

careful study the various meth- 
ods applied toward correcting the few 
cases reported did not seem applicable 
this case. 

Our problem was remove the scar 
tissue and find something that could 
anchored the pharynx that would 
prevent the formation more scar tis- 
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sue and the same time allow 
ther contraction the existing 
Preparations were made for removing 
the scar tissue dissection and cau- 
tery, and for making impression 
the pharynx. realized that the 
fices the eustachian tubes had 
protected, and that there was possi 
bility injuring the internal carotid 
tonsil fossa. Nembutal was given the 
patient the night before see she 
was allergic the barbiturates. 

March third, the patient was pre 
pared for surgery. Pentothal sodium 
was used 2.5 per cent solution for 
intravenous anesthesia. The patient did 
fairly well for about twenty minutes and 
then became cyanotic. More oxygen was 
administered. Novocain and adrenalin 
were injected the tissues and the 
moval the scar tissue The 
patient’s temperature began rise and 
within twenty minutes had reached 
The operation was 
though had stop twice admin- 
ister artificial respiration and metrazol. 
The scar tissue was 
forty minutes, but could not obtain 
satisfactory impression the oro- 
pharynx. stomach tube 
through the nose. Gauze 
tightly into the pharynx for lack 
better procedure. 

The rhythmic motion the pharynx 
prevented the gauze from remaining 
place. Removing and replacing the pack- 
ing every day was too much or- 
deal for the patient and the physician. 
This was particularly discouraging after 
the first week, when one could almost 
see the scar tissue reforming. 

was evident that some form tube 
would have anchored the oro- 
pharynx prevent the contraction 
the scar tissue. could see con- 
traindication for fixing this tube the 
upper teeth. Dr. King, dentist, 
was consulted, and agreed could 
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done, and ottered his assistance. This 
was gladly accepted. 

first made impression the 
upper teeth, hard and soft pal- 
ate, using dental hydrocolloid mate- 
rial. master stone model was poured 
the impression and later separated. 

then approached the anatomy 
partment with our problem and were of- 
tered the use head and neck. One 
was obtained near the size our pa- 
tient possible. The head and neck was 
divided the midline anteroposteriorly. 
Impressions were made, using the same 
stone model was made 
sections from this impression, 
impression material removed. 

determine the distance fix the 
pharynx, Dr. King and 
every patient entering our offices over 
two week period. measured from 
the edge the center incisor 
tooth the center the opening the 
and found the average dis- 
tance those seen 6.4 cm. The 
center the throat portion the ap- 
pliance was placed this distance (6.4 


properly aligned position per- 
pendicular the occlusal plane the 
teeth the mouth portion and fixed 


permanent They were cored 
together facilitate separation 
from time time during construction 
and the appliance. This done 

Vitallium alloy cobalt, chromi- 
and molybdenum, developed the 
\ustenal Laboratories* 1929, and 
troduced medicine for buried appli- 
nees Drs. Charles Venable and 
Stuck San Antonio Vi- 
has tensile strength over 
100,000 pounds per square inch, with 
lense smooth surface which does not 
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tically electrolytic activity 
nor corroded mouth se- 
process. The Gwinner Dental Labora- 
tory furnished the material free 
charge for this experiment. Mr. 
Denton, dental technician, 
enough the work for us. 

The first appliance was experimental 
and very crude design, allowed 
movement the head without plac- 
ing strain the teeth. 

width, was cast, covering the palate from 
the second molar area the right with 
retention loops the first molar and 
central incisor area for fixation. 

was decided that solid tube would 
not satisfactory one with the 
anterior part open enough 
more movement the tongue. The open 
tube with rolled edges, that 
cast, measured 1.8 cm. anteroposte- 
riorly, 2.4 cm. the opening 
the front the lowest part 
the upper, the front being the 
same height the lateral wall. The por- 
tion representing the posterior wall 
the pharynx that corresponded with the 
stricture was 3.5 cm. long. measured 
The portion against the lateral wall was 
cut down 2.3 cm. height, did 
not care have pressure too near the 
orifices the eustachian tubes. 

The mouth and throat sections were 
joined welding one strap connect- 
ing bar, cast for this purpose, each 
side. 

May 1942, under avertin anes- 
thesia, the scar tissue, which 
tically returned its original state, was 
removed dissection and cautery. The 
Vitallium appliance was put 
and anchored the teeth. This shown 
figure 

The patient soon developed 
acute upper respiratory infection and 
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FIG. 2—Roentgenogram showing the metal appliance in the pharynx fastened 


the upper teeth. There deformity the second vertebra and 


some haziness of the joint between the st cond and third Suggesting an injury 


had trouble with her ears. were 
afraid the appliance might produc- 
ing edema around the orifices the 
eustachian tubes, but decided not dis- 
turb until were certain. The infec- 
tion cleared and the ear condition 
subsided. The throat was inspected fre- 
quently for signs pressure, but none 
were seen. 

June 30, 1942, the patient was 
examined under avertin anesthesia, and 
the appliance seemed accomplish- 
ing results. wore this appliance 
without much discomfort for period 
four and half months, and then be- 
gan complain pain her neck. 
x-ray September 18, 1942, 
showed some deformity the second 
cervical vertebra and haziness the 
joint between the second and third, sug- 


gestive injury disease process. 
This shown figure 

The change the vertebra was due 
the pressure from the appliance 
the motion the head. The possibility 
this considered, and 
watched for, but after two months this 
danger was thought past. Later the 
pressure changes did occur revealed 
the roentgenogram. Because the 
changes the vertebra, the appliance 
had corrected permit free mo- 
tion the head all directions. 

This was accomplished using 
universal ball and socket joint 
connect the throat and mouth sections 
the appliance. (See fig. 3.) 

The have termed “an 
artificial oropharynx” was cast seven 
pieces and the throat and 
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Photographs of the Vitallinm 


connected with universal 
The ball the universal joint was 
tached the throat section from the 
side two round bars. The cup the 
joint was attached the mouth section 
like manner. 


this time had not had great 
The reaction during the previous 
lergic nature, but the elevation tem- 
perature could not explained our 
satisfaction. were advised au- 
thority that this was 
action could prevented the ad- 


appliance used reconstruction the oro 


and 
small dose barbiturate the night be- 
fore, and repeated the morning the 


ministration adrenalin oil 


operation. This procedure was followed. 

November 19, 1942, the patient 
was taken the operating room for re- 
moval the appliance. Pentothal sodi- 
was given experienced anes- 


thesist 2.5 per cent solution. 


The wires the teeth were cut, and 
attempt made remove the appliance 
from the pharynx. was tound that 
the tongue had worked through the an- 
terior opening the tube, and seemed 
that would not come out. the pa- 
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FIG. 4-—Roentgenogram showing the metal appliance with universal joint in 
the pharynx. The shadow seen around the appliance produced sponge 


rubber. 


tient was developing cyanosis, manip- 
ulation was stopped, but the 
progressed. Her eyes began swell, and 
looked though our effort had been 
vain. The appliance was removed 
force the patient’s condition did not 
permit further delay. 


After artificial respiration, coramine, 
metrazol, adrenalin and prayer, 
began breathe again. She was re- 
turned her room with temperature 
103.5 and marked generalized 
edema which lasted for three days. 

There was tightening the scar 
tissue during the week the appliance 
was out. The new appliance was inserted 
without any difficulty and plans were 
made for skin graft. 


Dr. Milton Adams, plastic surgeon, 


was called assist with the skin 
graft. December 1942, foam rub- 
ber was cut fit the pharyngeal portion 
the appliance and fastened with 
glue. skin graft was removed 
the thigh. The foam rubber was coated 
lightly with collodion and the epithelial 
surface the graft smoothed over the 
sponge rubber, being held place 
the collodion. The surface the phar- 
ynx was The appliance, with 
the skin graft attached, was reinserted 
the pharynx and anchored 
teeth before. 

\fter two weeks, when the appliance 
was removed, the graft had taken over 
the entire area and there was 
large opening the oropharynx. The 


opening the nasopharynx, although 


smaller than normal, was twice the size 


MEMOF 
Zz 
~ 
g 
4 | tke >. 


TREATMENT 


1948 


When first seen, measuring 1.5 


perfectly normal individual. She has 


after four years, 


voice and every prospect 
singer. 

were unable confact the oto 
larvngologist who did the original work 
until recently returned from serving 
the armed forces. letter the 
essa\ Ist, quoted below ,_ are his preopera- 
tive findings, Operative technic, treat- 
ment and comment: 

times have thought about 
vou know, her case will never 
forgotten 

did tonsillectomy and adenoidec- 
tomy sometime was done 
actly have done thousands oth 
shortly after that she came office 
with very, very small opening into her 
The 


comple tely closed. Three ditferent times 


nasopharynx was 
attempted open the stricture, each 
time resulting took some 
out and the pathologist the 
Hospital thought the time 


that was tumor some kind. This 


not think was true. had the gross 
appearance keloid tissue. 

“In answering your question about 
whether she had any unusual condition 
betore the operation, the only thing she 
had was large amount lymphoid 
each lateral wall. However, 
hesitate say that was such un- 


tissue 


usual amount. 
have seen such case 


this betore and hope never see an- 


never 


other. was unpleasant experience, 
particularly have happen such 
lovely 


SUMMARY 
has been presented. method treat- 
ment has been 
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CONCLUSION 

Certain strictures the 
can successtully treated removal 
the excess scar tissue, application 
pressure the scar until contraction 
ceases, and retention the normal 
men means skin grafting. 

order simplify this procedure 
artificial oropharynx, which permits 
movement the head all directions 
and that can used any average 
pharynx, was constructed. This 
method treatment being tendered 
cause solves the three 
sented these cases. 

offers usable oropharynx dur 
ing the course 
struction. 

prevents the further contraction 


scar tissue, thus eliminating repeti- 


tious and futile surgery. 
providing practical base tor the eas\ 


facilitates plastic 


application the skin 
offer this method treatment be- 
cause deem applicable similar 


ynx cured plastic operation, Ann. Surg., 
1901. 

Kazanjian, H.: Stenosis the oral 
Oral Surg., 3:164-169, (April) 
1945 

Patterson, Norman: Adhesions between the 
back the tongue and the posterior phar- 
Proc Roy Soe Med., Sec- 


14:30, (Feb. 1921. 


tion Laryngology, 


DISCUSSION 

Henry M.D., Cincinnati, 
Ohio: wish congratulate Dr. Sanders. 
unpressed the study, patience, and per- 
sistence exhibited the solution the prob- 
lem has demon- 
movable joint the obturator and the 
portance well the technic applying 


presented. 


skin graft position the oro- 


pharynx. 
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rare and tragic the lesion described 
that surgery endowed Dr. Sanders’ con- 
tribution. 


Roserts, Kansas City, Mo.: 
This case presents combination mystery, 
miracle, courage, skill and drama. The way 
which this accident occurred was 
What could have happened? recall ex- 
perience had ago when operating 
child’s tonsils. The orthopedic surgeon was 
going foot operation the same time. 
was his custom use pure carbolic acid 
for instrument sterilization. The gauze sponge 
had used dry his instruments was placed 
advertently put the child’s face. rec- 
ognized the odor carbolic acid and imme- 
diately took off. 

just wondering something like that 
might have happened. The miracle part Dr. 
seemingly hopeless case. The drama the 
end was hearing that beautiful girl’s voice, 
which fittingly closes very successful meet- 
ing the Academy. 


Dr. Sanders has given comprehensive 
analysis one the most difficult operations 
nasopharyngeal surgery. has conscien- 
tiously described difficulties has encountered 
and his final success skin grafting. 

our series cases the Massa- 
chusetts Eve Ear Infirmary recall 
case that has been difficult the one 
described. Evidently his case has been far 
more extensive than the ones have seen. 
found that patients with nasopharyngeal 
stenosis may grouped into two types. The 
first group reveal dense, thick scarring the 
entire nasopharyngeal space with little 
evidence muscular motion. Adherent scars 
may extend from the soft palate down the 
hypopharynx. These are the cases that re- 
sult from luetic infection. 

The second group characterized super- 
ficial loss the mucous membrane thie 
pharynx, and the condition most cases has 
followed operation the tonsils 
noids. Nasopharyngeal stenosis may com- 
plete partial, and may also involve the 
hypopharynx. examination found 
that the tissues are more avascular than usual, 
and although the pharyngeal muscles may 
caught scar tissue they are not obliterated. 

the treatment, have tried various 
methods such plugs following 
the removal scar. Second, application 
skin graft, and, finally, use local flaps. 
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have had success with the use plugs 
removal tissue, even though 


were made fit the nasophar- 
and were kept there for long time. 
soon the plugs were removed, 
tissue gradually closed the opening 
Similarly, our attempt transplanting skin 
has been failure. Perhaps this failure has 
been due our inadequate preoperative prepa- 
ration the way supplying positive means 
for inserting the graft the form dental 
appliances, which have been 
utilized the Our failure 
ing may also attributed our selection 
cases. have tried only cases due 
syphilis, where avascular scar tissue becomes 
infected quickly. contrast with the use 
plugs and skin grafting, have obtained 
considerable success using local flaps 
Briefly, our present operative procedure 
follows: The patient placed the 
position and ether administered through 
Brown-Davis mouth gag, and good view 
the palate, pharynx and buccal cavity 
tained. rectangular mucous flap 
is made on one side ot the soft palate, the 
base which extends the mucous mem 
brane the pharynx. The adhesion between 
the palatal and pharyngeal mucosa then in- 
cised open the nasopharynx. The mu- 
cous membrane flap the soft palate 
spread over the raw the pharyngeal 
wall. This flap held position with sutures 


and packing. order cover the raw sur- 


tated from the adjacent part the cheek and 
sutured over the raw surface 
palate. The same procedure carried out 
the opposite side the palate, either this 
operation later date. 

feel that this easier procedure and 
more positive, and does not require construc- 
tion elaborate appliances. Fortunately, 
nasopharyngeal and oropharyngeal stenosis, 
described the rare occurrence, 
and the preventive measures the form 
gentle handling tissues and avoidance 
undue loss the mucous membrane will 
minish the dangers such complications. 

Perhaps will not out place make 
the following suggestion. one 
with the condition where patient has 
veloped stenosis the pharynx following 
use half-way measures, such merely cutting 
the adhesions between the soft palate tissues 
and the pharynx. Every failure creates 
difficulties the destruction more tissue 
and the formation avascular scars 


4 
\ 
= 


TREATMENT 


certainly appreciate the kind words the 
discussers. don't think the surgeon should 
have credit for M.’s beautiful voice she 
has studied and worked hard develop it. 

limited this paper strictures the oro- 
stric- 
nasopharynx 
reported and much work done naso- 
pharyngeal strictures, for which Dr. Goodyear 


Was 


Many cases have 


he 


The technic original 
ase stricture the oropharynx was de- 
scribed detail the thesis but eliminated 


presentation because brevity 
was mentioned con- 


cted 


thesis we 
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sillectomy this patient. have said be- 
fore well trained and have seen lot 
good work that has done. did not 
put anything the way caustics chemi- 
cals the tonsil fossa. His letter ex- 
plains his findings. did everything within 
reason that possibly could find the 
cause the stricture: blood work, cultures 
and microscopic study tissue avail. 
repeated the work with the same results. 

think were just lucky that the same 
thing did not happen the trachea 
pened the throat 


thank Dr. Goodyear, 
Roberts for discussing 


want aga 
Kazanjian and 
paper. 


O48 

the surgeon who did the original ton- 


wound roughened cotton- 
carriers forceps far from safe 
patient does not properly co-operate. 
For vears have desired make topical 
applications astringents and antisep- 
tics the larynx. Especially did wish 
use silver solution. How prepare 
safe applicator greatly concerned me. 
After much study, adopted the device 
herein. This have 
for many years with utmost satisfac- 
tion. 

The sketches show the man- 
ner preparing this applicator. make 
this instrument out stiff piece 
copper wire about 3/32 inch 
thickness. cut piece about inches 


length. one end bend ring 
hook the finger. This important 
control the direction using the appli- 
cator. The other end grind down 
point and bend inch right angle 
the shaft the same plane the 
ring. not necessary that this point 
rough. too rough, would diffi- 
cult remove the cotton after has 
been used. 


Presented New Instrument the Fifty-Second 
Annual Session the American Academy Oph- 
and Otolaryngology, October 12-17, 1947, 
Chicago, 


SAFE LARYNGEAL APPLICATOR 


M.D. 
KANSAS CITY, MO. 


take black thread, No. 40, about 
inches long and tie the loose ends. use 
black thread can more easily 
seen while being incorporated 
cotton. place pledget cotton the 
loop, shown figure Additional 
cotton placed either side the 
loop shown figure 1B, that 
covers the thread over the entire loop 
thread would likely traumatize 
the tissues. 

The cotton with the thread loop 
then wound the avplicator. The wind 
ing the the applicator 
should started the very edge and 
thinnest part the pledget. 
way one certain that the first cotton 
fibers are wound the 


loop black thread. 
additional cotton outside loop 


cator. certain wind the cotton 
thread around the applicator, while 
keeping the thread taut. Continue 
wind the thread around the applicator 
the shaft. There will then remain 
loop the thread hold finger 
while making the treatment. This com 
This cotton cannot slip off the 
cator; but, case should slip off 
the operator still has control the cot 
ton and can easily remove it, 
thoroughly incorporated the thread 


HYDRAULIC HEAD HOLDER FOR DIRECT LARYNGOSCOPY, 
BRONCHOSCOPY AND ESOPHAGOSCOPY 


\LFRED M.D 
LOUIS, 


and having available assistants hold 
the head during direct 
bronchoscopy, and esophagos- 
head holder was de- 
hat the position the head 
changed for entering the right 
main bronchus. Elevation 
trolled pump operated the foot. 
Depression the foot pedal the floor 


| 


evel permits gradual lowering the 
position the patient’s head. The mo- 


well controlled. 


The hydraulic head holder (fig. 
through the Storz Instrument 
ompany, St. Louts, Mo. 

Fifty Second 
ot Oph- 


17 O4 
t/, 


SRE 
Cott wrapt applicator. Applicator held position for use 
Po: 
FIG. hydraulic head holder for direct Jar- 
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BILATERAL THYROTOMY FOR CARCINOMA THE LARYNX 


M.D. 
BALTIMORE, MD. 


SPONGE 
ENTERING 


FIG. 1—From Kemler: (Nov.) 
commissure with the inner perichondrium folded over (like opericg a ce 


Laryngoscope, 57:704-718 


operation designed the opposite cord, the 
the place both simple and anterior the anterior commissure has 
commissure laryngofissure. can been invaded and must 
done all carcinomas situated moved. thyrotomy removes 
the anterior two-thirds the mass the cartilage the 
cords. The standard laryngofissure together with the entire 
been stated inadequate cord and part the uninvolved 


cancer cells have actually been found lesser involved 

or has extended acros: anterior : . 
tumor has extende icross the oid bone just below the cricoid cat 


nual Session the American Academy Ophthal- and the external perichondrium 


mology and Otolaryngology. October 12-17, 1947, 


cised the midline and 


Chicago, 
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erally tor 1.0 em. each side. The 
tire thy roid cartilage then incised ver 
tically each side this distance from 
the midline. These incisions extend to, 
but not divide, the 
drium. The inner perichondrium now 
separated the medial surtace 
the remainder the ala the thyroid 
the involved side just 
the perichondrium elevated sub- 
mucous resection the nasal septum. 
the 
side, this separation the 
chondrium either omitted 
out depending the location the 
tumor. then 
made through the 


uninvolved lesser involved 


carried 


brane the upper border the cricoid 
the uninvolved lesser 
side, the incision 
has been elevated. 


cartilage. 
involved 


CRISTA 


cision then directed vertically incising 
yngeal mucosa the top the 
The again directed horizon- 
tally toward the side passing 
above the thy roid notch. The freed tis- 
sue, which includes the strip midline 
cartilage, the inner perichondrium and 
the mucosa the uninvolved side, 
swung like opening Coor toward the 
involved more greatly 
and the interior the exposed. 
The mucosa the involved side the 
larvnx and the inner perichondrium are 
then incised between the two horizontal 
incisions, the one through 
thyroid membrane, the other the su- 


perior border the thyroid 


and the mass, consisting tumor mu- 
cosa and inner perichondrium with the 
midline strips the thyroid 


(See figs. and 2.) The 
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larynx remains widely open and bleed- makes good recovery and re- 
ing points are easily controlled pres- his voice about three weeks. 
sure coagulation. The wound closed 
and the muscles skin being 
the the suturec Kemler, Joseph I.: Bilateral thyrotomy tor 
separately. Full details the operation carcinoma the larynx, Laryngoscope, 
can found the The (Nov.) 1947. 


Home Study Courses 


Doctors who desire enroll for the 1948-1949 Home 
Study Courses must complete registration before August 15. 
Application blanks may secured from the Executive Secre- 
tary the Academy, Dr. William Benedict, 100 First Avenue 
Building, Rochester, Minnesota. The fee $10.00. 


These Courses, which the Academy offers part its 
educational program, begin September first each year, and 
continue over period nine months. credit given for 
the completion the Courses. They are not required the 
American Boards, but are recommended candidates sup- 
plement formal instruction the basic sciences oph- 
thalmology and otolaryngology. They not represent short- 
cut specialization. 


Any graduate physician eligible for the Courses after 
completing one rotating internship, its equivalent, 
who has committed himself writing the Secretary the 
American Academy Ophthalmology and Otolaryngology 
that planning enter the specialty. 


SOME EXPERIMENTS WITH CALORIC STIMULATION THE 

HUMAN LABYRINTH STUDY THE RELATIVE VALUES 

AMPULLO-PETAL AND AMPULLO-FUGAL ENDOLYMPHATIC 
FLOW LAWS) 


M.D. 
Stuart, M.D. 
M.D. 
KRY INVITATION 

and 
GAULTON, M.D. 
BY INVITATION 
MONTREAL, CANADA 


SIMULTANEOUSLY and independently 
one another Breuer® and 
Crum 1875 came the con- 
clusion that the end-organ the am- 
pulla semicircular canal stimulat- 
spite the fact that this theory re- 
ceived general acceptance, conclusive 
experimental proof this theory 
live animal was not brought forth until 
1933 when succeeded 
visualizing the cupular movements 
the ampulla semicircular canal 
the live pike. injecting suitable mate- 
into the semicircular canal made 
the cupula visible. was able pho- 
tograph the cupula result- 
ing from endolymphatic flow during ro- 
tation and caloric stimulation. 


EWALD’s EXPERIMENTS 

1892, reported ingeni- 
ous set experiments upon the 
circular canals the pigeon. sealed 
off semicircular canal the pigeon 
with dental cement and then inserted 
pneumatic hammer between the blocked 
area the canal and the 
this way was able make positive 
negative pressure upon the membranous 
semicircular canal causing flow en- 


Fifty-Second Annual Session the 
ademy Ophthalmology and Otolaryn- 


tober 12-17, 1947, Chicago, 


dolymph either towards away from 
the ampulla. found that endolym- 
phatic flow one direction greater 
stimulus than the other. 

reported that there occurred 
strong turning the head (about 
degrees) and eyes the plane the 


horizontal canal when pressure was ap- 


plied the horizontal canal causing 
ampullo-petal flow endolymph. 
described this stimulation phenome- 
non. When withdrew the piston 
the pneumatic hammer causing as- 
piration suction the horizontal 
semicircular canal 
How endolymph), there was move- 
ment the head and eyes the op- 
posite direction the movement de- 
scribed above. This was weaker reac- 
tion which deseribed inhibition 
phenomenon. “Es lehrt 
uns dieser Versuch, dass beim Canalis 
eine Endo- 
lymphe zur Ampulle hin mit einer Rei- 
zung, dagegen die umgekehrte Bewe- 
gung mit einer 
When applied the pneumatic 
that aspiration ampullo-fugal flow 
endolymph caused reaction 
head and eves than was caused 
pressure ampullo-petal flow en- 
dolymph. 


Bewegung 
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LAWS 

These findings Ewald have been 
generally accepted explain the mech- 
anism canal stimulation the human 
labyrinth and his findings have had the 
force laws. flow endolymph 
towards the ampulla (an ampullo-petal 
horizontal semicircular canal 
maximal stimulus whereas flow 
away from the ampulla 
stimulus. the case vertical semi- 
circular canal flow endolymph away 
from the ampulla 
towards the ampulla (an ampullo- 
petal flow) minimal stimulus. 


UNIDIRECTIONAL SENSITIVITY 
FISH AND AMPHIBIA 
and others found that the 
lower animals law 
modified because semicircular canal 
the fish and the frog, responds 
stimulation only one direction and 
that the direction the so-called 
maximal stimulus Ewald. There 
reaction the direction the minimal 
stimulus, the canal response 
lower animals being unidirectional. 


LAWS 
MAN 

The experiments Ewald suggested 
bidirectional stimulation the pig- 
semicircular canal, but the reac- 
tions from stimulation one direction 
were greater than from stimulation 
the other direction. the result 
clinical and experimental investigation 
many workers, especially 
the application laws 
man has been accepted. 

will remembered that Barany 
explained the reactions the caloric 
test pointing out that the tempera- 
ture change affected the endolymph, 
cold causing the endolymph move 
down vertical plane and hot causing 
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rise. showed that changing 
the position the head space and 
thus changing the position the semi- 
circular canals relation the vertical 
plane was possible change the lab- 
reactions. For instance, 
any showed that cold 
tion the the right horizontal canal 
the face-up position elicited horizontal 
nystagmus the left whereas cold stim- 
ulation the same canal the 
down position elicited horizontal ny- 
stagmus the right reversal the 
direction the nystagmus from revers 
ing the direction the endolymphatic 
the right horizontal semicircular 
canal. 


THI 


EXPERIMENTS DEALING WITH 
SOURCE LABYRINTHINE NYSTAGMUS 

cular canals the pigeon and report 
three weeks postoperatively, was able 
elicit normal postcaloric nystagmus 
from douching the external meatus with 
hot cold water, and changing the 
position the head could reverse 
the direction the There 
Was reaction rotation. con- 
cluded that these cases the caloric re- 
actions must arise from the maculae 
the vestibule maculae 
lagenae. 

These experiments should repeated 
before they are accepted the 
bulk experimental evidence 
would indicate that the presence the 
intact semicircular canals essential 
normal postealoric nystagmus. 

caused the variability nystagmus 
media with cholesteatoma. and his 
co-workers made experimental fistulas 
animals. stated that when pres 
sure was applied the perilymph 
the labyrinth, the nvstagmus was one 
f 
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serted through the window 
region 


and 
pressure made the 
utricular macula, the 


curred the opposite 


nystagmus 


gives that the 
probe inserted into the vestibule did not 


cause some stimulation the 
cular canal mechanism. His experiments 
should repeated and controlled before 
they are accepted proof that stimula- 
tion the utricular macula caused ny- 
stagmus reversed its direction. 


ries experiments which they car- 
ried out simultaneous bilateral 
During stimulation they 
animals for compensatory reactions 
change position the head. 
The and limb reactions, the result 
utricular stimulation, remained nor 
mal spite the simultaneous stimula- 
tion the semicircular canals the 
cold water. another set experi- 
ments they removed the otolithic mem- 
branes from both labyrinths guinea 
pigs the centrifuge method Witt- 
maack. They subsequently found that 
the caloric nystagmus both labyrinths 
remained normal and unchanged and 
that the caloric reactions could still 
change the position the 
head the case 


space 


normal animals. 


These last two sets experiments 
that the one hand 
aloric stimulation 
vith the 
hich are 


does not interfere 


compensatory 


known utricular 
timulation and the other hand, ab- 
ence the utricular otoliths does not 
the normal 


from the semicir- 


any way interfere with 


reaction 
ular canals. These well-controlled ex- 
eriments not indicate that the ny- 
tagmus arises from utricular stimula- 
ton, 


ENDOLYMPHATIC FLOW 


Some recent experiments have been 
reported which imply that Ewald’s law 
may require some modification when 
the mammalian labyrinth. 


EXPERIMENTAL RESULTS CONTRARY 
LAWS 

repeated the experiments 
pigeons and stated that 
always found agreement with 
experiments. There can doubt 
about the value law with re- 
the effect different move- 
ments the semicircular canals the 
endolymphatic movement produced 
canal 


the mentioned (pressure 


aspiration the question 
through bony Thornval stated 
that was very careful use 
feeble stimulus got only maximal 
response from the canals and min- 


imal response. 


one series experiments, Thorn- 
val plugged semicircular canal the 
pigeon after the method Ewald, but 
instead making second opening be- 
tween the plugged area and the ampulla 
made opening between the plugged 
area and the nonampullated end the 
When exerted 
such the 
which elicited was invariably the 


canal. pressure 


canal 
plane the anterior vertical canal 
the same side which ver- 
tical canal stimulated. The nystag- 
mus was not influenced changing the 
position the head space. 
Suction aspiration such fistula 
had effect. removed the ampul- 
lae the canals, the reaction disap- 
peared the majority cases, but 
few isolated cases there was feeble 
but unmistakable reaction. concluded 
that was the 
utricle. another series pigeons 
when removed all three ampullae and 
semicircular canals, could not elicit 
any nystagmus from cold water irriga- 


tion the ear. concluded that the 
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caloric reaction originates 
chiefly the semicircular canals. 
stated that the otolithic organs may 
susceptible caloric stimulation may 
have influence caloric nystagmus, 
but his opinion the caloric reaction 
pigeons chiefly brought about the 
semicircular canals. 


carried out experiments 
rabbits which modified Ewald’s 
classical experiment. removed the 
flocculus the cerebellum and through 
the bony wall the flocculus chamber 
made fistula into one the semi- 
circular canals. Then attempted 
make airtight the flocculus chamber 
inserting over its opening small plate 
through which tube passed that 
could apply pressure aspiration 
the perilymph which had escaped from 
the labyrinth and was filling the floc- 
culus chamber. likened this the 
conditions which exist chronic sup- 
purative otitis media after spontane- 
ous fistula develops one the semi- 
circular canals. stated that whereas 
Ewald made pressure directly the 
endolymph, his own experiments the 
pressure affected both the perilymph and 
the endolymph. found did Ewald 
that the reactions resulting from 
ampullo-petal flow endolymph dif- 
fered from the reactions which resulted 
from ampullo-fugal flow, but 
stated that similar the findings 
Thornval the pigeon found that 
the reactions varied with the position 
the labyrinth space. stated that 
law holds the stimulation 
semicircular canal the rabbit the 
operated ear uppermost. However, 
the animal placed such position 
that the operated ear lowermost, then 
Ewald’s findings. When stimulated 
vertical semicircular canal, either ante- 
rior posterior, the nystagmus was 
usually more the horizontal plane 
than the plane the canal which 
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stimulated. The reactions from stimulat- 
ing vertical semicircular canal were 
always much weaker than those which 
the reactions which resulted from stim- 
ulating anterior vertical canal were 
always more variable than 
posterior vertical canal was stimulated. 
the erect position the head, pres- 
less effective stimulus than 
aspiration (ampullo-fugal flow), but 
both reactions are very nearly equal. 
From such experiments 
Juan concluded that Ewald’s laws vary 
with the position the head space 
The experiments which described are 
extremely complex and not concise 
those Ewald. They should re- 
peated and controlled before they are 
accepted refutation find- 
ings. 


Lorente has carried 
out extensive series experiments 
which studied eye muscle reactions 
following labyrinthine stimulation. The 
animals used for most these experi 
ments were rabbits. has recorded the 
reactions individual muscles 
arately and various combinations 
Under certain circumstances could 
record the slow phase nystagmus sep 
arately from the quick phase. 
ported that when one records the reac 
tions all six eve muscles 
variations may found the amount 
contraction relaxation from mus 
cle muscle and the 
with the position the head space 
carried out rotation stimulation 
rabbits immediately following 
sions were based upon observation 
the effect the rotation upon the spon 
taneous nystagmus which follows uni 
lateral labyrinthectomy. After left 
sided labyrinthectomy there spon 
taneous nystagmus the right. Stim 


~ 
| 
A 
if 


TUNE 
ulation the remaining right labyrinth 
turning the right produces exactly 
the same amount accentuation the 
nystagmus the beginning the turn 
does diminution the spontaneous 
the end the turn. 
reported that, checked this finding 
weeks even months after oper- 
ation, always found the same result, 
namely, that the slow phase the ny- 
stagmus has the same duration whether 
the turning the right the left. 
added, however, that one judges 
the quick phase the nystagmus, 
one gets the impression that ampullo- 
petal flow endolymph horizontal 
semicircular canal elicits stronger re- 
action than that which follows am- 
apparent confirma- 
his experiments that ampullo-petal and 
ampullo-fugal the hori- 
zontal semicircular canal elicit equal- 
strong reaction contrary Ewald’s 
law. reported that some his ex- 
periments stimulation vertical 
canals may elicit nystagmus plane 
other than that the canal stimulated 
found the horizontal canals much 
nore responsive caloric rotation 
timulation than are the vertical canals. 
coneluded that the direction ny- 


tagmus semicircular 
anal stimulation depends much upon 
the position the head space 
loes upon the direction the endo- 
mph currents the ca- 
ils. Sometimes found that currents 
opposite direction one semicircular 
inal gave rise the same kind ny- 
could bring forth 
planes. This found espe- 
ally true the case stimulation 
vertical semicircular canals. One and 
same endolymph current 
nystagmus opposite direc- 
ms. 
dolymph the single canals not 


luence each other and, therefore, the 


currents 
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semicircular canals work they were 
anatomically independent each 
reported that even though spon- 
taneous nystagmus following 
lateral labyrinthectomy diminishes with 
time can still elicited 
examination special positions 
for long year after operation. 
The positions choice are the side po- 
sition with the operated ear undermost 
the supine position. stated that 
Magnus and were the first 
record that the nystagmus which follows 
unilateral labyrinthectomy varies with 
the position the head, being strongest 
when the operated ear undermost and 
weakest when the operated ear upper- 
most. 

No’s results terms nystagmus 
man because his conclusions are, for the 
inost part, based upon observations 
eve muscle responses animals studied 
singularly and groups. Lorente 
concluded that Ewald’s laws hold 
the stimulation the labyrinth within 
physiologic limits, but the stimulation 
usual plane, one which the animal 
does not usually find itself, then the re- 
actions may not follow Ewald’s laws. 


reported from his experience 
tests that the reactions hot (47 C.) 
caloric stimulation are not definite 
are the reactions cold (27 C.) stimu- 
lation. The tests were carried out with 
the patient supine that the hori- 
zontal canal the vertical plane with 
its ampulla uppermost. this position 
the head and the semicircular ca- 
nal the cold stimulation elicits ampul- 
endolymphatic flow. 

order eliminate func- 
tionally the semicircular canals, plugged 
the horizontal, all three semicircular 
canals, the pigeon with dental cement. 
found that clockwise and anticlock- 
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TABLE 


VERTICAL CANAL STIMULATION 20cc. ICE WATER 
HEAD-UP AND HEAD-DOWN POSITIONS 


LEFT EAR 


HEAD HEAD DOWN 


Case 
No. Time Amp. Dizz. Time Amp. Dizz. Result 


No reaction to 10 ce 


No reaction 
HEAD HEAD DOWN 
Time Amp. Dizz. Time Dizz. Result 
1 [No reaction to 10 c¢ No reaction 
2 3 3 2’ 30’ 3 2 F>P 
4 (‘Ethyl chloride spray in right ear due to dry perforation. 
, 5 1’ 50” 4 1/8 2’ 30 1/2 l/s I I 
8 
LEFT RIGHT 
Fugal > Petal .. 4 Fugal > Petal 10 
TOTAL TOTAL 


F = Fugal. P = Petal. > = Greater than <= Less tha 
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the normal horizontal canal 
the opposite side, the resulting 
stagmus from turning either direc 
tion being the same magnitude. These 
experiments were carried 
birds and the birds were tested within 
twenty-four hours after The 
only method used 
tionally canal was plug 
it. would have been more conclusive 
had checked his results following 
canal not the equivalent severing 
that totally 
eliminating the canal labyrinthee 


the nerve canal 


tomy 


No. 


carried out continuous caloric 


ATION 


Lorente Hartmann and 


sumulation the labyrinth over 
riod hours successive days without 


getting any marked diminution 


sponse provided the stimulus 


excessive. known that the 


thine reaction will 


from day day even when the method 
fairly constant. 


HEAT 


LABYRINTH 


13 


experiments have shown 


that considerable amount the tem- 
perature stimulus which 
the ear required overcome the heat 
the air and bone surround 
ing the labyrinth. The 


labyrinth itself will respond 


membranous 


degree. Dohlman also 
ound that the latent period the 
tion decreased according the dif 
between the temperature the 
sumulus 
ody increased. The intensity the 


temperature the 


eaction varies with the length time 
nth. Dohlman also found that the less 


FLOW 519 
particular membranous canal 
arated bone the middle ear, the 
change the external ear canal. The 
horizontal semicircular canal most at- 
fected, the anterior vertical canal 
and the posterior vertical canal least 
atfected the temperature change. 


VERTICAL SEMICIRCULAR CANAL 


RESPONSE TO CALORIC STIMULATION 


and questioned 
whether not the vertical 
spond all caloric stimulation the 
which 


these positions the head 


such that the horizontal canal the 
plane. The head 
either the head-erect position 
the head-hanging Veits report- 
that these two positions there 
reaction from the labyrinth 
out both ears simultaneously 


whether the irrigation carried 


one ear time. patients (table 
tested out the labyrinth with the 
head the erect position and 
head-hanging position that the line 
from 
through the external canal 
zontal each case (absolute indifferen- 


the external canthus the 


zlagen). could not elicit consistent 
was possible, however, elicit 
tion the majority the cases (see 
used. 

TABLE 


SUMMARY TABLE 
The vertical semicircular 
with cc. ice water both the head- 
erect and head-hanging positions 
Left Far Right 
P>F 
14% 
14% 
result 


result 


Ps 
i 
| 
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table the results cold ALTERNATE HOT AND COLD CALORIC 
with cold are compared. the MODIFIED CAWTHORNE, 

semicircular canals which are being stimulated 
and Ewald’s law states that fugal flow the 


FITZGERALD AND 


more effective stimulus. Petal flow occurs Cawthorne, Fitzgerald and 
the head-erect position, fugal flow the head- out labyrinthine tests 
hanging position. petal flow; fugal hot and cold 
percentages are mere indication since there 
were only cases this series. Kleyn and and 

lute was possible perature. They considered 

elicit prompt and normal response these two 

with water equal and opposite stimuli. They 

normal patient caloric stimula- found the result the tests carried 
tion applied while the head extend- patients, that the hot 

backward the horizontal canal and cold were 

the vertical plane, there prompt for the horizontal semicircular canal 

stagmus changes from the horizontal stimulation. 

rotatory, presumably from stimulation laws were the basis Bar 
the vertical canals movement accepted explanation the semi- 
endolymph vertical plane. This re- circular canal stimulation the caloric 

action from the vertical canals Hot caloric stimulation the 

the reaction from the horizontal authors did their tests (head 
difficult explain why the vertical degrees backwards would produce the 
semicircular canals not respond maximal cold 
readily caloric stimulation when the caloric test would produce 
stimulus applied with these canals mal stimulus. these authors 
the vertical plane they when the believed that they were using equal and 
stimulus applied with the stimuli degrees above 

canal the vertical plane and the below body 

subsequently changed bring the verti- because they found greater reaction 

cal canals into the vertical plane. The they 

explanation may be, pointed out laws not apply man. 

that the heat conduction conclude that 

fenestration patients the fenestrum was These authors attempted simplify 

made over the horizontal canal and the the alternate hot and cold caloric tests. 

whole labyrinthine reaction caloric convenience they decided 

stimulation was exaggerated, investigate the reactions only one 
ably because heat transmission was fa- canal, the horizontal semicircular canal. 


cilitated the removal the labyrin- They found that fluid con 
thine bone. tact with the ear drum for forty seconds 


g 


the most constant reactions and 
tended overcome slight temperature 
differences which resulted from loss 
heat the apparatus, 

Based upon the experiments Dohl- 
man, they concluded that the amount 
stimulation would 
stimulate only the horizontal canal when 
the head the face-up position and 
the vertical 


above 


the horizontal canal 
plane with its ampulla up. The subject 
was asked fix his gaze point 
the ceiling. They did not record the lat- 
ent time onset nystagmus and they 
concentrated their attention 
end point the nystagmus. They re- 
ported that their experiments the end 
could fairly deter- 
mined ordinary inspection. They did 
not use magnifving glasses any spe- 
cial recording apparatus. 


CONSIDERATIONS 

were not entirely that 
water degrees above body tempera- 
ture equal labyrinthine stimulus 
water degrees below body tem- 
perature. conceivable that the same 
number degrees temperature above 
body temperature might have different 
effect upon the labyrinth than the same 
number degrees below body tempera- 
ture. was, therefore, decided that our 
tests should carried out nearly 
described by 
and Hallpike but that ad- 
dition the position the semicircular 


Cawthorne, 


anal should entirely reversed. That 
the tests would carried out not 
the face-up position done 
them, but also the face-down position. 
would allow compare the re- 
sults the hot stimulation with cold 
timulation the face-up position 
one hand, and the face-down posi- 
the other and, furthermore, the 
esults the hot stimulation 
ace-up position could compared with 
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face-down Similarly, 
stimulation the face-up position could 


the face-down position. 


TERMINOLOGY 

The experiments 
deal with the flow endolymph the 
semicircular canal and with the possible 
stimulating effect this endolymphatic 
upon the end-organ. Stimulation 
flow either 
towards the ampullated end the ca- 
nal and this called ampullo-petal 
flow flow endolymph away from 
the ampullated end the canal and this 
called ampullo-fugal flow. This 
endolymph 


described herein 


Causes a 


brought about rotatory stimulation, 
effected changing the temperature 
the surrounding tissues done the 
caloric tests. order simplify and 
clarify the description the subse- 
quent experiments flow endolymph 


towards the ampulla will referred 
petal flow. flow endolymph 
away from the ampullated end the 
canal will referred fugal flow. 


MATERIAL 

total 101 adults were examined 
(table There were fe- 
males and males. The majority 
these subjects were between and 
vears age, many were student nurses. 
cases, who were free from ear 
were selected from the medi- 
eal and surgical wards. Fifty-five the 
subjects were considered normal 
individuals. The remaining had some 
illness diagnosed follows: tabes dor- 
salis, primary syphilis, chronic sup- 
media, perception 
deafness, 11; mixed perception and 
middle ear deafness, tinnitus, oto- 
sclerosis, four which had had 
fenestration operation; 
drome, three which had one labyr- 


purative otitis 
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drome, dizziness undetermined ori- 
gin, and post-traumatic headache, 

Betore testing each subject careful 
ear, nose and throat examination was 
made with particular attention being 
paid tests nystagmus 
including positional nystagmus. The 
examination was made with the head 
forward degrees, backward de- 
grees, the right lateral position, and 
the left lateral position. The eyes 
were examined when the head was 
moved both quickly into 
these positions and the results noted. 
During the course the tests the sub- 
jects were examined for reactions at- 
tributable stimulation the vertical 
canals bringing the head into the 
erect position. 


Caloric tests were carried out the 
face-up and positions. the 
first instance the subject lay 
stretcher with the back the head rest- 
ing small pillow which tilted the 
head forward that the line, through 
the external auditory meatus and the 
external canthus the eye, was ap- 
proximately the vertical plane (thus 
placing the horizontal canals the ver- 
tical plane). Each ear was stimulated 
with water degrees below 
body temperature) and with water 
degrees above body tempera- 
ture). The water was directed into the 
‘ar canal under vision through aural 
speculum. Sixteen oz. water one 
the above temperatures were prepared 
glass container. From height 
about feet above the head the water 
was allowed flow through feet 
rubber tubing and through nozzle cali- 
brated allow oz. fluid pass 
forty seconds (this nozzle was donated 
one Mr. Cawthorne who also 
gave the diagram stamp for record- 
ing the results). The order injecting 
hot cold solution was purposely va- 
ried from case case were the head 
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positions. About five minutes 
lowed elapse between 
tion. During the testing the majority 
subjects, the eves were directed 
point the ceiling directly overhead, 
effort being made eliminate tixa- 
tion. Bartel’s glasses were used de- 
termine the end point the nystagmus 
cases. The eyes were illuminated 
light hanging from the ceiling feet 
above the subject’s head. Cawthorne, 
Fitzgerald and Hallpike’s diagrammatic 
method recording the reaction times 
was used. The duration the 
mus was recorded the time from the 
onset stimulation until the disappear- 
ance the nystagmus. the expert- 
ments proceeded became obvious that 
some record should made the la- 
tent period the intensity amplitude 
the eye reactions, and the subject’s 
reactions (dizziness). 
simplify the reading the latter two 


subjective 


factors arbitrary set figures was 
adopted dividing the reactions into four 
groups. Group represented very mild 
nystagmus and very mild 
stagmus great intensity and marked 
dizziness with nausea and vomiting. 

the face-down position the subject 
lay prone with the head 
yond the stretcher and the forehead 
resting fixed support. The line 
through the external auditory canal and 
the external canthus the eye was 
vertical plane. The nystagmus was ob- 
inches below the face. The light was 
suspended from the fixed support 
feet below the patient’s head. most 
cases the eyes were directed fixed 
point the mirror. The douching 
the external ear canal was carried out 
the same manner described for the 
face-up position. 

record the eye reactions there 
were never less than two observers and 
many times three four. All four ob- 
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No 
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Case 
Diagnosis 
1 Chr. ethmoiditis 


& sphenoiditis 
Nasal 


isitis rt 
6 I s dorsal 
ibductor 
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8 «Chr. bil. otitis 
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Sex 
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po 
Septal 
dev. rt 
Tonsils 
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Negative 
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15 


N.H 


20 


Measured in Feet 


Tinnitus 


No 


ear 
} wks 
No 


Dizziness 
No 
No 


No 


Spont 
No 


TABLE 


NYSTAGMUS 
Posit 


No 


No 


No 


VERTICAL 
Canal Resp. 


Normal 
to4iC.a 
Norma 
Norma 
Normal 
to 30 


Normal 


Normal 


Normal. 


Normal. 


Caloric Test 
Face Up 


R 
2 
R 1’ 48’ 
HC.L Y 30 
R 50’ 
() ( l’ 35 
R i’ 46° 
44 ( 1’ 30 
R 1’ 30’ 
R 2’ 10 
$4 ( 
R 
R 2’ 30 
2 ) 
R 2 ) 
R 1 50 
$4 ( 
R 15 
” 15 
3 
44 
R 4()'’ 
) 
RY 
44 0 
R 1’ 50 
R 
4C.L 1 30 
I’ 40 
R 2’ 05 
HCL 4 
40” 


R 2’ 4 
14 
44 ( 2’ 10 
R 1 50 


2’ 10 
R 1’ 50 
HC.L 40 
RV 45 


10” 
0C.L 2 40” 


Intensity 


Nyst 


of 


tot 


Degree 
of Latent 
Dizziness Period 


Caloric 
Face D 
L 
R 
HC. L 
R 
30 C.1 
R 
44C.L 
R 
R 
30 C. I 
R 
I 
R 2 
R 2 
I 
HC.) 
I 
| 
I 
1 
I 
HC] 
20 C. 
] 
] 
2 
} 
] 
HC. 
44.0 
30 ¢ 
44 ( 
30 ( 2 
30 C. 


Intensity 


Nyst. 


of 


l 


to bo bo 


Dizziness 


Degree 
of Latent 


Period REMARK - 


0 
0 
0 


dizzy attacks were reproduced 
1 by the test 


the left ear the fistula test was 
neg. Sixteen oz. ice water for 
did not produce 


0 Patient wears a hearing aid. Face- 
and face-down tests were 
0 done on separate days. 


0 Bartel’s glasses were used. 


0 Twenty minutes elapsed between 
face-up and face-down tests. 


Twenty minutes elapsed between 
face-up and face-down tests. 
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| W. V. 
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57 | B 15 |__| Normal 4 
2 Chr. sinusitis rt | N N 15 15 
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thmoids | | to 20 ¢ 1/2 0 a 1/9 0 
1/4 0 0 
3 Bil. ehr. may } 20 | N N ( | 
) No No No 1/2 0 1/9 
| 1/2 0 
2 0 15 | 
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Case 
No. 


No dise ase 


No disease 


disease 


No disease 


No disease 


No disease. 


disease. 


No disease 


No disease. 


No disease. 


No disease. 


No disease. 


No ase 


disease. 


No disease. 


No disease. 


Diagnesis 


20 


19 
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18 


18 
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EAR DRUMS 


tet.; 


scarred. 


Nose and 
Throat 


Tonsils 
removed. 


Tonsils 
removed, 


Tonsils 


removed. 


Tonsils 
small. 


Tonsils 
small. 


| Tonsils 
small. 


Tonsils 
small. 


Hyp. 
and 


Tonsils 
removed. 


Tonsils 
removed. 


Tonsils 


| removed. 


Tonsils 


removed. 


| 


Tonsils 
removed. 


| 


Normal 


Dev. 
| septum. 


Normal. 


Slight 


R 


20 


20 


Ww. V. 
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Measured in Feet 


20 


20 


20 


20 


20 


30 


20 


Tinnitus 


No 


Dizziness 


No 


No 


TABLE 


NYSTAGMUS 


Spont. Posit. 
No No 
‘No No 
No No 
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VERTICAL 
Canal Resp. 


Normal 


Normal 
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Caloric Test 


Face Up 
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Intensity 
of 
Nyst 


2 
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3 
3 
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town w 


Degree 
of Latent 


Dizziness Period 


Caloric Test 
Face Down 
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» ’ 
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1° 
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Intensity 
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| é 
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| as 0 R 0 
| | 
|_| F N N 20 No No | No No 2 30C 1 3 Similar reactior wr 5] 
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Diagnosis Sex 


M 


M 
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18 
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26 
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| N N 

} Dull D 

N N 

| 
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Nose and 
Throat 


Normal 


Negativ 
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Normal 
Dev 
septum 


Chr. tonsillitis 


| Infeeted 
} tonsils 


HEARING 
Measured Feet NYSTAGMUS 
R L R 4 Tinnitus | Dizziness Spont. Posit 
20 20 No No No N 
20 20 No No No 
20 2 No No N \ 
20 20 No No No 
) 15 No No No 
5 15 No No No N 
No No No No 
10 10 No No No No 
() 20 No No No No 
1) No No No N 
») 1) No No No No 
20 20 No No No No 
20 20 No No No No 
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VERTICAL 
Canal Resp. 


Normal 
face up 
B's glasses 


Normal 
B's glasses. 
Normal. 


Normal 


| Norm il 


Normal 


| Normal 


Normal 


| Normal. 


Normal to 


Normal to 
Hc 
Normal 


Normal 


Normal 


Intensity Degree 
Caloric Test Latent Caloric Test 
Face Nyst Face Down 
30C.L 1’ 45” 2 0 
2 0 
3 2 40’ 
RV 45 2 l R 1’ 25 
L 05 3 2 i 50 
R V 50 3 3 } 
30C¢.L 2 30° 3 2 
L 2’ 10 2 1/2 “HC.L I’ 30 
R 1’ 45” 2 R 2’ 
2’ 05 2 0 
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I 0 ch. ) 
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Dizziness 


Intensity 
of 
Nyst. 


> = » 


EAR DRUMS 
52 Chr. tonsillitis M | 29 Sl Sl. Large 
ret ret. tonsils. 
| tomy one week. | | | 
Tonsils small. 
submerged. 
56 | Otosclerosis. is | N N Tonsils 
| removed. 
sinusitis rt. tags each 
fossa. Small 
vocal nodule. 
removed. 
small. 
Middle ear and 
nerve deafness. 
deafness. pharyngitis. 
Polypi both 
middle meati. 
deafness. 
N.Y.D. turb. Tonsils 
N.Y.D. 
synd. pharyngitis. 
full and 
pale—suggests 
_allergy. 
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TABLE Continued 
HEARING 
w.v. Cc. V. 
Measured Feet NYSTAGMUS 
VERTICAL 
15 15 No Yes 
1) 20 No No No No 
Audiogram shows 40-50 db. loss Yes Yes No No 
for all tones. Bil. Air conduction. 
0 db. loss in each ear Yes No No No Normal 
It. ear 
10 10 Occas Yes No No 
2 yr. 
Audiogram shows 50-60 db. loss Yes No No No | 
each ear. Air conduction. Bil. | 
12 Bil. for | No No No 
| 4-5 mo. 
50) 40) 2 No | No No No 
a db. | | 
loss | | 
} Bil. | No No No 
recent 
l at ear Yes No | No No j 
| 
= | — 
l 1 Yes No No No 
Lt. ear. Yes 


Caloric Test 


Face Up 
@C.L I’ 
R 2’ 
30C.L 2’ 
“4C.L I’ 
30C.L 2 
R 2’ 
R 2’ 
I’ 
30C.L V 
44C.L 
4C.L I’ 
RV 
Sc: i. ¥ 
R 2’ 
30C.L V 
4C.L 1’ 
4C.L 2’ 
30C. 
al’ 
30C. L 2’ 
R 2’ 
“aC.L i’ 
By 
30C.L 
R 2 
44C.L 2 
R 
44C.L 1’ 
30C.L 
44C.L 3’ 
4C.L I 
R VI’ 
30C.L I’ 
I’ 


Degree 


of 


Nyst. 


Dizziness 


of 


| 
| 


Latent 
Period 


Caloric Test 
Face Down 


30C 


1’ 40 
1’ 20 
20 
1’ 20 
1’ 50 
1’ 20 
1’ 50 
1’ 40 
40 
1’ 


Intensity 


Nyst. 


of 


toto wes 


Degree 
of 
Dizziness 


Latent 
Period 


REMARKS 


TRANS 
ACAD. OF i948 
| 
1 R 30” 0 | 
| = 
30° 2 l R 1’ 20” 1/4 0 
O5”’ R 2? oO | 
30” 
05” 30” 
| | | 
30/" 1 0 R 0 | 
- 
20°’ 2 2 R i’ 45” 
20°’ 1/2 1/2 | R i’ 46” 1/2 l 
2 2 1’ 30° 1/2 | 
2 2 | R 1’ 30” 1/2 
} 
i | 73 
R 2 10” | 
1o”’ 3 0 R 2’ 05” 1 
0 R 45” | 0 
0” | 2 | 2 R 1’ 50° 1/2 0 | 
| 0 20C.L 1° 38° 1/2 | 0 | 81 
1/2 1/2 | R | 0 


Diagnosis 
r. progr \ 
afness 
Menier nd 
p i 
ve deafness 


progre ve 


leafnes 


Sex 


M 


M 


M 


M 


M 


M 


M 


M 


EAR DRUMS 
Age 
Years R L 


22 N N 
l NX 
is N Cal 
m 
Drum In 
dull 
5S Thick 
N 
N 
) N N 
3] Sear Ret 
ret 
fil N N 
42 N N 
60 N N 
56 | N N 
29 N N 


Nose and 


Throat 
Negativ 
Nega 
Enlarged 
adenoid 
P.N 
Norma 
Nega 
Negativ 
Negat 
Negativ 
Negativ 
Norma 


Tonsi!s 
small 
Tonsils 
small 


Mouth dry 


Pus in 
rt. middle 
meatus 


Normal 


HEARING 
W. V. C. Vv. 
Measured in Feet 


R R i. Tinnitus 


TABLE Cont 


NYSTAGMUS 
VERTICAL ( T 
Canal Resp 


Dizziness Spont Posit 


() 4 No Re 


t very r 
i iu- 
11/2 11/2 Occa 
2 15 R ar Yes \ Rp 
ring g 
No No N No 
5 ) Yes \ 
No Ye No 
14 
No Yes \ Head Rea to 
ert wi and 40 ¢ 
looking 
rt 1 
N.H N.H it at Yes No very A No React 
ear ear slight norma 
Audiogram 50-70 db. loss to 1024 
les: 70-90 to 8192 cycles 
10 12 No On 3 N No React t ) 
occas 2 
6 12 No Slight N No React 
4 S No Yes—once No No Norma 
3 yr. ago 
30 sees 
duration 
20 20 | Bil. low Occas N No Norma 
| pitched, 
constant 


70 I 10 N.H Yes No \ No 
74 
rogressive 
buried 
Bi | 
. | 
1 


“ 


No 


erect when 
looking 


No 


No 


No 


rt. and It 


Continued 


VERTICAL 
Canal Resp. 


React 


Lt. resp. 
cold 
Rt. to hot 


teact. to 
warm (44.C 


feact. to 


30 C. and 40 C 


React 


1 
normally 


React to 30. C 


React 


| Normal 


Normal. 


Caloric Test 
Face Up 


VY 4 
4 
R WV 40 
aa 
R 


R 0 
VC.L 
R 2’ 2 
Ls 
R 3’ 05 
HC. L 2 40° 
R 2’ WwW’ 
R 1 
44C.L 2’ 30 
R i’ 45 
| 
Hed 
R 35’ 
we. 
R 5 
4C.L 1’ @ 
R 30 
L 30 
R 1’ 40 
10” 
30C.L 35 
R 1’ 40’ 
HCL 1’ 
15’ 
R 2’ 20° 


wc. I 
R 50” 
1 50 
R 1’ 
? 2” 
R 1’ $0” 
“HCL 4?” 
R 1’ 50° 
10’ 
1” 
06” 
30C.L 2’ 10” 
1 
30C.L 2’ 20” 
“41C.L 2 20” 


Intensity 
of 
Nyst 


1/2 

1/9 


Degree 
of 
Dizziness 


0 


Latent 
Period 


Caloric Test 
Face Down 


| 15’ 
R 1’ 40’ 
16 
R 40’ 
| l 
R 1’ 30 
R 1’ 25’ 
CL 2 
R 2 
2 05 
RK 50 
5 
20 
| »’ ) 
R 2 
HC.L 48 
R 2 0 
55 
I 15 
44 2 
R 2 O 
ic. 20 
25 
( l 
t 5 
| 0 
} 
0 
2 10 
R 2’ 15 
5 
k 2’ 05 
R 1’ 40 
RV 40 


1’ 45” 
R VV 30 
30 
¥ 
R 1’ 30’ 
HC... 30’ 
R 1’ 20” 
oc. ] 
R 1 
0 
RV 10° 
YY 
R i’ 48 
“uC.LY 
R 1’ 48° 
HCL YY 
HC.L 48’ 


40° 


l 0 
' 
No 
2 
1/2 0 
l 0 
No 
| 3 
a 3 3 


Degree 
aloric Test of of Latent 
Down Nyst Dizzines Period REMARKS 


= —— — 
HEARING 
EAR DRUMS Measured Feet Intensity Degree Intensity Degree 
Age Nose and VERTICAL Caloric Test Latent Caloric Test Latent 
- - —| - - | | 
86 | Dizziness F 69 } N N | Tonsils 15 15 No | Oceas. | No No Active | 30C.L 1’ 85” 2 l 0C.L I’ 30 1 1/2 
N.Y.D | submerged. | Norm. to R 2’ 10’ 2 2 BR i 10" l 1/2 
87 Meniere's synd. | F 43 N N Negative. 12-15 12-15 No | Yes—once No No Norm. to 30C.L 2 oO” 1 0 OC. L V 30’ 1/2 0 } 
| | ago RY 3” 2 2 R 1 15 l 1 | 
| | | 
88 Chr. tonsillitis F 18 N N Tonsils 15 15 No | Oceas No No Normal 0 | 15 0 
| | 
89 Vertigo —N.Y.D F $2 N N | Negative. 15 15 No | Yes No Yes head | 2 l oc. L 2 10 | | 
| back verti- HC 1 06" 2 2 “aCcC.L 2 
. small. | R 2 25’ 3 | 3 R 2 0 2 3 
92 synd. M 35 N N Normal. 20 N.H. No Yes | No No | 0@C.L 10 2 {| 30C.L 55 1/2 0 29 
| 4C.L 2 08” 2 2 2 18” 2 0 30) 
| | R 1’ 40° 1/2-11/2 1/2-2 20 cs OC 2 | 1 1 10 25 | 
94 Otosclerosis F 32 N P.-Op. | Normal. 20 \Yes before | No | No No React. wC.L I 30 l | l ) 0CcC.L I’ 20 1 | 
96 Meniere's synd. M | 55 N N | Negative N N.H N.H. |Yes before, No No No | React 30 C.1 0 | CLL 0 | 
(labyrinthine ab- |} none since | | normal R i 45 1 1/2 0 10 R i’ 4 1 0 x | 
97 Otosclerosis M 40 P.-Op. N Turb. inf. No No No No Normal | 30C.L 2 15” 1 1 50 C.L I 55 2 0 40 
post-fenestration | large; sept. | | R i’ 56” | 2 2 25 R 1’ 20’ ; 5 | 
98 Meniere's syd. | F | 33 N N Negative. Yes sl. It returned] No No 30 C. 1 0 CT 0 
ablation | | operative. | Hc. L 0 0 | 
Hysteria. | | | R 1’ 25” 1 1 R 1’ 10 j 
} tone loss. | 4Cc.L 1/2 0 60 40 1/2 0 40 
100 | Post-poliomyelitis F 35 N N Negative. Audiogram normal. Possible in |Yes—be- Yes, whea | Yes 2 10 wc. L 1/2 | 1/4 50 

mo. ago. over end of 44C.L 2’ 20° 3 4C.L V 35” 1/4 0 50 

Occurs table R 1’ 38” 3/4 0 10 RY ww’ 1/2 0 50 

following supine. 

| | | head. | left. } } 

re = 


va 
| 


servers impressed with the diffi 
accurately estimating the end 
point nystagmus with unaided vision. 
many the cases there was leeway 
much thirty seconds. 

The thermometer used measure the 
checked periodically against two other 
thermometers. The variance the three 
thermometers was less than degree 
centigrade, 

rough estimate was made the 
temperature the irrigating 
the This was done inserting 
speculum into closed fist, along 
with thermometer and allowing oz. 
fluid forty seconds pass through 
the speculum and over the thermometer 
bulb. The loss temperature 
cold solution was negligible. the case 
the hot solution the loss was some- 
times about, but never more than, 
degrees. 

Since our experiments were complet 

ed, paper Glorig and has 
come our attention. These authors 
have improved the technic Caw- 
thorne, Fitzgerald and Hallpike. They 
have substituted large thermos jugs 
containers for the hot and cold solutions. 
advocated the connecting 
tubing between the container and the ear 
should short possible order 
the heat loss. They also in- 
serted thermometer the circuit 
lose possible the outflow, that 
addition recording the temperature 
the containers, the temperature could 
read the outflow. These would 
ippear valuable contributions. 


RESULTS 
When considering the results shown 
vhen the test carried out the face- 
position cold more effective stim- 
for the horizontal canal than hot 
approximately per cent our se- 
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TABLE 
SUMMARY III 


Face down 
65% 
21% 19% 


Contradicts Ewald’s 
Law. Law 


Table includes the results for both ears 
when the effects cold and hot stimulation 
are compared both the face-up 
down positions. Petal flow occurs the face- 
position with hot stimulus and 
position with cold stimulus 
than; less than; petal flow; 
The percentages are approxi- 
mate 

semicircular canal elicits greater re- 
action than does petal flow. This con- 
trary law which states that 
petal more effective stimulus 
for horizontal canal 1). 


FACE DOWN 


CONTRADICTS CONFIRMS 
EWALDS LAW EWALODS 


FIG. 1—Face up and face down indicate ¢ posi 
tion in which the test was carried out TI orms 
indicate the positions of the horizontal canal. The 


arrow indicates the direction endolymphatic flow. 


Fugal and petal indicate the directions the more 
effective stimuli. The percentages are approximate. 

the face-down position our results 
show that cold still the more effective 
stimulus, but, now, elicits petal 
which more effective stimulus than 
fugal flow approximately per 
cent the series. This contirma- 
tion Ewald’s law. 

The picture becomes still more com- 
plicated when compare the results 


Q A hed A | 
FUGAL 
PETAL 
65% 
je 
LAW 


ACAD. OF O. & O. 
TABLE 
HOT SUMMARY 
LEFT RIGHT LEFT Left Right Left Right 
No.| Petal Fugal Petal Fugal Petal Fugal Petal Fugal 44C 
2’ 30” iste P<F P<F | P>F | P>I 
rit eit? 1’ 30” 1’ 38” 1’ 50” 1’ 30” 1’ 40” 1’ 40” P<F P<F P>F P =F 
1’ 35” | 2’ 05” roe 1’ 58” 1’ 30” 1’ 15” 45” 1’ 20” r<F P<F P>F | 
26 rn ite 1° 30” | 2? O 2 0 | 2’ O 1’ 30 I >] 
28 1’ 50” | 2’ 10 | 1’ 50° 1’ 40 x = | 1’ 35 | 1’ 30” | 1’ 40 P<I P>I P>F | P<! 
with face down. Done twice one week apart 


1948 
30C 

LEFT 
40 40 
4 
1° 40 
46 1° 35 
56 5 
2 

59 at 
60 5 
61 5 
62 
64 | 5 
65 05 
66 

67 2 

3 15 


30C. 

| RIGHT | 

Petal 
2’? 0” 
2’ 30’ 
2’ 05’ 1’ 50” 
1’ 30’ 1’ 40’ 
2° 20 2’ 10” 
40” 
1’ 45” 1’ 45 
55” 40 
2 40 1’ 50 
15 2; 0 
1’ $5” 1’ 30° 
5O 1’ 40 
1’ 
55 
1’ 5O 
2’ 05” 2’ 
45 15 
35 1’ 25 
1° 45 
10 l 
2 0 1 30 
2 0 2° 10 
2’ 05 
2’ 50 1’ 55 
1’ 40 
0 2 0 
2 10 1’ 20 
2° 15 1’ 50 
0) 1 10 
15 40 
1’ 30 
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TABLE 


LEFT 
Fugal Petal 
2’ 30” 2’ oO 
1’ 55’ 
50” 
2’ 05 
30’ 1’ 40” 
1’ 50 1’ 45 
1’ 30 2’ 20’ 
2° 0 1’ 55 
1’ 1’ 25 
2’ 05 1’ 55 
2° 10 1’ 55 
2’ 05 1’ 50 
1’ 55 
1’ 40’ 1’ 45 
2’ 20 1’ 25 
1’ 30’ 1’ 30 
1’ 55 2° 0 
1’ 50 1’ 45 
2° 10 1’ §0’ 
2 0 2° 30 
1’ 45 1’ 40 
2° 20 1’ 50 
1’ 50 2° 05 
1’ 50 1’ 40 
1’ 15 1’ 30 
@ 2’ 10 


HOT 
RIGHT 
Fugal Petal 
55” 
1’ 30” 1’ 58’ 
1’ 50” 
05’ 
1’ 30” 1’ 10” 
1’ 45 2’ 0’ 
2’ 05 
1’ 30” 1’ 30’ 
18” 50 
5O 2° 0” 
1’ 40" 1’ 30’ 
30” 2’ 05 
No reac 1’ 30 
1’ 45” 
1’ 35’ 1’ 20 
1° 30” 1’ 45 
1’ 45 1’ 50’ 
1’ 45 
1’ 50’ 1’ 40 
2’ 50’ 1’ 50’ 
20’ 
1’ 40 1’ 55’ 
1’ 25’ 1’ 50 


Continued 


Fugal 
20’ 
1’ 50° 
1 30° 
1’ 30 
1’ 46 
0 
1’ 50 
1’ 45 
1’ 30 
1’ 55 
1’ 45 
1’ 50 
1’ 50 
1’ 35 
1’ 30 
1° 40 


Left 
P<F 
P<F 
P<F 
P<F 
P<F 
P<F 
P<F 
P<F 
P>F 
P=F 


SUMMARY 
Right Left 
44C. 
P>F 
P<F 
P=F P>F 
P>F 
P>F 
P<F P>F 
P<F 
P>F 
P<F 
P>F P>F 
P>F 
P>F 
P>F 
P>F 
P<F 
P>F 
P>F 
P>F 


Right 
44C 
P>F 
P<F 
P>F 
P<F 


531 
| com 
} | 
| 
| 
| | | 
| 
| 
} 
| 
| 
| 
| 
on 
) 
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Case LEFT RIGHT 
Fugal Petal Fugal 
78 1° 50 1’ 35 1’ 40 1° 40 
78; 2’ O 2’ 15 50 2’ 2 
81 1’ 1’ 5O 1’ 30 50 
82 1’ 50 2 10 Vo 45 2 0 
83 1’ 50 2’ 10 2" 18 2’ 
842 2 20 
85 1° 50 2’ 2’ 2’ 40 
87 | 1’ 30 2’ 1’ 55 2’ 10 
96 Lt. ab 1’ 45 1’ 45” 
97 | 1’ 55” 2’ 15” 1’ 20 1’ 5B” 
Left 
P>F 
P=F 


McNALLY 


TABLE 


Continued 


HOT 

44C. 
LEFT RIGHT 
Petal Fugal Petal Fugal 
2 0 2° 0 2’ 90 2 
2’ 30 45 2 20 
2’ 30 2” 13" 1’ 45 2 
1’ 20 30 35 
1’ 20 0 30 

2 0 1’ 45’ 2° 10 2 
40 1’ 40 40 
2’ 10 1’ 50 2 5 2 
1’ 50 1’ 50 1 30 
45 0 50 | 
2° 10 40 2° 05 l 
1’ 55 1’ 45 2 0 l 
2° 2 40 2" l 
50 2° 0 1 40 l 
45 1’ 45 1’ 50 1 
1’ 40 1’ 50 1’ 55 l 
1’ 55 1 50 2’ 25 2 
2° 15 1’ 20 2’ 20 1 
2° 10 1’ 40° 

2° 05 2’ 15 1 40 2 
1’ 10 1° 40’ 

2° 0 1’ 50 1’ 35’ 1 
Ablated 1’ 50” 1 
Ablated 2 1 
2 1’ 40” | 2’ 10 1 
2’ 20 1’ 35 1’ 35 1 

TOTAL 
30 C. Right 44 C. Left 
P>F 73 
74 13 
P=F 11 P =I 


TR 
SUMMARY 
Left Right Left 
P< i P<! P 

P=F P=! 


Right 


AMER. 
Right 
44C 
P >t! 
P >t 
P >t 


4 
4 
4 
4 
4 
=] 
Fy 
q 
7 
“4 
4 
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cold stimulation the face-up position 
with cold stimulation the face-down 
position, hot stimulation these op- 
posite positions (tables 


TABLE 
SUMMARY 
Right 
Contradicts Law 
Left Right 
Confirms Law 
The results are tabulated for each ear when 
cold stimulation the face-up position cor 
ired with cold the tace-down, and when 
stimulation the face-up position 


hot in the face 
less than; 


red witl position 


reater than; petal 


flow. When using cold stimulus 

position. The percentages are approximate 


FUGAL 


73% 
CONTRADICTS CONFIRMS 
EWALOS LAw EWALOS LAW 


Its. 2—Cold indicates a mpartson of cold with 
face-up and lown position and hot 


positions. Tl irrows indicate the direction 
ndolymphatic flow rl orms indicate the posi 
the horizontal cana Fugal and petal indi 
} lirections of t etive stimuli. The 
ntages are approximat 


the face-up position cold stimula- 
causes fugal tlow and this 
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more effective stimulus than petal tlow 
elicited cold stimulation the face- 
down position approximately per 
cent the series. This contrary 
law (fig. 2). 

the other hand, when hot stimu- 
lus used the face-down position 
causing fugal tlow less effective 
stimulus approximately per cent 
the cases than hot the face-up 
sition causing petal This con 
law. 

other words would seem that 
comparison hot and cold stimulation 


law the tests are done the 


law upheld the results 
hot caloric stimulation are compared 
ternately the face-up and face-down 
positions and the law the 
cold 


compared the face-up and 


caloric stimulation are 


results 
positions. This that 
the hot and cold stimuli used are equal 
and, furthermore, that the horizontal 
canal reacts readily the tace-down 
position does the face-up posi- 
tion. The hot stimulation some cases 
degrees above 


body temperature instead degrees 


only 


intended, due loss heat the 
apparatus. 

Cawthorne, Fitzgerald and Hallpike 
reported that per cent their 
cases, fugal tlow was more effective 
zontal semicircular canals face- 
position. 

concluded from his clinical ex- 
labyrinth (fugal elicits more deti- 
nite results than does hot stimulation. 

Mowrer’s experiments suggested that 


the pigeon petal fugal 
stimuli for the 


circular canals. 


COLD HOT 
J 
4 ° 
PETAL 
| | 


534 


(table shows that the least effec- 
tive stimulus the 
(petal flow-hot) elicits greater reac- 
tion approximately per cent the 


cases, even allowing for possible 
degrees loss heat from imperfections 
the apparatus, than does the more ef- 
face-down posi- 
(See fig. 


fective stimulus the 
tion (petal flow-cold 


FUGAL 
807. 
’ THE HORIZONTAL CANAL {S MORE 
RESPONSIVE IN FACE-UP POSITION 
3—A indicates comparison the less effec- 


tive stimulus the face-up position with the more 
stimulus the face-down position. 
dicates comparison the more effective stimulus 
the face-up position with the less effective stimulus 
the position. The forms indicate the 
positions the horizontal canal. The arrows indi- 
cate the direction the endolymphatic flow. Fugal 
and petal indicate the directions the more effec- 
tive stimuli. The percentages are approximate. 


effective 


face-down 


The more effective stimulus the 

face-up position (fugal flow-cold) 

much greater stimulus approximately 
per cent the cases than the less 
effective stimulus the face-down po- 


sition (fugal flow-hot). 
TABLE VII 
SUMMARY TABLE 
Petal flow face (hot) compared with 
petal flow face down (cold). 
Left Right 
Face Face down 56% 55% 
Face Face down 21% 21% 
Face Face down 23% 24% 
‘ 
Fugal flow face (cold) compared with 
fugal flow face down (hot). 


McNALLY 


| AL \\S. AMER 
\ F ¢ &0 
Left Rigl t 
/ 

Face Face down 80% 

Face Face down 13% 12% 
This table comparison the less effec- 


tive stimulus the face-up position with the 


more effective stimulus the face-down posi- 


tion. There also comparison the more 
effective stimulus the face-up position with 
the less effective stimulus the face-down 


sition. ite 


The percentages are 


greater than; 


HORIZONTAL SEMICIRCULAR CANAL 
RESPONSE IS AFFECTED BY CHANGI 

POSITION 
results listed tables and 


show that the duration the 
the face-up position both 
cold and hot stimulation 
zontal semicircular canal 
the face-down position. 

has already been pointed out 
Thornval, Juan and Lorente 
that their animal experiments 
their results varied with the position 
the animal’s head space. 

have reviewed our 
critically effort explain why the 
reactions the face-up 
greater than the face-down position. 
was not due habituation stim 
ulation because the order which the 
tests were carried out was 
some the 
done first the face-down position and 
others first the 
order determine whether eye fixa 
tion had anything with this dit 
position, Bartel’s used 
throughout all examina 
tion cases. 


following 
the 
greater than 


hori 


are 


changed. cases tests 


face- 


were 
the 
The use the glasse 
eliminates eve fixation. all 
the reactions during face-up 


glasses 


stages 


were greater. 
Our apparatus, even 
for the possibility degrees loss 
the hot caloric stimulation, 
ready been pointed out that the hot ca! 


stimulus positio 


has 


face-up 


oric 
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only degrees above body 
temperature) was effective 
stimulus per cent the cases 
than was the cold stimulus 
the face-down (The cold stim 
ulus was probably least degrees 
more below body temperature.) 
have satistactory explanation 
fer for horizontal 
stimulation the face-up 
ments carried out the frog’s 
The used had been 
upon the individual 
inthine receptors. One experiment 
scribed which with only one 
posterior vertical canal remaining intact 
was subjected rotation about verti 
axis both the prone supine 
that the posterior vertical semicircular 
tation about horizontal axts its own 
plane but sensitive that even 
axis the head level, the prone 
supine each case whether 
the animal was prone supine reac 
tion occurred which was typical pos 
terior vertical canal stimulation. 
must noted that was not the 
that experiment measure 
difference degree reaction 
but the experiment did show 
pattern the response was the 
ame from stimulation single pos- 
terior vertical canal whether the ani- 
head was prone supine. oth- 

words, the protective compensa- 
reactions from that canal were the 
ime irrespective what position the 
anal was the time stimulation. 


NDICATION THE EXTENT AMOUNT 
LABYRINTHINE REACTION 

considering the results our ex- 

eriments with the caloric tests, must 


also kept mind that one judging 
slight differences duration the 
nystagmus. The duration does not tell 
the whole story labyrinthine reaction. 
This fact was strikingly illustrated 
the postfenestration cases which 
did the tests. (See Cases No. 93, 94, 95, 
were impressed the fact 
that the reaction these pa- 
tients did not last long some 
the other patients but the amplitude 
intensity the reactions and the sub- 
jective sensations the patients were 
cases than those which there was 
such direct path for heat transmis- 
sion and from the endolymph. 

When comparing the results cold 
and hot stimulation the face-up and 
that all reactions the face-up position 
are greater than the face-down posi- 
tion. This tinding becomes more striking 
when compare the results identi- 
cal stimuli the face-up and face-down 
positions. 

When cold stimulation compared 
with cold the greater reaction occurs 
the face-up position. When hot stimula- 
tion compared with hot the greater 
reaction the face-up position, 
but one set tests shows that fugal 
flow the more effective stimulus and 
the second set shows that petal flow 
the more effective stimulus for 
zontal semicircular canal the face-up 
Since this cannot true one 
must conclude that the horizontal semi- 
circular canal more responsive cal- 
stimulation the face-up position 
than the face-down position. 


COLD STIMULATION GREATER THAN HOT 

would seem from our results that 
cold more effective stimulus than 
hot both the face-up and face-down 


positions, vet the reaction hot caloric 
stimulation the face-up position was 
greater than the reaction cold stimu- 


4 


lation the face-down position (table 
This may only mean that the 
semicircular canal reactivity the face- 
down position was great lower 
the effect the relatively more effec- 
tive stimulus (cold) point where 
elicited less reaction than did the less 
effective stimulus (hot) the optimum 
position. 

might concluded from our re- 
sults that cold more effective stim- 
ulus for the 
canal than hot, both the face-up 
and face-down positions. This assum- 
ing, did Cawthorne, Fitzgerald and 
Hallpike, that the cold and water 
stimuli used are equal 
(water degrees below and above 
body temperature). has already been 
pointed out that the experimental meth- 
used Fitzgerald, Cawthorne and 
Hallpike and has defects the 
technic. Average room temperature 
such that the hot solution, which orig- 
inally degrees above body tempera- 
ture, C., tends cooled (we 
the other hand, the case the cold 
solutions degrees below body tempera- 
more room temperature, that the 
interval degrees below body tem- 
analyze our results find that when- 
ever cold and hot stimuli are compared 
the same head position the cold al- 
ways elicits the greater reaction. Fur- 
thermore, when analyze the reactions 
greater reaction and causes fugal flow 
the horizontal semicircular canal and 
the face-down position again elicits 
the greater reaction but now causes 
petal the horizontal semicircular 
canal. 

hardly likely that the effective di- 
rection endolymphatic flow stim- 


ulus for the horizontal canal changes 
with the position the canal. The con 
trol test which thought would clear 
cold stimulation with cold the face 
similar comparison with hot 

has not worked out because the tind 
ing that the sensitivity the horizontal 
canal caloric stimulation varies with 
its position space. The more probable 
conclusion that the cold stimulus, 
degrees below body temperature 
the method used Cawthorne, Fitz 
gerald and Hallpike, and used us, 
actually stronger labyrinthine stim 
(7 degrees or less above body 
ture). Water these two 
may not equal and opposit 


peratures 
labyr 
inthine 

possible explanation why the cold 
caloric stimulus more effective than 
the hot the 


caloric stimulus, 


pointed out that both 
downward pull gravity the cupula 
} 


The result that fugal endo 


the more effective stimulus 
the face-up position, and petal 
endolymph the more stim 
ulus the face-down position (tig. 1). 
Another observation along the same line 
loway. pointed out that not only 


eter Kel 


cupula favor the cold stimulus be- 
ing more effective, but the upward re- 
coil the cupula after has been 
downwards opposed grav- 
ity, and this tends prolong the 
sponse the canal stimulated. the 
other hand, during the hot caloric stim 
ulation, opposes the upward 
movement the cupula 
actual hot stimulation, tends 
hasten the recoil the cupula 


4 


shorten- 
ing the canal response. Both these ob- 
servations may the explanation 
the conditions portrayed 
They not, however, explain the 
sults shown because this 
last case, the effect cold stimulation 
the face-up position compared 
cold stimulation the face-down posi 
tion, and gravity acting the same 
way each case, that this would not 
same objection when com 
paring the hot stimulation the 
position with the hot stimulation 
the position 

When one considers the results shown 
figure the above suggestions not 
only not but they are contra 


these the hot 
stimulus the face-up position, 
and opposed gravity, more ettec 
ive stimulus than the cold caloric stim 
ulus the face-down position, support 
gravity. 

vet have completely satis 
factory explanation for the results 


SUMMARY RESULTS 
Since our results show that the 
ntal semicircular canal 
ponsive caloric stimulation 


own that cold, the method used, 
greater stimulus than heat, 
are not drawing conclu- 
ons about the relative etfectiveness 
semicircular canal stimulus. Until 
ore known about the head 
sition reactions and 
effect different degrees caloric 
conclusions 


echanism 
the ampullary mechanism. 
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cold water degrees below the 
temperature and hot water 
degrees above body temperature are not 
equal and opposite for the labyr- 
inth, Cawthorne, Fitzgerald 
pike are not concluding that 
laws not apply the human 

When comparing results from 
ments using different stimuli all the es- 
sential differences must 
experimented with pig- 
eons and used mechanical pressure 
stimulate semicircular canal. the 
experiments Cawthorne, Fitzgerald 
and Hallpike, and our experiments, 
the subject man, and the lab- 
experiments suggest that the 
calorie used Cawthorne, Fitz 
gerald and Hallpike and ourselves are 
not equal These caloric 
not 


mechanical 


comparable with 
laws would repeat his ex- 


surer check 
periments the pigeon with nearly 
tend the experiments the point re- 
peating each phase both the head- 


prone 
must 
mechanical pressure and caloric stimuli 
are not truly phy for the 
inth. The semicircular canals 
marily designed respond angular 
acceleration both positive and negative. 

the human labyrinth angular ac- 
celeration the normal 
cause the fact that both are 
experiments would 


simultaneously 
such 


seem patient whom one labyr- 


subject for 


tests immediately after the labyrinth 
because the patient too 
the labyrinth has been destroyed 
for some time the process referred 
central accommodation sets in. our 
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series cases did rotation tests 
only patient which the labyrinth had 
been one side one year 
previously (Case No. 98). pa- 
tient the reactions turning about 
vertical axis either direction, right 
left, were symmetrical. According 
the accepted explanation Barany this 
would mean that central accommoda- 
tion had taken place, but Cawthorne, 
Fitzgerald and Hallpike not accept 
the conventional explanation Barany. 
equal sensitivity the horizontal canal 
normal and that the unidirectional 
sensitivity which obvious the re- 
maining labvrinth after the 
other has been destroyed abnormal 
and the result changes the cen- 
tral nervous mechanism. 


CONCLUSIONS 


The horizontal semicircular canal 
man was found more re- 
sponsive caloric stimulation 
face-up position than the face- 
tory explanation for this finding. 

Cold 
body temperature probably greater 
labyrinthine stimulus than hot water 
degrees above body temperature. 


water degrees below 


When using the alternate hot and 
cold method labyrinthine stimulation 
outlined Cawthorne, Fitzgerald and 
Hallpike, Ewald’s law governing the 
mechanism horizontal semicircular 
canal stimulation disproved the 
tests are carried out the face-up po- 
sition. the other hand, the tests 
are carried out the face-down posi- 
tion law confirmed. 

Since have shown that the 
and hot stimuli used are probably not 
equal and comparable, the 
based upon these tests are not well 
enough founded serve retuta- 
tion Ewald’s laws. 
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Ewald’s experiments 
should faithfully repeated and ex- 
tended before his laws are abandoned 
the basis for interpretation the 
clinical labyrinthine tests. 

The vertical semicircular canals 
man stimulation 
when they are the plane 
(head erect 


react 
head but 
elicit the reaction than does for the 
horizontal canals. 
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DISCUSSION 

always pleasure listen observations 
experiments the labyrinth they are pre- 
sented the group headed Dr. 
They have the happy faculty being able 
make extremely complicated subject appear 
relatively simple. 

afraid that not have any pertinent 
comments make significance these ob- 
servations. They do, however, represent 
perfectly planned and thoroughly carried out 
attempt get factual information. Vari- 
ation the caloric responses, depending upon 
which end the horizontal canal uppermost, 
which they have demonstrated, does not seem 
adequately explained. They have 
demonstrated, however, that the statement that 
Ewald’s law not valid for humans 
therefore does not adequately represent the 
facts. The situation more complicated. 

The authors their paper, which read, 
also touched upon another phase the work 
Hallpike and his group, namely, the direc- 
tional preponderance the nystagmus and its 
interpretation. The theory which Hallpike and 
his group advanced was that this directional 
preponderance might explained the im- 
pulses from the The weight ex- 
perimental evidence, however, far available, 
has failed show that the utricle capable 
producing nystagmus. Also experiments 
carried out Dr. McNally formerly have 
indicated that the utricle does not furnish 
tonic impulses when the head rest. Stimu- 
lation the utricle occurs when any move- 
ment away from that resting position takes 
place. basic information, therefore, 
seems indicate that the utricle would have 
nothing with directional preponderance 
the nystagmus. 
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think there one important factor that 
must recognized interpreting caloric tests 
and the directional preponderance the case 
demonstrate the possibility 
That is, there are three 
and the possibility that any one com- 
ticular vestibular upset. The possibility seems 
exist that directional preponderance 
nystagmus the quiescent stage, the pre- 
sumably quiescent stage, might explained 
the basis lesion limited only part 
the peripheral canal system. Participation 
the utricle does not seem necessary 
order explain it. 


M.D., Baltimore, Md.: 
wish join Dr. Lindsay congratulating the 
Montreal group another 
piece work and Dr. Jamieson his 
cellent presentation. was 
see some additional work 
clarity the significance the caloric tests. 
fortunately, most the vestibular tests 
test the normal function the labyrinth, which 
maintain equilibrium. Rather these tests 
measure the ease with which the = state 
equilibrium can disrupted. 
labyrinthine function depends interpre 
tation based our knowledge the physi- 
ology the labyrinth 

One wonders, view these experiments 
and others, the caloric test can 
preted terms the effect only one 
circular canal. The state equilibrium 
pends the integrated activity all the 
vestibular end-organs. The production 
stagmus and vertigo must considered 
breakdown the integrating mechanism. 
number investigations indicate that the rest 
the equilibratory system attempts com- 
pensate immediately for the overactivity one 
end-organ. The observation Cawthorne, 
Fitzgerald and Hallpike that there 
versal the normal response hot and cold 
stimulation following 
tomy demonstrates the interaction the two 
labyrinths. The experiments Barenne 
and Kleyn, and also Cawthorne and Hall 
pike, which showed that there exag- 
geration induced nystagmus from the ipsi 
lateral labyrinth following hemidecerebration, 
ndicate that even the responses from the 
rebral cortex are able modify the degree 
nystagmus resulting from labyrinthine stim 
ulation. 

wonler perhaps the explanation for 
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the change in the reactivity of the labyrinth W ¥ McNatty, M.D., Montreal, Canada : 
for and cold stimulation the Walzl has suggested that the upper path- 
and face-down positions might have its ways may responsible for the results 


one the mechanisms the upper path- and cold labyrinthine stimulation de- 

cribed Dr. Jamieson. ourselves feel 
Wiskowsky has pointed out recent pa- gravity may play some part making 

per that moving the head forward causes dy- cold solution more effective stimulation 

ing out the nystagmus produced than the hot. 

stimulation. believes this due utricu- One might conclude trom these experiments 


lar stimulation. possibly that clinical test should not made more 
utricles could play role the difference complex unless the addition elicits important 


the excitability the face-up and the face- information which would not other- 
Dr. Lindsay has very well obtained. Furthermore, one should 
answered that point. never conclude too much from too little. Be- 

should like state drawing conclusions from the results 


agree with Dr. and Dr. Jamieson tests the results should and con- 
that must have more factual information sistent. 


the relative effectiveness heat, conclusion would like make plea 
and retation stimuli that our clinical tests should kept simple 
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The next meeting the Diversion 
Club the Academy will held 
French Lick, Indiana, October 16, 17, 
and 18. 


This will all-expense affair with 
several options available. 


French Lick beautiful October 
and the weather usually ideal. Horse- 
back riding, tennis, skeet shooting, golf, 
and bridge are all sources entertain- 
ment for the guests beautiful French 
Lick Springs Hotel. 


Payment $10.00 entitles any Fellow 


APPLICATION FOR MEMBERSHIP DIVERSION CLUB 


WILLIAM WRIGHT, Secretary-Treasurer 
201 Hume Mansur Bldg., Indianapolis Ind. 


Ladies accompanying their husbands 
will provided with delightful enter- 
tainment. 

you are not member the 
version Club kindly fill the applica- 
tion below and forward with check 
for ten dollars ($10.00), which pays the 
dues for life. 


Specific information relative 
cost the various options 
French Lick trip will carried the 
next issue the TRANSACTIONS. 

Plan now make this trip for good 
time October. 


American Academy Ophthalmology and 


Otelaryngolgy membership the Diversion Club. 
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RECENT ADVANCES TONOMETER CONSTRUCTION 


Report Prepared for the Committee Standardization Tonometers 


Jonas M.D. 
BALTIMORE, MD. 


the past several years num- 
ber instrument manufacturers have 
attempted improve the design and 
tonometers increase the accuracy 
Surgical Instruments Co., 
Inc., 520 Avenue, New York City, 
and Armin Jacobs Co., 137 
Street, New York City, are each 
producing tonometers which conform 
the specifications for 
tonometers established the Com 
ters the American Academy Oph- 
thalmology and The 
letails these specifications have been 
several 
ther manufacturers have added new 
atures the design the tonometer. 


SKLAR TONOMETER 


This instrument (fig. manufac- 
ured Sklar Mfg. Co., 38-04 
ide Long Island City. con- 


forms the for 
tonometers. addition, the manufac- 
turer has introduced two novel features. 
small mirror has been inserted the 
position the tonometer scale, making 
possible reduction parallax errors 
reading the position the pointer. 
The shape the hammer the lever 
arm has been altered from the conven- 
tional design which con- 
cave downward, epicycloid, con- 
vex downwards. The epicycloid form 
the hammer has several theoretical ad- 
vantages (fig. 2). the first place, the 
magnification ratio, that the ratio be- 
tween the movement the pointer and 
that the plunger, maintained uni- 
form over the whole range the to- 
nometer scale, whereas with the conven- 
tional concave hammer the magnifica- 
tion ratio declines slightly the region 
high tonometer scale readings. the 
second place, the epicycloid curve its 
point contact with the plunger al- 
ways perpendicular the axis the 
plunger. Consequently the force exerted 
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Tonometer 


Sklar Schiétz 


FIG. 


the plunger the weight the 
hammer always parallel the axis 
the plunger. the conventional design, 
this force often has small component 
perpendicular the axis the plunger 
and tends, therefore, press the plung- 
laterally its collar, thus increasing 
the frictional resistance its vertical 
movement. The absence this lateral 
force makes possible more tightly fit- 


JONAS FRIEDENWALD 


ting collar without increase 
Reading errors due the lateral play 
the plunger are correspondingly 

Finally, with the ham 

mer, the top the plunger can made 
instead pointed, further reducing 
the 
the plunger, and possibly also reducing 
the 
tween the hammer and the plunger. 


reading errors due lateral 


friction the point contact 


HARRINGTON TONOMETER 

This instrument (fig. 
Harrington and Parsons, 


442 Post Street, San Francisco, Calit. 
also conforms the basic 
for the tonometer, but 
signed increase greatly the magnifica 
tion ratio, and hence increase the 
sitivity and accuracy the reading. 
this instrument, movement the plung 
4), 


longer arm which attached 


activates small lever (fig. 


wheel, rotation 
pointer. The whole lever and quadra: 


which rotates 


system enclosed protect again 
dust, and the mechanism. similar 

that used watches, designed 
duce friction minimum. The point 
counterbalanced that the dow 
ward force the magnifving system 
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TONOMETER CONSTRUCTION 


plunger varies very little with the 


rsus that the plunger thus at- 
four times 


magnification ratio the conven 


nal Schiotz instrument. 


dial this tonometer marked 
units corresponding scale 
ts, but whereas the instru 
it, the seale divisions are 
llimeter apart, and readings better 
one-half unit are extremely 
heult, the Har- 


ston tonometer are approximately 


the 


apart, and readings one 
vt 
it 


irter scale unit are readily per- 


wn 


\ 
i 
} 
| 
ter. 
this instrument within the limits pre- 


scribed plastic material has 
the construction the 
toot 
plastic 


been 
base the plunger and the 
plate. The use transparent 
this region has the advantage pointed 
out that the observer 
can more sure that the tonometer 
patient’s 


accurately the 


cornea. 


ELECTRONIC TONOMETER 
This instrument manu- 
factured Mueller Company, 408 


Street, Chicago, 


Honore also 


9 n 9 3 
FIG. 
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FIG. 5 Electronic Tonometer 


FIG. Head and 


conforms its mechanical features 
the tonometer, but, substi- 
tuting electrical for the mechanical 
system recording plunger position, 
does away completely with friction and 
other mechanical difficulties connected 
with magnification the plunger move- 
ment. The principle involved this in- 
strument quite simple. When alternat- 
ing electric current passed through 
one element induction coil, cor- 


Holder of Electronic Tonometer. 


responding alternating current set 
the second element. The magnitude 
this induced current dependent 
the intensity the oscillating 
field imposed upon the second elemen 
and consequently markedly 
magnetizable metal within the 
coil. the electronic tonometer (fig. 
induction coil placed within 
metal (brass) attached 
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TONOMETER CONSTRUCTION 


ELECTRONIC 


FIG. 7—Electr 1 Design 


plate, while the tonometer plunger, 
vhich part brass and part iron, forms 
the core the induction coil. The 
current varies with the position 
the plunger, and this induced cur 
rent, after appropriate electronic ampli- 
pointer position constitutes the tonom 
etric reading. 

Such system completely free 
the frictional difficulties 
magnification, and subject only the 
limitations electronic amplification 
respect the magnification ratio. the 
present model, the 
varies from 200, being greatest 
the lower portions the tonometer 
cale where accuracy reading most 

tion mechanical difficulties accom 
plished the price new electrical 
roblems. instrument this 

ould, devoid compensating ar- 

ingements, very sensitive fluctua- 
ions the input voltage. the present 
the electrical connections include 
voltage stabilizer the input together 
ith adjustments for zero setting and 
control the ammeter sensitivity, 
hich automatically normalize the read 
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TONOMETER 


RECTIFIER 
on 


DETECTOR 


SENSITIVITY 
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ings and compensate for variations 
line voltage within reasonably expected 
limits. estimated that the sen- 
sitivity this instrument two four 
times that the conventional mechan- 
ical tonometer. both the electronic 
and the Harrington tonometers, the in- 
strumental reading errors have been re- 
duced point where they appear 
negligible comparison with the 
clinical reading errors which devia- 
tions the ocular and tonometric axes 
from the exact vertical, deviations 
the alignment the tonometer with the 
ocular axis, and variations 
sure and extraocular muscle tone all 
play role. 
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SELECTION, PROCESSING AND SHIPMENT MATERIALS FOR 


THE REGISTRIES OPHTHALMIC AND OTOLARYNGIC 


central agency tor the collection 
pathologic material and related clinical, 
laboratory, and other data specific 
pathology, organized that the 
cases can properly processed and 
made available for study and research. 
Living patients are followed periodical- 
that eventually sufficient number 
lite histories patients with par- 
ticular condition are accumulated and 
form the basis for 
These include morphologic 
tical the establishment di- 
agnostic and prognostic criteria, and 
the evaluation treatment. 

The success registry dependent 
upon the enthusiasm with which indi- 
viduals contribute cases and 
sponse requests for follow-up infor- 
mation. All such material incorporated 
into the files the Army Institute 
Pathology and becomes part its na- 
tional collection pathology and related 
subjects, under the jurisdic- 
tion the Director. 

Two such registries are sponsored 
the American Academy Ophthalmol- 
ogy and Otolaryngology. The Registry 
Ophthalmic Pathology, the first 
the group which now 
American Registry Pathology, was 
established the Army Institute 
Pathology (Army Medical Museum) 
1922 and now has more than 23,000 
cases registered. The Registry Oto- 
laryngic Pathology, established 1935, 
has over 3,000 cases. 

important function the Ameri- 
can Registry Pathology, one the 
four major subdivisions the Institute, 
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The Army Institute Pathology 
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the preparation teaching material 
the form sets histopathologic 
slides and related texts which, within 
the limits availability, are made 
cessible for loan. Although the collection 
pathologic material the Institute 
vast amount and varied character, 
priate material tor 
fails reveal suitable cases 
all the requirements spe 
Cases general interest, 
not necessarily within the specialty con 
cerned, frequently are great value 
this purpose, particularly they are 
accompanied adequate records. 

tial that all cases contributed the 
possible extent. Registry 
from the Institute 
quest which, however, serve only 
quired for the particular con 
cerned. individual cases this should 
supplemented all pertinent addi 
tional data that available. When prac 
ticable the should sub 
mitted 

containing all available relevant tacts. 

including electrocardiograms and othe: 
laboratory findings. 

Significant x-ray negatives. 

surgical specimens, and 
wet tissues are submitted, the 
used should indicated. 
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PATHOLOGIC SPECIMENS FOR 


the clinical lesion, the 


kodachromes, 


specimens are invaluable and should 


kodachromes, photo- 


included 
negatives, 
graphic negatives will copied the 
Institute free charge and the orig- 
inals returned promptly 
tributor when requested. 

Since few falling 
within the purview ophthalmology 


relatively cases 
otolaryngology have, require, all 
the materials listed, contributors should 
not withhold interesting cases 
portant that the full name 
recorded instance the ref- 
erence the Institute are based 


every 


the name rather than any other designa- 
tion and cases are not readily identified 
any other means. 

Through the Registry possible 
for the practitioner submit 
cases the Army Institute Pathol- 
ogy for consultation. The Institute does 
not act primary diagnostic service 
competition with civilian pathologists, 
with certain notable excep- 
which 


therefore 
such enucleated 
hould examined the local pathol- 
gist. 

Whenever the the Institute 
doubt concerning the interpretation 
case submitted civilian 


eves, 


specimens 


any 
onsultants who have been selected 
basis their proficiency the vari- 
fields. Copies the reports these 
nsultants well the opinions 

Institute staff are returned the 
mtributor. Materials and 
ises received for consultation are re- 
ined the Institute part the 
rmanent collection return for the 


records of 


rvices rendered. 


FIXATION TISSUE 
Formalin the choice for 
routine work. Immediate fixation all 
tissues essential. order insure 
that 
blocks not more than 0.5-1.0 thick- 


proper fixation accomplished, 


ness should selected from represen- 
tative parts large specimens and fixed 
approximately times their volume 
per cent formalin (made dilut- 
ing one part commercial formalin with 
parts tap water). The formalin solu- 
tion should changed the following 
day. Smaller specimens should fixed 
toto. Thin pieces tissue such 
conjunctiva membranes 
should laid smoothly, raw side down, 


mucous 


placed fixative. This assures proper 
embedding. Tissue 
blocks secured post mortem should 
tative material from all organs and tis- 
sues. When pertinent, blood and bone 
marrow may forwarded 
stained unstained. unstained, they 
should air dried, fixed absolute 
methyl alcohol for one two 
minutes and again air dried. When oth- 
fixatives are used the method should 
stated. 


smears 


The fixing and processing enucleat- 
involves complicated technical 
processes which require several weeks 
before the final sections are ready for 
study. Normally there average in- 
terval two months from the time the 
specimen received the submission 
the report. Large centers that are 
adequately staffed and equipped pre- 
pare histopathologic specimens eves 
should forward several 
tions with the cases they contribute 
the Registry. Since there are relatively 
few such centers the United States, 
the Army Institute Pathology has 
undertaken the technical processing 
whole for those 
tories that are not equipped. This 


eyes 
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Internal Auditory 
service was established build 
large collection ophthalmic specimens 

tor teaching and research purposes. 
return for these contributions the Insti- 
tute provides histopathologic report 
and one stained slide for the contribu- 


tor’s files. Additional slides may pur- 
chased through the American Registry 
Pathology nominal cost. 

Prior submitting enucleated eyes 
the Registry, contributors 
quested place the entire eye imme- 
diately after removal times its vol- 
ume per cent formalin. One eye 
requires cc. per cent formalin. 
Enucleated should not opened. 
After forty-eight hours the specimen 
should packed cotton saturated 
per cent formalin, placed small 

bottle, tightly stoppered and promptly 

mailed the Institute. 

Whenever practicable biopsies from 
the ocular adnexa and soft tissue from 
the otolaryngic and nasopharyngeal re- 
gions should submitted the Regis- 
try through the local pathologist. 
such cases sufficient material the form 
paraffin blocks duplicate wet tis- 

sues should submitted permit ad- 
ditional sections and special staining 
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Eminence for Superior 
Cana/ 


Transverse Sinus 


Lines for removal Bone. 


Neg. 
should these required for 
purposes. 


The Registry Otolaryngic Pathol- 
ogy has undertaken studies pathologic 
processes temporal bones which 
successful require special care 
moval the specimens and highly tech- 
nical processing the laboratories 
the Army Institute Pathology. 


The method removal 
bones autopsy published the Jour- 
nal Technical Methods and Bulletin 
the International Association Med- 
ical Museums, Feb.) 1943, 
satisfactory. This method entails: 


Each temporal bone should 
moved one piece means motor- 
driven, small, circular saw. the event 
that such saw not available, thin 
bladed chisel and light hammer should 
the blows struck are too heavy, the 
bone apt fracture splinter and 
should made with short, light blows 
The dura should left attached 
bone. Great care should exercised 
remove the temporal bone such 
menner that the head will collapse. 
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PATHOLOGIC SPECIMENS FOR REGISTRY 


The cut parallel the lat- 
the skull, just lateral 
the eminence for the 
circular canal (fig. 1). the average 
individual this cut will divide the ex- 
ternal auditory meatus just lateral the 
tympanic membrane. The second cut 
roughly parallel the first, near the 
apex the bone where borders the 
carotid canal. The third cut divides the 
petrous portion the temporal bone 
along the suture lines which unites 
with the great wing the sphenoid and 
the squamous portion the temporal 
hone. The fourth cut parallel the 
base the skull and cuts the bone along 
the line the inferior petrosal sinus 
and the more medial part the trans- 
verse sinus. The bone then secured 
with strong forceps, and connective 
tissue other attachments severed. 

Each temporal bone placed 
about 500 per cent formalin, 
and transferred after hour two 
another 500 per cent 
hours later the bone 
placed per cent formalin. Change 
fresh per cent formalin weekly for 
total three changes. Better results 
ire achieved the bones are suspended 
the fixing fluid, means thread. 
bones should tipped and turned 
lowly each time they are transferred.to 

new container, facilitate the 
escape air bubbles from the bone 


Ship all material the time the 
temporal bones are placed the last 
change per cent Care 
should taken place adequate 
amount gauze around the bone pre- 
vent from bumping against the walls 
the container. 


PACKING AND SHIPPING 

mailing and small fragments 
tissue, double mailing case suit- 
able size take small wide mouth 
bottle most satisfactory and meets the 
postal laws and regulations concerning 
the shipment such material. avoid 
breakage the bottle should surround- 
packed avoid movement within the 
outside container. 

Information pertaining the prep- 
aration gross specimens for museum 
purposes may obtained 
ard texts from the Institute upon 
request. Shipment such specimens 
may made express parcel post. 

All communications relative 
processing and forwarding material 
the Registries should addressed 
The Director, Army Institute Pathol- 


The Advisory Committee 
the 
Registries of Pathology 
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AMERICAN ASSOCIATION EYE, EAR, NOSE AND THROAT 
SOCIETY SECRETARIES 


ANNUAL MEETING 1947 


eighth annual meeting the 
Nose and Throat Society Secretaries 
was held the Palmer House, Chicago, 
Wednesday evening, October 15, 
After excellent dinner provided 
through the courtesy the American 
Academy Ophthalmology and Oto- 
laryngology, the meeting was called 
order the president, Dr. 
Memphis, Tenn. 


Dr. Sanders announced the establish- 
ment training instruction course 
for secretaries and discussed the results 
the first meeting this group which 
was held luncheon Tuesday, Octo- 
ber 14, 1947. Twenty secretaries va- 
rious eye, ear, nose and throat societies 
attended. Dr. Sanders announced that 
the course was received 
that the officers and directors felt that 
should repeated next year. 
note: more complete account 
the course given the accompany- 
ing report the business meeting 
officers and directors. 

Dr. Lester Brown Atlanta, Ga., 
chairman the nominating committee, 
announced the nominations for 1947- 
48, follows: president-elect, Dr. Dan- 
iel DeStio, Pittsburgh, Pa.; secre- 
tary-treasurer, Dr. Kenneth Craft, 
Indianapolis, Ind. 

there were further nominations, 
the above ticket was elected unanimous- 
ly. 

Dr. James Monohan, Shenan- 
doah, Pa., was appointed director 
district 

Drs. Sheldon Freeman, Buffalo, 
Y., and William Mann, Chicago, 


retiring directors districts and 
respectively, were presented 
group and the apprecia- 
tion their services was expressed 
the president. 

Moacyr Alvaro, Sao 
director district and gave short 
account the splendid work being 
done Dr. Alvaro the 
eye, nose and throat societies the 
Latin-American countries for 
with this Association. note: 
Dr. Alvaro’s report given the 
meeting the officers and directors. 

Dr. Sanders then called 
James Landis, Reading, for the 
report the committee appointed last 
year investigate the present status 
the Home Study Program, now under 
consideration the American Acad 
emy. Dr. Landis gave the following 
port: 

“Gentlemen, there great demand 
for postgraduate study 
throughout the United 
States, brought about several reasons. 
First, the young men feel 
were deprived sufficient medical 
ucation due the 
studies during the war vears. 
the branches medicine that they were 
required fulfill the service 
frequently not their choosing. Third, 
competition among men local com 
munities has forced them seck great 
knowledge modern methods that 
home reading does not supply. Fourth 
county medical societies are too general 
knowledge. Fifth, modern medicine 
progressing rapidly, and new 
our field have forced seek 
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grams can satisfy this desire. 

“For these reasons, there have 
peared, throughout the nation, many 
fresher courses, postgraduate seminars, 
and individual lectures. These are con- 
ducted universities, medical societies, 
private groups, and usually have been 
There harm done 
when these courses are conducted 
qualified men groups, long they 


fill the bill. 


“However, Association, which 
represents physicians interested 
lowship, organized programs, 
graduate study, should the hub that 
can best secure properly arranged study 
groups and advise societies their best 
advantage. With the help the Acad- 
emy, through this organization, there 
should set the finest source 
postgraduate directive country. 
facto aim, and object the Associa- 

“It that the effort the Acad- 
might broadened the direction 
local groups assisting with this pro 
ram. teaching can done through 


hould encouraged everywhere, and 
teachers are available, the longing for 
regular instruction can developed 
very satisfactory degree. the Acad- 
emy could recognize this kind 
gram graduate instruction in- 
part its endeavor, encourage 
small local eve, ear, nose and throat 
ocieties take advantage this 
portunity, and provide for the exchange 

tremendous help. The 
ether instruction conferences, home 
and programs would provide 
utstanding source postgraduate in- 
assist all societies through- 
the United States. These programs 


the local societies would under 


SOCIETY 


SECRETARIES 553 


Home Study Courses the Academy. 

suggest that: 

The Academy set extension 
for local eve, ear, nose and 
throat societies. 

Local eve, ear, nose and throat so- 
cieties establish their committees 
select individual members, 
present the extension course 
their society. 

Each society plan utilize thirty 
minutes before the regular 
course. 

“4. The 


courses the Academy the local 


extension 
member selected present the material, 
mimeographed dissertation based 
some one the instruction courses giv- 
ography and necessary slides the 2x2 
inch size. 

The member whom this mate- 
rial sent will digest and prepare 
with the illustrations for presentation 
before the local society. the time 
the meeting, the Academy will send 
mimeographed copies this 
sufficient number that each member 
the society may receive copy for his 
permanent file. 

Some one topic taken for 
the vear, and gone into detail. For 
example, might take the Academy 
course ‘Glaucoma,’ and amplify each 
lecture that the whole course can 
presented before the entire eve, ear, nose 
Such 
courses could presented only there 
taking them, justify the expense 
the Academy setting the necessary 


society. extension 


societies 


machinery. The cost the local society 
would depend partly upon the number 
illustrations, partly upon the number 
societies participating, and on. 
might run between $50 and $100 vear. 
believe that would far hetter 
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give all eye topics one year, and all ear, 
nose and throat topics the next year, 
rather than alternate them month 
month. This, course, depends upon 
the individual society. 

“At meeting the Pennsylvania 
Academy Ophthalmology and Oto- 
laryngology Harrisburg this year, 
spoke Dr. Benedict relative this 
subject, and feel that his ideas along 
these lines will very helpful. 
stated that graduate study absolutely 
demanded our branch medicine, 
not only account the acceleration 
the medical schools and internships, 
but due the expansion the field 
eve, ear, nose and throat work, such 
the fitting contact lenses, orthoptic 
training, fitting hearing aids, aural re- 
habilitation, allergy, and many other 
new and scientific procedures. There are 
only three sources information, the 
universities, medical societies, 
dependent groups, that can satisfy this 
craving for new information, but there 
are men who have depend entirely 
upon small local eye, ear, nose and 
throat societies for it. Courses and lec- 
tures planned the Association can 
the greatest help these men. the 
would great deal more 
effective and beneficial than haphazard 
and sporadic scientific reading peri- 
odicals.” 

the conclusion Dr. Landis’ talk, 
Dr. Sanders called upon Dr. Lawrence 
Boies, Minneapolis, Minn., Academy 
secretary for the Home Study Courses, 
discuss the subject. Dr. Boies said: 

“The Home Study Course program 
now having ‘growing pains.’ Since the 
end the war have had increased 
demand for the courses. For the present 
year (1947-48) there are more than 575 
enrolled. The faculty has been strength- 
ened adding new faculty member 
for each course, and new lessons have 
been added. 

“Several years ago, Dr. Harry Gradle 
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began think terms clinical home 
study courses, and there could place 
for this could get the manpower 
set the program and then carry 
out. The suggestions which were made 
the paper read tonight are along that 
line. wish could offer you specitic 
program, aid the secretaries the 
various societies, plans and material 
for carrying out graduate clinical in- 
struction. However, think have 
task before the enlarged work 
the present Home Study Courses which 
will need all the talent can interest 
this work. Our aim now make 
the Home Study Courses, which, 
course, are basic and only touch the 
that end, possible that may put 
two-year home study course pro 
gram the near future, having five les- 
sons per year instead the nine are 
now using and make the complete course 
consist ten lessons. There demand 
for that. The courses are taken most 
the physicians who are graduate 
training residencies this country, 
and number them have told 
that the course offers them excellent 
opportunity for guided review during 
the second and third vears their resi 
dencies. Many them take some 
planned course preparatory instruc 
tion during the first year. you will 
look over the roster our faculty, you 
will note that many the men who 
helping with this work are men who are 
prominent their field and who 
extremely busy many assignments 
would need these men 
course, and don’t think could 
any more work out them. 


“The faculty the Home 
Courses and the Academy are, 
sure, anxious give any aid the sec 
retaries our special societies that 
can, but you will doubt 
the fact that cannot take any mor 
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work this time aside from that which 
considered with the present program 
the Home Study Courses.” 

Dr. 
Minn., executive secretary the Amer- 
ican Academy, said that more study was 


Benedict, Rochester, 


needed organizing the courses before 
the plan could floated. suggested 
that committee appointed work 
with Dr. Boies upon ways and means 
developing the Dr. Benedict 
suggested further that the plan tried 
out ina small way among few picked 
societies order sound out the gen- 
eral reaction the matter before going 
too into 

Dr. Thomas Allen, Chicago, 
said that was opposed too much 
and 
that the subject matter con- 
would 


“spoon 
thought 
tained 
much more value the individual 
could dig out the material 
stead having prepared and served 


these courses 


some other agency. 

Dr. Mann, Chicago, 
uggested compromise that might 

feasible for the Academy prepare 
consideration, each society then prepar- 
its own study course from the out- 

Dr. Landis remarked that this idea 
might work satisfactorily societies 
located large cities near teaching 
centers, but that the majority 
without available facilities for helping 
hemselves. These are the groups, 
ud, which need definite concrete help 
postgraduate instruction. 

Dr. Allen further suggested an- 
ual review all current literature 
certain picked subjects pos- 
ible aid societies desiring postgrad- 
ite instruction. The articles could 
viewed men especially for 
his work and copies the reviews 
the various societies 


Dr. Martin Freund, Albany, Y., 
secretary the Eastern New York 
Ear, Nose and 
tion, plan which has been 
very satisfactory and popular his so- 
ciety. This group periodically holds 
“Clinic Day” which meeting interest- 
ing and difficult diagnostic problems are 
presented. The members take part the 
discussion and review the literature 
covering these particular cases 

Dr. 
the Indianapolis Ophthalmological and 
Society, pointed out 


Sims, secretary 


that the societies meeting only once 
twice have different problems 
than the groups which meet more 
frequently and that this should also 
considered the solution the matter. 

Dr. Sanders mentioned that the solu- 
tion these various problems would 
depend part, least, upon such fac- 
tors the size, location, type, 
the societies affected and that single 
plan would feasible for all groups. 
Dr. Sanders then appointed commit- 
tee composed Drs. Landis, 
chairman, Lawrence Boies and Wil- 
liam Benedict consider the prob- 
lem and suggest various plans for its 
solution the next meeting the As- 
sociation earlier possible. 

Dr. Sanders then introduced Dr. Wil- 
liam Kansas City, newly 
president the Association, 
who thanked the members for the honor 
upon him and expressed the 
appreciation the society for the sup- 
port given the American Academy. 
appealed for continued help from 
the Academy and from the directors 
the Secretaries’ Association enlarg- 
ing the group and promoting its con- 
tinued success. 

Keith then adjourned the meeting. 
KENNETH M.D. 
Secretary-Treasurer 
1002 Hume Mansur Building 
Indiana 
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BUSINESS MEETING 1947 


The annual business meeting the 
executive council the American 
sociation Ear, Nose and Throat 
Society Secretaries was held luncheon, 
Wednesday, October 15, 1947, the 
Palmer House, Chicago. The meeting 
was called order the president, 
Dr. Sam Sanders, Memphis. Items 
business discussed were follows: 


Minutes the business meeting 
1946 were read and approved. 

The annual report the treasurer 
was presented and approved. 
port was audited Dr. Lester 
Brown. 

The secretary-treasurer was au- 
thorized defray the expense the 
Secretaries’ Training Course 
this business meeting from the funds 
the Association. 

was agreed that history the 
Association should compiled Dr. 

Reports from directors. 

discussion was held relative the 
organization new eye, ear, nose and 
throat societies. was agreed that the 
Association should help this move- 
ment every way possible. Dr. Edley 
Jones Vicksburg, Miss., was ap- 
pointed chairman committee his 
own choice further this movement. 

Secretaries’ Training Course. 

Full discussion was held regarding 
the training course for secretaries pre- 
sented for the first time Tuesday, 
October 14, luncheon the Pal- 
mer House. The course was presented 
the secretary the Association, Dr. 
Kenneth Craft, Indianapolis, Ind., 
aided Drs. Paul Craig, Reading, 
Pa.; James May, Kansas City, Mo.; 
James Monahan, Shenandoah, Pa. 
and Burton Lovesey, Boston, Mass. 
General approval the subject matter 
the course and the manner its 
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presentation was expressed and was 
decided repeat the course next 
Also was decided that the expense 
the course should charg 
ing each attendant fee proportionate 
his share the general expense. 
Ways and means improving the 
course through suggestions 
operation the officers and directors 
were discussed. 

Dr. Alvaro, Sao Paulo, 
Brazil, director district gave 
excellent report the work has done 
promoting organization the Latin 
American societies 


REPORT DR. MOACYR 

Letters were sent all societies Latin- 
America regarding the establishment cen 
tral organization eye, ear, nose and throat 
ocieties. fairly good response was received 
indicating approval the plan. 

Some feel that 
formed and then united the exist 
ing American Association Eye, Ear, 
and Throat Society Secretaries. That group, 
however, minority. 

Dithculties that will hinder central organi 
zation eye, ear, nose and 
secretaries include the 
fact that few Latin-American doctors receive 
the bimonthly issues the TRANSAC- 
TIONS, and the fact that societies are now 
getting aware the secretaries’ respon 
sibility organizing good programs 

Because the distance involved, air mail 
the only practical means 
with Latin-American societies 

Suggestions for closer co-operation 
North American and Latin-American 
include 

Have the TRANSACTIONS news items 
society activities and programs, sent 
air mail the director the 
district, who turn will translate 
same all secretaries his district. This 
already being done with items from 
mologia Americana. 

Have “The Program Small Eye, Eat 
TIONS, May-June, 1947) and similar 
translated and sent all the secretaries ever 

Have the secretaries subscribe the 
sociation for receiving this and other materi: 
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Have the secretaries send their agendas 
and announcements via air mail, directly the 
TRANSACTIONS 

Suggest that the by-laws each society 
changed that the term 


Mo., incoming president for 1947-48, 
moved that the annual 
creased $5. The motion was 
seconded Dr. Edley Jones and 

was decided that each director 
should write the president each eve, 
ear, nose and throat society his dis- 
trict regard the aims 
tions this Association, 
the each society become 
member the Association. copy 
such letter written several vears ago 
the secretary the Association 

director present requested 
revised up-to-date mailing list the 
secretaries and societies his district. 
was suggested that the director then 
keep this list up-to-date occasional 
correspondence with the secre- 
especially the time each 
annual business meeting when 
new officers are elected. 

was decided that each director 
hould announce the meeting the As- 
the secretaries his dis- 

ict rather than make general an- 
ouncement through the 


12. Election for 1947-48, 

The nominating committee composed 
Drs. Lester Brown, chairman, 
and Burton Lovesey made the follow- 
ing recommendations: 
elect, Dr. Daniel DeStio, Pittsburgh, 
Pa.; for secretary-treasurer, Dr. Ken- 
neth Craft, Indianapolis, Ind. These 
names were presented for approv- 
the general meeting the Asso- 
ciation Wednesday evening, October 
15, 

13. directors. 

The present officers and the advisory 
board announced the selection the 
replacing those 
whose terms have elapsed. 

Shenandoah, Pa., replacing 
falo (resigned) for one 
term. 

District 5—(to chosen), replacing 
Dr. DeStio. 

District chosen), replacing 
Dr. William Mann, Chicago. 

9—Dr. Alvaro, Sao 
Paulo, Brazil, re-elected for 
two vears. 

the general meeting 1947-48 were dis- 
Dr. Edley Jones suggested 
talk upon state medicine. 

The meeting was adjourned. 

M.D. 
Secretary-Treasurer 

1002 Hume Mansur Building 
Indianapolis, Indiana 
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Annual Audit for Calendar Year 1947 


May 18, 1948 


American Academy 
Ophthalmology and Otolaryngology 
Rochester, Minnesota 

Gentlemen 

requested, have examined the ac- 
counts and records the Academy 
Ophthalmology and Otolaryngology, un- 
incorporated association, for the calendar year 
ended December 31, 1947, and have prepared 
therefrom the accompanying 
statement operations, analysis net worth, 
analysis decrease market value 
curities and schedule showing securities owned 
December 31, 1947. 

have also reviewed the system in- 
ternal control and accounting procedures, and 
without making detailed audit cash re- 
ceipts and disbursements and other transac- 
have examined tested accounting rec- 
ords and other supporting evidence, meth- 
ods and the extent deemed appropriate. 

Cash deposit the various banks was 
verified communicating with the deposi- 
tories, and the petty cash fund was verified 
actual count. 

Membership dues receivable, amounting 
$365.00, represents delinquent dues for 1947 
and prior which were verified from the 
records only. Other receivables, amounting 
$246.80, represents dividends transit and 
deposited January, 1948. 

Investments stocks and bonds, which are 
described Schedule No. had market 
value $221,897.75 December 31, 1947 
compared $195,471.50 December 31, 
1946. 

Securities the Research Fund, which are 
held for safekeeping the Trust Depart- 
ment the First National Minneapo- 
lis, Minnesota, were verified 
ing with the custodian the securities. 
Savings Bonds the Wherry Memorial Fund 
are held Dr. Benedict, Executive 
Secretary-Treasurer, and were inspected 
us. Interest earned bonds since the dates 
which the last payments became due has 
has not been accrued. analysis decrease 
the market value during the year shown 
Exhibit 


and equipment amount 
ing $5,883.20 represents equipment acquired 
years 
Equipment purchased since September 1942, 
amounting $4,462.92 was for the most part 
verified through inspection supporting 
vouchers and the latter amount, $1,454.94 


Academy over period 


was purchased during the current vear 
ment acquired prior September 
1942, which had been charged operating 
expenses purchased, was and 
appraised market value $1,420.28 
January 1944, and set the books for 
that amount. Depreciation has deducted 
and charged operations rate that ap- 
pears adequate. 


Deterred charges consisting unexpired 
premiums totaling $84.24 were com- 
$106.60 r presents the balance of cash ad 
quent mailings the TRANSACTIONS 
publisher Omaha 


Current liabilities $4,292.87 consist ac- 
crued expenses totaling unpaid 
December printing and other expenses; 
eral withholding taxes amounting $715.50 
ind membership dues paid advance totaling 
$245.00. 


\cad- 


reflects 


analysis the net worth the 

emy shown Exhibit which 

$204,099.80 

December 31, 1946, De- 
cember 31, 1947. 

Upon examination the insurance policies 
force, found Owners’ and Tenants’ Pub- 
lic Liability insurance the amount $25, 
000.00/$25,000.00 coverage, and 
Compensation subject statutory amounts 
The Executive Secretary-Treasurer and Chair- 
man the Finance Committee are bonded for 
$25,000.00 each; while the principal office em- 
plovees are bonded for $1,000.00 each. Furni 
ture, fixtures and equipment are insured for 
$4,000.00 fire and extended coverage and whicl 
has been increased $6,000.00 provide ade 
quate coverage under the co-insurance clause 
Office cash and securities are covered 
$2.000.00 against safe burglary and messenger 
robbery. 


an increase in the net worth 
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our the balance 


related statement operations and 


accompanying 
sheet and 
net worth present fairly the position the as- 
sociation December 31, 1947, and the results 
its operations for the year, conformity 
with generally accepted accounting principles 
applied basis consistent with that the 
preceding 
Respectfully submitted, 
SHANNON BYERS 
Certified Public Accountants 
Edw. Wobschall, C.P.A. 


EXHIBIT 


AMERICAN ACADEMY 


Balan 


OF 


AND OTOLARY NGOLOGY 


ASSETS 


Current Assets: 
Cash, First 
Bank, Rochester, 
Minn. 


National 


$1,004.79 


Cash, First National 


Bank, 
Minn. 


Cash, Bank 


ceivable, 
Other receivables 


Minneapolis, 


(delinquent 


Mon- 
treal, Toronto, Ont 

Cash, petty cash fund 
Membe rship dues r 


25.00 

365.00 

246 80 


Total current assets 


Investments : 
Stocks and bonds 


Furniture, 


equipment 
Less for 


preciation 


Prepaid insurance 


Prepaid postage 
sit 
Total Assets 


(Schedule No. 


ind 
5,883.20 

de- 
1,606.15 

de- 
106.60 


LIABILITIES 


Current 
Accrued expenses 
Accrued 
taxes 
Deterred income, 
membership dues 


Total current 


Net Worth 
(Exhibit 


withholding 


245.00 


liabilities 


Total Liabilities and 
Net 


Worth 


ce Sheet as at December ak. 1947 


5,480.60 


$221,897 | 


4,277.05 


190.84 


$231,846.24 


4,292.87 


22927 
$3,332.37 
715.50 
4 
LAF 
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EXHIBIT 
AMERICAN ACADEMY 


OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Statement Operations 
Year Ended December 31, 1947 
Membership dues 
Membership applica- 


23,501.00 


tions 4,080.00 
Abstracts, Atlases, etc. 6,332.17 
Certificates 941.00 
Transactions 23,785.62 
Home Study Courses 6,733.10 


Convention 61,561.35 


Contributions Re- 


search Fund 48.50 
Testing 
tion Tonometers 635.00 
Income from securities 
Interest, Research 
Dividends, Research 
Fund 1,273.91 
Profit securities 
sold, Research 
Fund 45.00 
5,022.49 
Interest, Wherry 
Memorial Fund 115.00 5,137.49 
Sundry income 
Total Revenues 
Operating Expenses: 
General administra- 


29,926.04 


Transactions 
Home Study Courses 
Conventions and meet- 
ings 


Research expenses 


40,987.06 


528.75 


108,342.52 


Total Operating Expenses 


Net Income 


24,413.57 


MAY 1948 


AMERICAN ACADEMY 
AND 


Analysis Net Worth Account 
For Year Ended December 31, 1947 


Net Worth, December 31, 1946 $204,099.80 

Net income, year ended Decem- 

ber 31, 1947 


228,513.37 
Decrease market 
securities during year, 
(Exhibit 


value 
960.00 


1947 $227,553.3 


Net Worth, December 


EXHIBIT 
of Securities 
De 
crease 


$5,985.03 


Market 
12/31/46 $195,471.50 
12/31/47 
(Schedule 

228,842.78 


Difference 27,386.25 960.00 


26,426.25 


“al 
q 


RESI 


tizens 

Ist Leasehold Sinking Fund 
Dominion 

Ser. 


AMERICAN 


FINANCIAL REPORT 


SCHEDULI 


OPHTHALMOLOGY 


No. 


Securities Owned, December 31, 1947 


ARCH FUND 


RonpDs 


Canada Cony 


Cleveland 


Loan 


Dominion Canada Victory Loan 


tizens Building Co., 


Ser. P5 
Van Sweringen Co., 
Indebtedness, Series 1925 


Certificate 
Treasury 1967-72 
Savings, Series 
ivings, Series 
Series 
ivings, Series “G” 
ivings, Series 
ivings, Series 
ivings, Series 
ivings, Series “G” 
ivings, Series 
ivings, Series 
ivings, Series 
ivings, Series 
ivings, Series 


MANN 


Total 


STOCKS 
Cleveland 


nmonwealth Edison Co. 


Gas Electric Co. 


ssachusetts Investors Trust 


phthalmic Publishing 


Total Stocks 


Total 


Research 


Total Investments 


market available 
U.S. Dollars 


( 


VHERRY MEMORIAL FUND 
RATI 
S.A. Savings, Series 


if 


MATURITY 


KATE 
] 
12 
3 
1? 
21 6 
3 
5 
3 
KIND 
Shares 


Common 
Common 


Pfd 


Cert. 


Capital 


MATURITY 


1955 


5,000.00 
1/58 
1/63 
1/48 6,000.00 
1/49 10,000.00 
1/50 10,000.00 
1/55 13,500.00 
1/53 
1/55 4,000.00 
1/56 6,000.00 
1/56 
1/56 
1/57 2,000.00 
30,000.00 
1/58 
1/59 15,000.00 


PAR VALUE 


o~ 


> 


COST 


(1) 


(2) 


(2) 


6,031.33 


25,431.25 


4,000.00 
2,000.00 


2,000.00 


30,000.00 
25,000.00 


$195,902.58 


PAR VALUE SHARES 
Par None (1) 
$25.00 100 2,619.00 
20.00 
25.00 200 5,450.00 
1.00 617 17,923.89 
20.00 None (1) 
28,340.20 
$224,242.78 (3) 


PAR VALUE 


4,600.00 (4) 


Held for Trust Dept. First National Bank, Minneapolis, 
Held Dr. Benedict, Executive Secretary-Treasurer, Rochester, Minnesota 
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MARKET 
VALUE 


4,287.50 
2,187.50 


3,000.00 
10,476.00 
10,000.00 
4,000.00 
6,000.00 
8,000.00 
2,000.00 
30,000.00 
25,000.00 
15,000.00 


$190,413.50 


2,700.00 
2,805.00 


26,884.25 


Minnesota. 


ii 
| | 
5,800.00 
15,579.25 
$228,842.78 $221,897.75 
¥ 
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INDUSTRIAL OPHTHALMOLOGY 


INTRODUCTORY STATEMENT 


The statement Captain Saunders detail- 
because we, ophthalmologists, need 
thoroughly understand the Navy program 
actually is. Being Navy, brings paper work 
into the picture which dislike but must 
follow through detail, using the forms 
(NAVEXOS-2740 and Form 414), 
brought the patient. Job requirements will 
described and the signed prescrip- 
tion returned the supply officer. 
The ophthalmologist (as case 
may be) will receive completed glasses or pre- 
scription safety eye wear for checking and 
delivery. 

Special examination fees are negotiated 
the commanding officers Navy 
have crystal-clear and quite exacting respon- 
this program. The security and the 
prosperity our country develops indus- 
trially are closely linked this program and 
project. 

Our responsibilities are to: (1) un- 
usually expert refraction, basing final prescrip- 
tion decision work distance, choosing the 
type bifocal carefully, and watching all de- 
(2) make and record accurately all mea- 
surements frame, pupillary distance, and 
height segment; (3) fill out completely the 
forms submitted the basis (1) and (2); 
(4) study on, and visit job operations 
volved. will always welcomed the 
commanding officer. 

Ophthalmologists have challenged the past, 
and still challenge, the need for ultra-exact 
work distance refraction, but can longer 
disputed. The proof quan- 
tity. view this, when employee-patient 
comes with order, are duty bound 
render the service that required and 
requested. Ophthalmologists hate red 
tape and paper work, but accept case 
with orders described, our responsibility 
carry them out exactly requested. Other- 
wise the employee-patient suffers delay and in- 
convenience, does our economy and perhaps 
our security. 


“THE OPHTHALMIC ASPECTS 
ILLUMINATION, BRIGHTNESS AND COLOR” 
effort bring before the ophthaimolo- 

gist many the factors possible the 


accelerating controversy, “enough 
much light?” the Jomt asked Fa- 
her Birren, whose long years research 
practical and fields illumination 
and color have made possible for him 
deeply into all the literature and weigh all the 
information prepare paper 
has grind. The infintte variety 
highly technical assignments has worked 
out and installed the complete satisfaction 
workers and management testifies his abil 
tty present us—untrained are 
sane and practical recommenda 
tion. 

comments this 

“AN 

very refreshing experience read 
detail the work our English colleague, 
Currie. This again pioneer work done 
with great judgment and good sense 
and again, comes the emphasis that 
try, must get into the plant See, Hear and 

HEDWIG KUHN, M.D 
Secretary, 
Industrial 


NAVY EYE-CORRECTION, 
EYE-PROTECTION PROGRAM 


WASHINGTON, 


SMALL operations modern, progres 
sive industrial plants are controlled 
great degree the vision emplovees 
Because emplovees differ widely thei: 
ability perform any job, impor 
tant that management have, its 
tips, the means discover difference 
visual abilities, assure the most 
ficient and safe job performance. 
dustrial employees with superior visua 
performance tend have excellent safe 
records. Apart from accident record 
Safety Division, Office Industrial Relatior 


Navy Department. 
From Safety Review, March, 1948. 
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quantity and quality production de- 
pend upon the visual apti- 
tudes. 

There are many factors the physi- 
cal and mental make-up worker 
which affect his capacity produce. 
job 
placement, and job training all play their 
part assuring management good re- 
turns for its payroll expenditures. One 
factor has been largely neglected, how- 
ever. Management can increase its ef- 
ficiency improving the 
formance its workers whole. 
testing visual skills its employees 
discover visual inefficiencies, and re- 
visually deficient employees 
professional ophthalmologists 
source wasteful produc- 
tive effort can discovered and elim- 

With this goal view, the Navy has 
its eye-protection, 
rection program throughout all its field 
activities. The Navy’s civilian emplovees 

ill tested the Bausch and Lomb 
The purpose both 
hese instruments check quickly 

rtain visual functions (not pathology 
individuals 
For both the American 
tical and Bausch and Lomb instru- 


order discover those 
amination. 


nts tests have been designed de- 
mine simultaneous binocular vision, 
ual acuity, stereopsis, muscle balance, 
color discrimination. 

determines whether not there 


ndency suppress one eye, the de- 
tive one, while appearing make 

marked difference efficiency 
‘ween the two eves. 

isual acuity tests, distances 

and inches, indicate the degree 
keenness sharpness vision 
tance and the near point. the 


visual acuity tests, different arrays 
check the visual 


each eye separately and 


characters 
both eves 
working together, both distance and 
near. The near point test taken 
actual inches with optical system 
interposed between the eyes and the tar- 
get. For the distance test, 
ing lens used, giving the optical equiv- 
alent feet. 

Stereopsis, depth perception, 
measured the ability the subject 
select the “stand-out” character 
the test cards. This test checks the abil- 
the individual see objects 
three dimensions, spatial relation- 
ships. 

Normal muscle balance, orthophoria, 
the condition which the two eves 
work together harmoniously. High devi- 
ations from so-called normal balance 
may result ocular well general 
body fatigue. necessary, therefore, 
check lateral phorias 
(orientation visual axes) both dis- 
tance and near. 

some occupations ability dis- 
tinguish colors accurately required. 
occupations where color 
discrimination critical are given sup- 
plementary color tests. (Editorial state- 
ment, Safety Review, March, 1948, 

The following section detailed 
statement Captain Saunders 
(CEC) USN, director the Safety Di- 
vision, wherein describes the con- 
tracts which have been drawn and 
the arrangements which have been made 
evaluate the visual skills all em- 
ployees Navy shore activities and 
provide them with adequate eve correc- 
tion and eye protection. 

The Under Secretary the Navy es- 
tablished policy covering provisions 
for eve correction and eye protection for 
shore establishment employees, the 
form letter (Safety Review, Octo- 
ber, 1947). This letter, addressed the 
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chiets bureaus and heads 
was only the first step getting this 
program started. The 
the various bureaus and offices were ex- 
pected encounter was some magni- 
tude when was considered that each 
the stations would have directed 
implement the program, part 
which would the negotiation tor the 
rental acceptable equipment carry 
out the screening part the program. 
The Bureau Supplies and Accounts 
was authorized negotiate contracts 
with the American Company 
and the Bausch and Lomb Optical Com- 
pany rent their systems the various 
shore activities, provide indoctrina- 
tion the use the equipment, and 
advise and instruct how 
about orderly screening the em- 
factory contact with the eye-care pro- 
fession communities where shore ac- 
tivities existed. 

order utilize services both 
these companies and thus speed 
the complete screening the shore sta- 
personnel, distribution the 
shore activities was made between these 
two companies. further reduce the 
cost the Government requiring 
minimum amount travel the part 
the contracting company, certain 
larger activities were designated key 
the smaller neighboring activi- 
ties were designated 
tions. The plan called for the contract- 
ing company send indoctrination per- 
sonnel the key local arrange- 
ments would then made whereby rep- 
would come the key station receive 
instruction the use equipment. 
They would then return their stations 
and await the arrival one the 
pieces testing equipment which would 
routed the satellite stations the 
key station, giving each these sta- 
tions sufficient time completely screen 


SAUNDERS 


the personnel there. 


connection with the contracts, 
was thought impracticable 
stations with less than 200 personnel 
board. Such stations are entitled the 
services under the contracts 
not have contribute their cost. Sup- 
ply officers all stations mentioned 
the contracts have been furnished copies 
thereof. receive the one 
the contracts, each station less 
than 200 employees should contact the 
key station nearest it, and request that 
kept informed the progress 
the program that 
may present receive indoctrination 
the use the screening equipment. 
The station should also sure that 
placed the schedule for the routing 
the equipment, thus making 
sible due course time completely 
screen the personnel the smaller sta 
tions. 

Complete instructions 
with the eye-correction, 
policy will issued later date. 
following highlights the 
are presented for general information. 
referred 


The use the two contracts 


above will result the preparation tes! 
ing technician card representing the visu 
skill each employee station. Procedure 
during the indoctrination course 
permit the selection from these cards 
names employees who are deficient 
skills needed for their jobs 

The district printing and publication 
are able supply the Navy standard corre 
tive-protective prescription form, 
each employee engaged 
work who shown from the text 
need eye correction. The employee will 
given Form 414, “Purchase 
Eye-Care Services,” which obtainable 
the Naval Supply Center, Oakland, 
the Naval Supply Center, 
employee will take both these forms 
representative the eve-care profession 
proved the medical officer. Previously, 
commanding officer will have negotiated 


with the members of the e\ 


arrangement 
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care protession whereby their services will 


rendered predetermined fee the Navy 

The prescription form will have intorma- 
tion filled the station regarding the man’s 
job. The completed prescription, signed the 
returned the supply 
purchasing the needed 


doc tor, will be 


the purpose 


provide this purchase, there 
have been negotiated two additional contracts, 
American Optical Company 
with the Bausch and 
(N77sx432). The 


prescription 


one 
(N7sx430), and one 
Lomb Optical Company 
tabrication the 
under the appropriate contract 

Upe n receipt of the glasses from the optical 


for the necessary glasses 


number 


company the supply officer, they are 
delivered the eye-care office where the pre 
ription was written, the purpose hav- 
the lenses checked and the glasses properly 
the employee’s tace. The glasses may 
delivered the employee who wear 
some other means 
The national associations the 
have shown great interest the 
Navy program, and quite probable that 
the commanding officers the various stations 
will contacted representatives these 
cieties before undertaking negotiations with 


very great extent the success 
this etfort depends upon the prescribing 
suitable occupational glasses for the 
workman. anticipated that cer- 
percentage cases the prescription 
rendered will different 

hich the profession would pre- 
scribe for man procuring dress glasses. 
example, crane operator should 


never allowed wear bifocals when 
working his cab; similarly, lathe 
operator, whose seeing requirement 
principally his working distance, 
should have considerably larger area 
close-vision correction provided 
set “industrial” bifocals than would 
given man who using bifocals for 
normal street and home wear. 

Although the program directed pri- 
marily providing corrective-protective 
lenses for those who need them, 
expected that considerable reduction 
many types accidents will result. 
injuries will prevented through 
the improvement vision provided 
the corrective feature the lenses. Ac- 
cidents due stumbling, failure se- 
cure lines properly, inability see prop- 
erly how wrench hammer work- 
ing, inability judge 
curately, and similar situations should 
materially reduced not eliminated 
entirely. 

also emphasized that deter- 
mination the trades and areas which 
are considered eye-hazardous, com- 
manding officer should consider for en- 
gagement work, any 


employee whose vision one eye 
either completely gone very poor, re- 
his occupation. Under 
circumstances should the Navy re- 
sponsible for injury indi- 
vidual who has remaining only one good 
eve carry him through his lifetime. 


arged, 


THE OPHTHALMIC ASPECTS ILLUMINATION, 
BRIGHTNESS AND COLOR 


FABER BIRREN 
NEW YORK, 


literature the field illumi- 
nation, brightness and color seems 
run cross-purposes. The contentions 
gineers often follow divergent view- 
points. Yet because there common 
interest—the human and the human 
organism one wonders why mutual 
agreement difficult reach. 

Possibly the reason lies the fact 
that the process vision versatile 
and enigmatic. The eve can see bright- 
ness differences order million 
one. can “see” with remarkable 
efficiency under intensities light 
order ten thousand one. This 
broad tolerance perhaps establishes 
wide area debate which some men 
may find good reason argue for low 
levels light and others for high levels 
both able defend their con- 
tentions. 

statements principle which are 
supposed express the needed require- 
ments for proper seeing conditions, the 
lighting field has been far more profuse 
than the medical field. Journals light- 
ing contain abundant articles which re- 
fer visual studies, works having 
ophthalmic implications. Among medi- 
cal journals, however, the literature 
scarce indeed. There has consequently 
been real need for gathering facts 
and data, for comparison notes 
among medical and lighting authori- 
ties, and for the concepts the oph- 
possible. 


THE AUTHOR’S INTEREST 
The author wishes make clear his 
interest illumination and color. His 


work has been concerned with 
practical problems and 
has during fifteen years gained substan- 
tial experience hundreds factories, 
schools and hospitals. 
has done little direct research vision, 
has tried and tested practically all 
the methods described article, 
working ophthalmologists 
and lighting engineers take advantage 
their specialized knowledge. has, 
ments trial-and-error draw- 
ing from them number conclusions 
which will reviewed. 


THE THEORY UNIFORM BRIGHTNESS 

The process human vision 
much neural ocular. Most atten 
tion sight, however, has been trom 
the standpoint optics. This perhaps 
has been sufficient for the lighting en- 
gineer and many ophthalmologists. Yet 
numerous misconceptions have arisen 
Severe use the eves, 
the broad sense, more 
than severe use other organs 
muscles the body. One seldom thinks 
physical exercise strain. There 
little reason conclude that man who 
uses his eves extensively 
working day any worse off than 
man who, during the same period, digs 
ditch. The eves, truth, 
quently lot “stronger” than the arms 
legs. 

Current the lighting to- 
day the theory that only environ- 
ment uniform brightness proper 
for safe and comfortable seeing. This 
not erroneous. The great trouble with 
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that its adherents are likely forget 
that light intensities, retlectances and 
brightnesses may have limits. 
There may too quick assumption 
that the condition uniform bright 
ness met, all will well. 

all, uniformity brightness 
simply because cannot 
readily Secondly, human 
including vision can respond 
sensations ebb and tlow, probably 
cause average experiences ebb and 
stant state overstimula- 
tion troublesome, monot- 

ony hardly any better. Changes the 
diameter the pupil will 
brightness. Images the retina, held 
constant, will none the less fade and 
out. Thus the lighting profession ever 
achieved its ideal bright- 
would have something definitely 
unnatural and disliked. 
would troubled rather than made con- 
tent 

the false conclusion that fatigue 
Within reasonable limits 
intensity, this quite untrue. The retina 
not easily Luckiesh writes: 
the compensating mechanism 
the visual processes may mediate bright- 
ness changes perhaps million one, 
reasonable assume that occasional 
changes less than hundred one 
not tax the eves sufficiently induce 
ocular strain any other 
lesirable effects.” 

Investigations clearly show that the 
may look alternately moderately 
high brightness and brightness 
vithout undue distress in- 

tance the major field view 
Trouble occurs chiefly when 
high and low brightnesses must con- 
urrentiy, rather than ac- 


cepted. Hence the theory uniformity 
not always valid, nor there reason 
accept some inviolable law 


THE PATHOLOGY 

That “ocular fatigue apparently 
due muscular rather than retinal fa- 
has been attested 
investigators. the 
eyes may subjected unfavorably 
low levels extreme glare, re- 
actions are noted higher rate 
blinking, dilation the pupil, increased 
There may also collapse 
sensitivity the outer boundaries 
the retina. Most these reactions are 
measurable, and convincing tests have 
been set with reference them. 

the pathology the 
work Ferree and Gertrude 
Rand still pertinent, even after twenty 
vears. 1911, the American Medical 
Association appointed committee 
study the effect different lighting sys- 
tems the eye. Such work 
sequently carried for several 
the best being contained 
article, “Lighting and the Hy- 
giene the Eye,” published the July, 
mology. 

discussing the detrimental effects 
high brilhancies the field view, 
Ferree and Rand noted the following. 

part the retina highly sensitized be- 
cause its accustomed exposure low 
causes sharp contraction 
the pupil. reduction the pupil 
breadth one-half means cut-down 
per cent the amount light 
entering the eve from the working sur- 
face. This case artificial lighting, 
when the eve already receiving too lit- 
tle light from the working surface, re- 
duces enormously the ease, speed and 
power sustain clear seeing the 


details that surface. Obviously, 
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the surface which should control the 
pupil’s reaction light that reaction 
working surface itself, not the source 
light. These abnormal contractions 
the pupil induced brilliancies many 
thousand times greater than are ever 
found any working surface are also 
extremely and irritating 
the sensitive iris. They doubtless lead 
unhealthy congestions the network 
blood vessels the front and back 
surfaces the ciliary body the 
train evils which may result there- 
from, and inflammations and conges- 
tions other parts the eye. need 
scarcely point out that hyperemia 
the conjunctiva soon takes place the 
result such exposure due this 
some other harmful reaction within 
the eye. not altogether improbable, 
too, that contraction the pupil 
largely excess the normal amount 
puts strain the muscles accom- 
modation because the automatic ten- 
dency the pupil reaction and accom- 
modation take place together 
more less fixed relation. 

“The presence bright source 
light other surface high bril- 
liancy the field view produces 
blinding effect through phenomenon 
known irradiation that is, the source 
seems surrounded broad and 
intense halo light, the intensity 
which falls off the source receded 
from. This serves confuse 
seeing direct relation the intensity 
the source and inverse relation 
its distance from the line sight and 
the brightness the remainder the 
field vision. Two causes this phe- 
nomenon may noted: the scattering 
light the refracting media the 
eve which serves throw overlay 
unfocused light the image the 
working surface; and induction 
spreading the excitation the retina 
produces similar overlay sensation. 


“The presence high 
the field view produces distur- 
bances the control the mechanism 
the adjustment the eve which rap- 
idly lead the fatiguing the muscles 
adjustment, and the loss power 
sustain the precision adjustment 
needed for clear seeing. 

too high, may cause 
actual damage the retina itself. 
These may take the form congestions 
detach- 


and inflammations, scotoma, 


ments, 


DAMAGE THE EYE 

continue with the findings Fer- 
ree and Rand, becomes obvious that 
efforts accommodation cause 
the most trouble. Where trom light 
sources, walls, equipment create 
blurring effect, the eve will struggle 
(without avail) see clearly. This ac- 
literally set long chain events 
ranging from ocular fatigue general 
debility throughout the body. 

Pathologically, accommodation 
strain leads hyperemia congestion 
the network blood vessels just 
front and behind the ciliary muscles. 
The congestion this so-called danger 
zone the eve leads turn in- 
creased flow fluid into the anterior 
chamber from the blood vessels the 
anterior border the ciliary muscles 


and into the vitreous chamber from 


the posterior border these 


muscles, perhaps also through the prod- 
ucts the congestion 
blocking the drainage angle 
between the iris and the base the cor- 
nea. This disturbance the normal bal- 
ance income and outgo fluids into 
the interior the eve results slowly 
developing hypertension which may 
relieved, the coats are weak. 
vielding along the 
ameter the elongation the 
ball, and the coats are the hy- 
pertension results damaging pres- 
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sure the delicate structures the 
retina and nerve-head slowly de- 
veloping 


CONSIDERATIONS 

ophthalmologists 
lighting engineers agree that extreme 
brightness differences the 
view are objectionable and actually dele- 
chief area dispute, there- 
fore, centers around degrees intensity 
for For the most part, the 
medical field tinds reasons skeptical 
high intensities, while lighting au- 
thorities continually favor higher levels. 
this article concerned pri- 
marily with such debate, effort will 
made (on basis personal experi- 
ence) arrive practical norms and 
sible support them. 

The credo brightness 
means allows for any degree light 
There are very detinite limits 
for foot-candle recommendations, such 
limits being set the surface bright- 
ness existing factory, ottice, school 
and hospital equipment, and the 
lectance average human 
other words, the rule must meet the 
onditions; 

destroy the rule. 

However, levels themselves 
have the importance which many 
attach them. Simonson 
Brozek recent study 

\pril, 1948) state: il- 

iled note much difference ocular 
tigue under different light levels rang 
from 300 foot-candles. After 
very complete set tests involving 
size, abduction and 
luction power, accommodation, con- 
rgence, brightness discrimination, plus 
ophthalmograph measurements, Si- 
onson and Brozek found 


tation that fatigue trends resulting 
from visual work must produced 
components which are common 
levels. 
level means the all-important 
variable for the development visual 

support the above, the tollowing 
statement Ferree and will 
probably meet with the approval 
who has made devout study 
too often overlooked many critics 
high light levels. “If, 
ample, the light well 
the field vision and there are ex- 
tremes surface brightness, our tests 
indicate that the eve, far 
the problem lighting concerned, 
That is, when the proper distribution ef- 
enough give maximum.discrimination 
detail may without caus- 
ing appreciable damage discomfort 
the eye.” 

The obvious. Poor see- 
fault lighting but the poor control 
elements being illuminated. 
control poor, the illumination nearly 
always must kept relatively dim. 
However, the control good, light 


conditions are not 


levels may safely raised, both for 
seeing and for better comfort. 
Too much emphasis has been given 
light enough the objects, 
areas and surfaces which light 
signed reveal. David Katz has 
remarked: “Seeing not matter 
looking light waves such, but 
looking external things mediated 
these waves; the eve has instruct us, 
not about the quality the 
light coming from external objects 
any one time, but about these objects 
The more study one gives 
seeing the more one real- 
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izes that matters brightness and color 
are vital. these days when the light- 
ing industry efficient 
lighting sources, the problem intensi- 
spects, far more complex “en- 
the setting interior than 
the lighting system itself. 

Physiologic and 
must reckoned with, for there are 
few positive rules accepted which 
disregard them. Logan has point- 
out that the human nervous system 
always state activity. All sen- 
sations are modified activities within 
the organism. Response never di- 
note light source constant inten- 
sity will seem none the less. 
Much lighting research, the opin- 
ion the writer, has disregarded this 
fact. great deal has been re- 
stricted what may termed 
tests, with the entire field view 
more less neglected. The eve has been 
studied light-responding medium, 
many investigations forgetting that vi- 
sion involves complex neural process. 

Ferree and Rand have well stated 
the visual development (ac- 
commodation, brightness, convergence 
“The eye has grown under daylight. 
Under this condition only three adjust- 
ments have developed, and indeed only 
three are needed: the reaction the 
pupil regulate the amount light en- 
tering the eye and aid the lens 
focusing the light from objects differ- 
ent distances, and accommodation and 
convergence bring the object the 
principal axis the lens and the image 
the These adjustments 
tend co-ordinated. When they are 
separated, trouble encountered. High 
brightness the field view, 
lated the task, may cause disrup- 
tion. The eye will thereupon struggle 
set things right. striving clear 
its vision ineffectual maladjust- 


ments the cause what commonly 
called 


THE WORK LUCKIESH 

done more promote the cause good 
lighting and good seeing than Matthew 
other man his has been more 
criticized, misquoted 
Largely through the efforts 
the science seeing has been 
well developed and brightness engineer 
ing has become recognized, practical 
art. must remember that 
has been active for generation. 
has progressed, and his ideas have 
changed and improved. Yet some his 
and 
still 


work, twenty 
probably inadequately founded 
attacked. 

Luckiesh has always championed high 
light levels. has, the same time 
noted the importance light control 
High visibilitv, ease 
seeing and good seeing conditions 
are overwhelmingly the result good 
brightness Although 
kiesh has continually stressed the need 
for such brightness engineering, many 
his recommended foot-candle levels 
have been unfairly criticized 
gators who have ignored brightness 
gineering entirely. 

Luckiesh, for example, has spoken 
surgeon who objected 2,000 foot- 
candles light over operating table. 
The use white towels around the in- 
cision and cavity made glare intolerable. 
Here, Luckiesh has pointed out, light- 
ing was not fault, but the control 
it. With the towels properly colored 
softer tone green, glare was 
destroyed and the 
candles made useful, efficient and com- 
fortable. 

The writer, being colorist pro- 
fession, has naturally recognized the im- 
portance brightness engineering. 
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has also been extremely conservative 
his lighting recommendations, favoring 
foot-candles far oftener than has 
favored 50. Light levels cannot con- 
sidered independently surroundings! 
reading room having mahogany furni- 
ture, dark and walls will quite 
show that high light levels 
are objectionable. Yet make point, 
not the intensity the light that 
generally fault but the lack 
brightness the furnishings 
which, being dark comparison, pro- 
control brightness, not light alone, 
all-important one. 


LIGHTING INTENSITIES 

Not many ago the lighting 
worked out prescribed levels 
lists were printed, analyzing 
seeing tasks and setting forth 
precise recommendations for 

The problem, course, was not quite 
this easy, and brightness 
began replace light meters. did 
not take much time learn that light 
levels could not indiscriminately rec- 
ommended. the surroundings and 
equipment room were dark and 
could not changed the seeing con- 
lition grew worse more and more 
light was added. Conversely, the sur- 
roundings were too high 
above per cent), more light made 
the condition more blinding. The an- 
wer not possibly foot- 

indles and light meters but 
imberts and brightness control. 

recent years ophthalmologists and 
lispute with each other over “how 
light should used. may 
ranted that lot light makes the 
bjects the world more conspicuous. 
authority may claim that high lev- 


els are not only superior from the stand- 
point efficiency, but adequately safe 
and hygienic. “Reading easier under 
100 foot-candles than under foot- 
hand, many other investigators have 
come forth with other contentions. 
our tests 550 people varying age 
around per cent preferred for read- 
ing 10-point type [like this], 
similar kinds work less than 
Ferree and Rand. 


such debate one vital point 
tancy phenomena (to mentioned 
human vision quite indifferent 
light intensity. operates 
well under widely 
research has ever proved 
difference 100 for light intensi- 
ties that varied 100 foot-can- 
dles. Nor have any studies the 
edge the writer proved that ocular 
fatigue any worse under dim light 
than under brilliant light. Nature 
apparently intended that man was see 
efficiently from dawn dusk, cloudy 
weather and sunny weather. Within rea- 
sonable limits, light intensity minor 
consequence. The control light, not 
light itself, the real problem. 

cuss ideal illumination 
the same time paying attention 
surface brightnesses throughout en- 
vironment, much eminent work has been 
luminating Engineering Society and 
the Medical Research Council and De- 
Research the British Government. 
writes: “Lighting cannot made 
good avoidance glare, even 
distribution, colour, quality, and on, 
the illumination provided 
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quate: any more than can made 
good ample illumination without oth- 
suitable conditions.” 

the British research, attention was 
given such primary factors size, 
contrast, time and brightness (or il- 
lumination). Workers the National 
Physical Laboratory London were 
used determine the 
maximum levels necessary perform 


set visual tasks for contrasts ranging 


trom black and white subtle varia- 
tions gray. One hundred per cent 
performance occurred that level 
illumination which the seeing task 
efficiency per cent 
was reached when correct 
identification was per cent the 
maximum rate. 


solved. 


Ophthalmologists know that most vi- 
sual tasks may performed with fairly 
equal skill under widely different light 
intensities. Starting with total darkness 
there sharp rise seeing ability 
when foot-candles are reached. 
Efficiency may then rise light inten- 
sity rises, though slower rate. How- 
ever, where efficiency per cent 
may reached low level, per 
cent efficiency may require three times 
the amount light, and 100 per cent 
efficiency may require ten hundred 
times more. 
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FOOTCANDLE INTENSITIES 


FIG. 1—Seeing efficiency rises rapid rate for 
relatively low intensities light (up about 
foot-candles). Improved efficiency beyond this value 
may demand multifold increases illumination. 


This situation graphically illustrat- 
figure his report Weston 
mentions that per cent visual per- 
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formance may accepted standard. 
The practical advantage this quite 
apparent. For per cent efficiency 
achieved relatively few foot-candles 
illumination, and extra (or 
more) per cent requires ten more 
times the intensity light, there 
little justification for extravagant light 
ing systems. (Indeed, they 
other serious problems mentioned 
later.) quote Weston: “The lower 
limit the 
values can remain its present value 


foot-candles, 


range recommended 


roundings are most favorable, reason- 
are possible, and crude visual tasks can 
per English factory lighting 
ommendations, however, favor foot 
candles minimum. 

The setting upper limits more 
speed and accuracy vision the 
der per cent, about 
candles appear necessary for some 
industrial tasks. may said once, 
however, that illuminations approaching 
this value are only needed the work 
itself and should confined it. And 
the work may occupy only 
area, great difficulty expense may 
high 

Thus where tasks may extremely 
difficult, the line shown figure may 
follow different course. High intensi- 
ties for artificial light, however, have 
practicable and economical 
general room illumination. 
said, for example, that 
above foot-candles seem necessary, 
added localized lighting may 
logical solution. 


IDEAL LIGHT LEVELS 
perhaps true that lighting en- 
gineers frequently favor high levels 
illumination. They may seek prove 
their contentions through tests requiring 
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thalmologists, the other hand, fear- 
ful glare and visual shock, may favor 
conservative levels and may satistied 
with less than perfect Specitic 
recommendations intensity are haz- 
ardous set unless other factors (such 
wrote: vast majority industrial 
operations can carried out 
mum efficiency with illumination in- 
tensity the neighborhood foot- 
candles and many these operations 
can done equally well foot-candle 
where contrasts and sizes details 

more recent study made the 
the Harvard Business School 
Alfred Holoway and Doro 
thea Jameson found reasons state 
that: “The amount light falling 
the working should the 
order foot-candles. the average 
case for reading rooms and offices, 
day, there need for higher amounts 
This conclusion, with prac 
tically all others, subject question. 
Certainly high visual efficiency needs 
lot light, while one were think 
terms comfort alone, low levels 
might seem preferable. 


countered, between and 
portant. certain that continued use 
the eves, especially for fine work, 
nder values order per cent 
these intensities will result 
rain and funetional inefficiency, with 
organic damage. correspond- 
ing increase these intensities hun- 
will probably also result eyestrain 
ocular fatigue unless adjustment 


made the quality and distribution 
the 

the experience the author has 
encountered far more complaints about 
light than about light. 
This true these days 
achieved with sources. Light- 
ing engineers are well aware 
Morgan has written: “As engin- 
cannot shrug off complaints 
bad lighting with the statement that the 
complaints are largely 
patient client with psychosis suffers 
just acutely one with 

general may said that for 
average tasks and average environ- 
ments having relatively dark equipment, 
the eve tinds comfortable and efficient 
thor has used levels between and 
foot-candles with excellent success for 
reading tasks well for many jobs 
industry. That such light levels are 
ample brought out analysis 
the British methods and data. 
light levels may deter- 
mined with fair degree confidence. 
The gap the letter (pica 
inches .O15 and angular size 
about 3.5 minutes. there 
tance difference per cent (the type 
per cent and the paper 
per cent), cent visual 
reached under foot-candles illumi- 
nation and per cent under 
candles for per 
thus seem superflu- 
ous. (For extreme accuracy, local light 
could added. 

the study Simonson and Brozek, 
100 foot-candles were found opti- 
mum. This conclusion, however, can 
interpreted local light 
sources rather than room illumina- 
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tion average common error among those in- 
ance, efficiency rose steadily experienced the science 
level There was and color use faulty judgment. 
further slight rise toward typical case point, person may 
candles, followed drop that because machine shop 
tor levels above this. The research in- business office may contain dark 
volved exceedingly difficult seeing and dark equipment, extra illumi- 
nation and exceptionally pale wall colors 


ate 

4 


BRIGHTNESS ENGINEERING 

Tinker has given general re- 
light intensity. such visual tasks 
reading good-sized print (10- 


should introduced way com- 
pensation. This, course, would serve 
only aggravate poor secing 
contrasts em- 


tion, for 


phasized, acuity (and would 


great 


where one’s are normal. For situa- dark equipment and dark could 
tions comparable the reading news- changed, good practice would de- 
print, foot-candles should that the wall tones kept soft 


reading handwriting and other com- 
parable tasks, foot-candles seem 
desirable. For tasks comparable dis- 
crimination 6-point type, there should 
foot-candles. And for the 
most severe tasks encountered work- 
day situations, foot-candles will 
experimental evidence 
that indicates need for over 
candles intensity for 


intensity, however, but 
one factor designing efficient and 
comfortable seeing condition. 
conclusions would best apply inte- 
riors having fairly dark equipment, for 
here they would practical. 
tion, however, must planned with 
careful attention paid also the re- 
flectances all surfaces which lie with- 
the room area. personal with 
the author (based his own experi- 
ence) avoid excessive brightness 
the field view—either the form 
intense light which ap- 
proach the value white. This leads 
the all-important consideration 
brightness engineering. 


colors 


and order thwart unfavorable 
eve adjustments, efforts accom 
modation and the like. 

The effect surrounding brightness 
visual acuity has been 
Lythgoe England and simply 


SURROUNDING 
=> | | | BRIGHTNESS 
BRIGHTNESS 
INCREASE SURROUNDING BRIGHTNESS 
FIG. 2—Effect surrounding brightness visual 
acuity, with the brightness the task held con 


surrounding brightness equals the task brightness 
Higher values cause a pronounced drop in 


(After Lythgoe.) 


acuity 


task kept constant, and the sur- 
rounding brightness gradually raised, 
visual acuity will improve. 
provement will gradual and constant 
and will its maximum when the 
surrounding brightness slightly lower 
than, equal to, the task. When the 
surrounding brightness exceeds that 
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the task, there falling off 
performance. 


Yet the use bright wall colors 
constantly being promoted throughout 
American industries, and schools. 
Hardy and Rand have written: 
certain conditions extreme contrasts 
are desirable, when object near the 
threshold acuity must made visible, 
but, general, pronounced 
vision contribute ocular 
and the production fatigue. This 
especially true when the eye its move- 
ments must subject the central portion 
the retina frequent sudden 
changes intensity stimulus: the in- 
ability the macula meet these de- 
mands for repeated rapid adjustment 
results temporary partial blindness 
central For comfort 
the entire field should well 
and evenly illuminated, with perhaps 
mild the area the working 
plane is 


There does not seem much ques- 
about it: one cannot come con- 
clusions about without 
same time taking adequate care the 
control brightness throughout en- 
vironment. The two must hand-in- 
hand. Those who deal 
tion alone and disregard surroundings 
will attain results. 
debate light intensity will clari- 
ire dark color, too much will 
prove distressing. retlectances are too 
high, added light may cause too much 
vhere the environment fault 
More light generally 
And because more light 
safely and comfortably engineered 
floors, equipment and furnishings 
are reflectance, would seem 
logical and humanistic 


out darkness rather than slip 
back into it. 


BRIGHTNESS RATIOS 

ratios are given constant 
reference these days lighting publica- 
tions. said that the ratio sur- 
rounding brightness task brightness 
should unity for best Other 
have proposed limits 
brightness ratios are important, they 
problems. chief criticism 
ratios may engineered 
thought mathematically “right.” 

tionable, quite relative thing. can 
reduced (a) the actual elimina- 
dow glare, for example, best met 
room. Use pale colors alone may 
prove inadequate and may, fact, in- 
terfere with good seeing condition 
introducing uncomfortably 
tances. 

study made the Public 
Buildings and the 
Public Health Service Washington 
has revealed interesting data the ef- 
fectiveness brightness and color 
achieving pleasant and efficient seeing 
condition, the experi- 
ment are shown figures and 
Table contains certain brightness data 
and worthy study. 

For the original condition, the great- 
est brightness the field view mea- 
sured 1195 foot lamberts. The lowest 
brightness measured foot lamberts. 
Ratios varied 100 and over. The 
room had average level 10.5 foot- 
candles. 

new lighting svstem, designed de- 
liver about foot-candles (condition 
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FIG. 3—Condition 
brightnesses. 


FIG. 4—Condition 
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P.B.A. study showing origin: 


study. Here new lighting 


but without color changes. 


system 
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FIG. 6—View Caterpillar Tractor plant before application light colors walls 


and ceilings. 


7—View Tractor plant after color has been introduced, but with 


no change in lighting. 
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PRACTICAL 


LESS 
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TASK AREA 
BRIGHTNESS 


+ 


REFLECTANCES 
Principle. The relationship existing between brightness (reflectance) and light intensity 


r efficient and comfortable seeing. This diagram assumes the existence of an even distribution of illumina 
Where reflectance differences are excessive between the task area (equipment, machines, desk tops, 


and the surrounding area (walls, floors), light 


levels must be restricted in order to avoid ocular 


uc. High levels intensity become practical only where the surfaces and areas the field view 
ive a relatively small reflectance difference Ideal reflectance limits for average interiors (except ceilings) 


between 40 and 60 per cent 


the trim per cent. 
tances would considered extremely 
low many lighting authorities. Yet 
they brought about excellent brightness 
atios (lacking where illumination only 
had been which agree with 
ists and illuminating engineers. 

What color (without change 
may accomplish also well 
raphed the Caterpillar Tractor plant 
Peoria, 

the matter one 
should not overlooked. Average 
uman reflects about 
cent light. Because practically all 
are engineered for human oc- 
upancy, wall tones (and the colors 


Hoors, equipment machines) should 
not very high brightness. they 
are, human appearance will 
Halos may appear about faces, and skin 
tones may grow deep and muddy. Too, 
the compelling attraction the bright 
surrounding may set dis- 
tractions make the concentration 
attention tasks quite difficult. 


NEW STATEMENT PRINCIPLE 

diagram form the points discussed 
far this article. Light intensities have 
frequently (and wrongly) been recom- 
ment. Similarly, brightness engineering 
and brightness ratios have been studied 
without adequately limiting 
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tances that can agreeably tolerated 
the eye. 

ordinate many factors and establish 
optimum light levels terms the 
retlectances that may exist within 
interior. Not all persons have access 
light meters brightness meters 
when deciding upon lighting system. 
Indeed, such instruments, accepted 
with too much orthodoxy, may readily 
lead erroneous conclusions. However, 
because the reflectances average sur- 
faces and materials are easily deter- 
mined, one may intelligent job 
illuminating engineering the conclu- 
sions figure are kept mind. 

This diagram assumes the existence 
lighting system that gives fairly 
even distribution light and prop- 
erly shielded overcome glare. an- 
alyzing retlectances and reflectance dif- 
ferences, the ceiling interior may 
disregarded being out the nor- 
mal range vision. (Ceilings gen- 
eral should white off-white.) 
reflectances, such major 
areas are found walls, floors, 
equipment, machinery, furniture, desk 
and table tops, should consid- 
ered. The purpose find the widest 
difference brightness task area and 
surrounding area and judge light in- 
tensity from these figures. the great- 
est brightness differences happen fall 
entirely within the surrounding area 
(walls and floors) the recommendations 
the diagram should applied from 
these findings. 

Where reflectance differences may 
greater than 80, not safe use 
more than foot-candles light. 
flectance differences are determined 
subtracting the lowest brightness figure 
from the highest brightness figure. Thus 
room having black floor reflecting 
per cent light and white table 
top reflecting per cent would have 
brightness difference 80.) 


Where differences may 

Where retlectance differences may 
between and 60, safe use 

Where retlectance differences may 
between and 40, safe use 

between unity and 20, foot-candle levels 
the best all seeing conditions 


brightness engineering and allows for 
high intensities. 

number practical conclusions are 
drawn from figure Foot-candle 
intensities cannot raised very high 
levels the major areas the seeing 
However, brightness ratios are 
duced, light intensities may increased. 


Yet while all-white (or 
environment would also without 
flectance difference and 
light, will noted that such condi- 
tion not recognized suitable 
sirable the chart. Here where the 
writer parts company with the theories 


many brightness engineers. 

For ideal comfort and efficiency, sur- 
face reflectances (as previously men- 
tioned) should not greatly exceed the 
plexion. Indeed, many 
metal) involve materials having low 
brightness and hence should not have 
brilliant surroundings. The preferred 
range “values” the design 
interior between and per cent 
reflectance. Areas normally dark (floors 
equipment, furniture, machinery should 
raised toward the per cent level 
where practical. Conversely, areas nor 
mally bright (walls) should lowered 
brightness toward the per cent 
level. This will help effect pleasing 


average 
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which light dark details 
will both have good 

where critical tasks 
high intensities seem necessary, may 
light sources than raise the level 
the entire room. 

Vote: stated and oth 
ers, the task itself, such reading, may 
have maximum contrast black and 
white for good acuity. The generaliza- 
tions above refer mainly the imme- 
diate area background the task 
and the distant and peripheral ele- 
ments 


PSYCHOLOGY SEEING 

High brightness (produced either 
lighting fixtures brightly 
nated colors high reflectance) has 
been the subject many patent conclu- 
sions and tends verify the statement 
that per cent reflectance good 
upper limit. Luckiesh writes: “It may 
that brightnesses some- 
what lower than those the central 
field are generally most desirable. All 
those the central field are definitely 
undesirable.” the same vein, Ferree 
ind Rand reported: “The presence 
high brilliancies the field view pro- 
luces strong incentive for the eves 
hich incentive must 
effort. The result this op- 
osition control against 
incentive tire the eve 
uickly and make lose the power 
istain the precision adjustment 

eded for clear seeing the 
\gain, there are definite psvchologic 
actors noted. Harmon has 
bserved that the human organism 
orient itself the brightest area 
environment. High brightness may 
ondition the body for avoidant (big 
iscle) activity and make adient ac- 


tivity difficult not impossible. Physi- 
cal tasks may well 
brilhant environment, tasks requir- 
ing severe mental concen- 
tration are best performed against softer 
and less aggressive backgrounds. 

Where interior may generously 
lighted and where walls and furnishings 
may all the brilliant side, the psy- 
make-up individual may 
sedentary tasks. the emotional sense, 
extreme room brightnesses tend draw 
attention the room large, invite 
wandering interest. More suppressed 
colors draw attention details within 
the room and set effective aids 
concentration them. 

There are number other psycho- 
logic manifestations 
ness and color. Kurt Goldstein writes: 
“As matter fact, the whole organ- 
through different colors (and 
swung toward the out- 
erworld withdrawn from and con- 
centrated toward the center the or- 
speaks disturbed equi- 
librium, different estimations time, 
weights, lengths, under different colors 

complex phenomena which may one 
day have much influence upon man’s ap- 
plication light and color. Brightness 
may associated with de- 
termined deeper environ- 
ment may create condition medi- 
task.” 

Perhaps some the objections raised 
brightly environments 
encountered have 
origin the psychologic 
physiologic aspects vision. 


CONSTANCY PHENOMENA 


the psychologic realm illumina- 
tion and color are the strange phenom- 
ena embraced the study 
constancy. Here field inquiry al- 
most wholly unrecognized lighting 
engineers and, little under- 


i 


stood ophthalmologists. Color-con- 
stancy has with the curious ability 
the human eye see the world 
color normal under widely different 
conditions illumination. white sur- 
face will appear white, for example, 
whether seen full sunlight the 
dim shadow. Colors sensations are 
quite independent light energy 
intensity. 

Constancy phenomena are what usual 
upset any research devoted light 
intensity alone. Man the course 
day—or quite unconscious 
the that daylight varies 
tremendously. sees just about well 
winter summer, the morning 
all curious that two schools thought 

one favoring low levels and one high 
exist one and the same 
time. One wonders how long will 
before the phenomena 
stancy are properly understood and how 
long before inquiries into ideal light 
levels (conducted over and over again) 
will abandoned for data 
tinent the true nature human vi- 

While attention may paid bright- 
ness only, psychologic fact may contra- 
dict physical fact. Although 
zontal areas gray desk may, 
lighting arrangement, 
more light into the eye than vertical 
white wall, gray will still seen 
gray and white white regardless. 

perhaps easy appreciate that 
white wall large industrial inte- 
rior may relatively free glare be- 
cause its distance from the eye. Yet 
white wall small office room— 
with identical appearance—might 
uncomfortably glaring. 

One led feel that both lighting 
engineers and ophthalmologists have 
much learn the psychologic aspects 
illumination and color. Foremost, 
perhaps, the persistent evidence that 


ay 
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subjective factors are every way 
vital objective ones, that orthodox 
rules and laws regarding levels 
lumination, set brightness ratios, and 
the like will never prove adequate un- 
less and until the sensory make-up vi- 
sion simultaneously contemplated. 


PROMOTION SAFETY 

many instances improved industrial 
and reduced the frequency 

average illumination from foot- 
candles lowered the frequency rate 
per cent. another plant rise 
foot-candles from reduced accidents 
per cent. British investigation 
the printing industry showed that the 
efficiency the night staff went 
per previous performance 
when the foot-candle level 
20-25 foot-candles. 


Through the introduction color 
alone, equally impressive results have 
been achieved. safety code designed 
the writer collaboration with 
Pont has well demonstrated its value 
actual practice. this code, yellow 
used mark strike-against, stumbling 
and falling hazards, orange for acute 
hazards, blue for electrical controls, 
green identify first-aid equipment, 
and red for fire protection. release 
the Army service forces revealed that 
accident frequencies some govern- 
ment plants were reduced from rate 
46.14 5.58. one Quartermaster 
depot, disabling injuries were cut from 
13.25 6.99. 

one Eastern industry 
38,000 workers, the application the 
color code effected drop frequency 
accidents 27.5 per cent. Although 
this had important bearing human 
welfare and safety, its dollar value was 
equal $300,000.00 over yearly pe- 
riod. The code now broadly accepted 
throughout industry and is, for example, 
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mandatory standard all shore es- 
tablishments the Navy. 


CONCLUSIONS 

problems illumination, bright- 
ness and color the creation ideal 
seeing conditions are complex. They 
cannot solved from 
optics alone, for important physio- 
must all considered. 

Seeing and comfort are not 
assured merely through light 
tensity. The errors the past 
are here exposed. Most arguments for 
higher levels the past have assumed 
hat more light would helpful. 
application, however, higher levels, 
without attendant adjustments 
brightness the environment, often 
have caused glare and unfavorable ex- 
tremes which have both wasted light 
and handicapped vision. 

Similarly, most arguments against 
higher levels have not been sound 
cause they too frequently have been 
conducted environments which were 
not well controlled. That strong light 
“hard” the eves particular con 
dition may not prove that the illumina- 
tion fault but rather that the con 
lition may wrong. With the condi 
brightness, the same light may become 

finitely satisfactory. 

the main, the equipment 
room dark color and cannot 
hanged, light levels beyond 

ot-candles may cause trouble. high- 

brightnesses can introduced 
quipment (but not reflectances 

light levels may also introduced 
very excellent seeing conditions may 

achieved. 

Thus great increases light intensity 

average American offices, factories, 

hoolrooms will not practical unless 
tremendous amount co-operative ef- 


fort brightness engineering shown 
fabricators flooring materials, 
desks, filing cabinets, machinery, wood- 
work, paints, etc. 

Until then, and for average seeing 
tasks encountered today average 
teriors, light intensities approaching 
foot-candles satisfactory. Fairly 
critical tasks may performed 
under from foot-candles. 

room illumination should not 

except under very carefully controlled 
necessary, 
sources should introduced 

Low brightness contrasts are desir- 
able. should overcome. How 
ever, the theory uniform brightness 
both impractical and misleading. See 
its best where the brightness 
the task moderately exceeds the bright- 
ness surroundings. Monotony 
should avoided. 

more study should given 
the aspects vision, 
such phenomena color-constancy. For 
the seeing process the brain, the 
make-up the individual, 
well the organ sight alone. 
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ENGLISH EXPERIENCE 


CHELTEN HAM, ENGLAND 


objective relate experiences 


engineering work undertaken, and 
explain what manner interest 


their visual problems was aroused. 


first serious acquaintance with eye 
sight and industry was early the late 
War, when became aware that out- 
patient department was receiving un- 
duly large number patients from one 
particular factory. The ordinary routine 


584 
16. 
4. 
21. 
39. 
26. 
28. 


INDUSTRIAL OPHTHALMOLOGY 585 


there was more the than 
merely glasses; particularly 
upon taking case histories certain de- 
particularly decided that 
only visit the factory question 
could possibly put touch with all 
the the problem. 


approached the management rather 
view the fact that much 
their work was secret character, 
and that was received with the 
kindness. After prolonged 
learned that the management was 
serious problem. Many com 
plaints were being received from men 
and women that the fine work was ruin 
ing their eves, producing headaches, 
This was serious state affairs 
many these people had passed 
through fairly long expensive 
courses the training school, and 
lose this trained personnel was serious 
natter 
Investigation showed that there had 
wen real attempt mede weed out 
tarted, divide the accepted train 
into and those 
suitable for very tine work. This 
tate affairs had tackled di- 
iding the investigation into two fields: 
rstly, the setting the best visual 
that could applied, largely un- 
personnel, thus eliminating 
beginning applicants unsuitable 
isual standards and also passing those 
good visual acuity and muscle balance 
the training school—at the same 
referring all doubtful cases 
and secondly visiting those 
med exist and investigating 
spot whether the type work 
way blame for the com- 
laints. Now this investigation was 


have worked industrial undertakings 
will well know, operation de- 
partment becomes “trouble 
rumors will spead like infectious dis- 
case anxiety and 
management alike, the whole semipanic 
being more often than not based 
foundation. important there- 
fore cause and effect the 
earliest possible the reputa- 
tion not established that certain 
work ruins the eve-sight. 

this stage will quote some 
miples where purely optical aid would 
timing hairsprings watch assembly. 
This was done using piece 
paratus which the operator 
watch the balance under test oscillating 
vhether there was any loss gain over 

period time. This was most 
stroboscopic apparatus and this the 
operator only had watch large neon 
light flashing scale and adjust the 
spring until the light was steady one 
position the eyes compared 
with the original test. The second 
tailed the adjustment rotating cup 
that ran true all directions. In- 
vestigation showed that part this op- 
eration could only done working 
with one closed, tiring task when 
done for hours end, The substitution 
dial indicator for the visual method 
soon relieved the strain. And, thirdly. 
was crop complaints from the 
users binocular microscope, all con- 
vinced that the lighting system this 
instrument was the cause their 
troubles. had not tried the apparatus 
for very long before realized that the 
displacement prism some acci- 
dent had the effect producing 
marked artificial hyperphoria. The sub- 
stitution another instrument cured 
their troubles. 


| 
E 


ra 


Now obvious that not one 
these problems would have been solved 
had one remained one’s own consult- 
ing room. Leaving other peoples’ diffi- 
culties and considering own, went 
down the factory first visit 
feeling fairly happy that knew most 
the answers from the ophthalmic 
point view, but soon realized that 
was expected know fair amount 
about engineering, great deal about 
lighting, and certain amount about 
psychology, that round in- 
spection progressed, more and more 
realized that further study these 
subjects was necessary were fulfill 
function. Taking only one these 
items—lighting such extensive sub- 
ject that hours could occupied upon 
discussing this alone. But there are 
few facts ophthalmologists should 
certainly know. The three main types 
artificial light used industry are the 
metal filament, the gas discharge and the 
fluorescent lamps. The metal filament 
lamp fair efficiency but color 
matching indifferent and heat losses 
very wasteful—about per cent 
light per cent heat. The second 
type hopeless for color matching but 
more efficient regards light for 
given input electrical energy. The 
fluorescent lamp relatively good 
color matching, and efficiency one 
the best from the illumination point 
view. The installation all these forms 
illumination should conform cer- 
tain standards. Adequate light must fall 
upon the work hand. Contrast and 
deep shadows should avoided, but 
well remember that for certain 
operations directional lighting 
portant because the edges some sub- 
stances are ill defined unless some 
shadow thrown. brightly polished 
surface involved, specular reflection 
should avoided. The whole fittings 
should installed such way that 
the source light does not obtrude it- 
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self into the visual tield. This most 
important lighting where 
unpleasant very noticeable 
the tube placed such manner 
seen the peripheral The 
ultraviolet used excite the 
source worry some, but the amount 
which not absorbed the tube and 
its internal coating greater than 
the conventional filament lamp. The 
stroboscope effect is, course, most 
marked the gas discharge 
escent lamp, but contrary 
pectations seems cause little com 
plaint and its effect greatly reduced 
installing the lamps the staggered 
phase system. Lastly and means 
least the field illumination must 
considered ventilation. Heat present 
inseparable illumination and 
many cases fatigue put the debit 
artificial light are fact due 
improper ventilation too great 
diation local heat. 

not subject for any 
ophthalmologist attempt master, 
but general knowledge workshop 
practices will undoubtedly help oph 
thalmologist who interested indus 
try. met all angles, the 
fear lost sight and 
thing, are phobias all too easi 
aroused and not caught early, dif 
ficult eradicate. have found 
most get the older workers 
trained technic accept different 
procedure, thus man always using 
monocular loupe will not easily change 
binocular vision and such changes 
are contemplated feel that the worker 
must trained from the beginning. 
Prejudice the managerial side not 
always absent and the attitude that, 
was good enough for and therefore 
good enough for them” still met. 
Often, however, prejudice based 
lack understanding. 
the various types eves, 
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have found myopes excellent close 
work, nor are any 
produced. High hypermetropes often 
are not suitable for near work, particu- 
larly those with errors, but 
better coarser operations. ()ften 
the lower hypermetropes present diffi 
culty because they 
error, and their grumble is, not that they 
cannot see, but their discomforts. 
also worth while consider what 
type operation particular person 
going on, because certain types 
needed. good deal work the fac 
vith the glass, and there- 
fore the question stereoscopic vision 
does not come in, and the operator who 
only one good eve seems manage 
If, the other hand, some 
the operations are done 


CCl 


eve essential that there should 
1M good stereoscopic vision. 

the question glasses there are 
certain things which are interest. One 
often tempted “push the plus” 
the case people performing 

ork but this done too freely, con- 

herefore important not over 
lo, incorporate prisms offset this 

thing not yet know and 
is: Does prolonged use plus 
risms produce any symptom early 
esbyopia? The answer may re- 

iled later vears. The use glasses 

unconventional should not 
where the work calls for such 

regards “hazards” the majority 
the ordinary textbooks. One 
ing emphasize the danger the 
first-aid attendant. almost 
very plant one will find some 


1 


has created reputation for his 
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ophthalmic dexterity, and his mode 
operation wide and varied. ex- 
tracting foreign bodies will use any- 
none which will sterile. Such 
will not easy, the cus- 
tom. Particularly does this appear the 
case foreign bodies moving high 
speed. essential get such cases 
properly examined early 
ophthalmic surgeon. Most you 
are aware how easily penetration the 
globe can take place with only com- 
paratively insignificant feeling dis 
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SOME UNUSUAL ORAL LESIONS 


Sace, M.D. 
INDIANAPOLIS, IND. 


purpose this paper pre- 
ing and comparatively unusual lesions 
the mouth. effort has been made 
group similar lesions together that 
comparisons may made. hoped 
sions which are often ignored over 
ooked 


There reason why oto 


aryngologists should not examine the 
throat. Some authorities 
more can told regarding the onset 
certain blood and vitamin 
ficiencies careful examination the 
gums and tongue than 
physical observation. The 
“Red raw tongue, red raw might 
also applied the oral mucous mem- 
brane 
surprising how many generalized, 
systemic conditions are mirrored the 
mouth: leukemia, syphilis, anemia, cer 
tain the exanthems, and various met 
ibolic diseases are only few among 
many. 
From onward, the mouth 
ion trom ice cold and hot food 
drink, and from the baneful effects 
and various patho 
hough the mouth the dirtiest part 
body, its resistance infection 
high. has abundant blood sup 
and its tough mucous membrane 
with protecting layer mu- 
is. This mucus may have had 
the Fifty-Second Annual Session the 


rican Academy Ophthalmology and Otolaryn 
gy, October 12-17, 1947, Chicago, II. 
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its beginning many ago 


aquatic animal. The fish’s body 
ered protecting laver slime and 
are good fisherman you will 
always wet your hands before unhook- 
ing the little fellow throw back, lest 
you wipe away the mucus and 
leave bare spot open for infection. 

Nature has adapted the tongues and 
mucous membranes certain animals 
their individual requirements. 
The fishes and snakes, who not chew 
their food, have roughened rudimentary 
tongues, the better hold their wig- 
prey until they can swallow it. The 
hummingbird’s tongue tubular; the 
mucous membrane and tongue 
are covered with gluey substance with 
which trap and hold its insect prey. 

Certain oral lesions may grouped 
together for description because their 
similarity will start with 
few lesions which might confused 
because their whitish coating. These 
exudates vary somewhat their color, 
thickness, and their adherence the 
tissue. 

Vineent’s angina trench mouth 
(fig. acute pseudomembranous 
inflammation, starting commonly the 
gingival margin and spreading rapidly 
the adjacent tissue. also seen 
the tonsils and pharynx, which loca- 
tion frequently causes swelling 
the adjacent cervical lymph glands. The 
membrane varies color from white 
gravish green, and bleeding surface 
left when wiped away. There are 
constitutional milder cases. 
the severe forms there may fever, 
malaise, and cervical gland enlargement. 
Diagnosis confirmed bacteriologic 
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FIG. 1—-Vinecent’s angina. 


smears showing the typical fusiform 
cases doubt Wassermann 
should done. 

Streptococcic stomatitis may easily 
confused with infection. 
often difficult diagnose the condition 
from other types stomatitis. The dis- 
ease frequently starts with gingivitis 
which spreads rapidly. may also begin 
with acute tonsillitis pharyngitis, 
and spread from there other struc- 
tures. history preceding cold 
sore throat helpful the diagnosis. 
Smears taken from the lesions will show 
the hemolytic streptococcus Strepto- 
coccus viridans. The gums are very red, 
tender, and bleed but 
ulcerations are unusual. heavy exu- 
date may cover the palatal involvement. 
Fever, malaise, and extreme sore throat 
are common the severe cases. 

Although thrush (fig. mostly 
disease infancy, occasionally seen 
gus, and characterized the appearance 
white patches the mucous 
membrane and tongue. occurs chiefly 
infants who are improperly cared for, 
and older subjects who are debilitated. 
The exudate resembles flakes curdled 


FIG. 4—Diphtheria the mouth. 


milk and adherent. Occasionally the 
lesions spread the tonsils and phar 
short time. 

Chemical burns the mouth result 
from overmedication well 
dent. Figure illustrates the gingivae 
patient who suffered from 
and placed aspirin tablet over 
painful spot. burned area covered 


white exudate resulted. 
Diphtheria the mouth (fig. 
occasionally seen after severe involve 
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ment the tonsils and The 
exudate white dirty gray 
and fairly adherent, leaving bleeding 
surface when removed. charac 


teristte Peltor ul 


WW 


cervical nodes are enlarged and 


lesions will show the 
mien ICE ilt! rece) ~ 
SUCCCSs 
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FIG Leukoplakia 
commonest the tongue and buccal 


some irritation. The lesions are 
white color and may 


and shape from small maculae 


large that may cover the 
ongue cheek, forming thick 
have predisposition the dis 
but many cases are observed 
who not have syphilis. 


1 7 - 
ible that the condition most often 


brought about chemical thermal 
irritants subjects who have 
position for the disease. about 
per cent of the cases are in Women. The 
lesions are but the patient 
ten complains dryness the mouth, 
and sometimes diminution the sense 
taste. When occur, 
especially the tongue, they may the 
forerunners malignancy. Cancer 
not uncommon complication leuko 


i 


consists removal all 
SOUTCES ot Irritatiol ‘Tobacco, alcohol, 
and highly seasoned are banned 
The use silver nitrate, which was 
formerly common treatment, contra- 
indicated. Some has 
ported the giving large doses 


eranular brewers’ veast. 


Fits, ¢ Lichen planus 


between the lesions leukoplakia and 
lichen planus. the latter (fig. 
skin eruption small, smooth 
papules often accompanies the mouth le- 
sions. faet, only about half those 
showing skin eruptions have mouth le- 
sions. The cause unknown, although 


there often preceding emotional dis- 


turbance. The mouth often occur 
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opposite the second molar the buccal 
membrane. They frequently resemble 
streaks lines which intercross ir- 
regular fashion form fine white net- 
work. They are white grayish white 
and occasionally seem desquamate. 
the tongue solitary papules irreg- 
ularly shaped whitish lesions may 
present, which are not sharp those 
seen the buccal membrane. Occasion- 
ally there glossodynia. The use bis- 
muth and arsenic helps some cases. 


Lesions produced sulfathiazole. 
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Certain drugs produce lesions the 
mouth. Figure shows the tongue 
young woman who had been treated 
with good-sized doses sulfathiazole 
for eight days previously. Her tongue 
became swollen, tender, 
with lesions. Recovery was rapid 
withdrawal the drug. 

The condition, geographic tongue, 
known also erythema migrans 
but causes great deal worry the 
mind the patient. consists se- 
ries bare spots the tongue, which 
are surrounded rings whitish fur, 
due swelling and elongation the 
filiform papillae around the bare spot. 
This condition sometimes seen chil- 
dren following exanthems and may oc- 
cur adults chronic condition 
which persists for years without 
toms. said one the causes 
glossodynia. the involved filiform 
papillae are shed, bald spot results 
which slick, shiny, and painless. 
time goes on, the filiform 
generate, and the bald spot becomes nor- 
mal again, since now coated 
the rest the tongue. The lesions tend 
migrate over the surface the 
langing 
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tongue and present ever 
picture, hence the name 
rash.” 

Mucous patches are due syphilitic 
spirochetal invasion the tiny vessels 
which supply the papillae. This causes 
the papillae swell and become 
and enables them hold more whitish 
fur coating. They then resemble 
islands coating the tongue. These 
islands swarm with spirochetes and are 
highly infectious. They are usually pain 
less. 

The tongue and mucous membrane 
most men and animals are pink. the 
white race, discolorations 
pathologic. 

the Negro, pigment deposits may 
normal. certain animals, they are 


> 
‘a 
4 
7 
q 
4 
FIG. 8—Geographic tongue. 
J 


ORAL LESIONS 


1948 
normal. Some dogs, notably the chow, 
have black tongues. The giraffe’s 
leaden color; certain monkeys have 


brown tongue with white cross it. 
Some writers think this may 


atavistic tendency. 


stomatitis due bismuth (fig. 
has been observed for many years. Bis 
muth was first used the form 
bismuth subnitrate, and 
pounds have been used for several vears 
the treatment syphilis. Spots and 
streaks bluish black color may 
seen the gingival margins milder 
cases. the severe forms, the whole 
tongue becomes discolored and 
will observed the cheek 
the line the teeth. The pig- 
ment slowly absorbed 


moval the drug. 


FIG. 10—Stains resulting from administration of 


r con pounds 


cumulate the skin and mucous mem- 
branes when administered for prolonged 
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the skin they produce al- 
most appearance. the mu- 
cous membrane the drug first seen 
violet line the gum margin fig. 
10). Continued use causes changes 
the oral mucous Absorption 
this stain very slow and never 


completely disappears. 


FIG 11 stain sulting trom snuff Wi 


Stains the mouth and gums occur 
vegetable well mineral sub- 
stances. Figure shows the teeth and 


gums old lady who chewed snuff, 
and the side which she held her cud 
showed staining the gingival margin. 
The other side was clean. 


12—Hairy tongue. 


chewers are stubborn folk; the only so- 
lution have her hold the cud the 
other side and even the situation. 
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The condition known hairy tongue 
tongue just front the circumval- 
late papillae. There usually marked 
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ever, the gums show hypertrophy 
contrast the soft spongy 
tory type, and history will assist the 
differential diagnosis. 

Occasionally, swelling and redness 
the gingivae (fig. 14) the 
sult pregnancy. This apparently 


this area, giving hairy ap- type physiologic reaction the 
Several the condition corrects itself after delivery. 
ogy have been Various micro- 

organisms and fungi have been found 


the lesions. treatment which have 


used with good success shave away 


the growth, dry the tongue, and rub the 

area thoroughly with con- 

taining tar and acid. well 

reassure the patient that his disease 

not 

purpura 

Purpura condition the blood 
skin and mucous membranes. The dis 
gival swelling occurring some bleeding from one more the 

leptics who take dilantin (fig. surfaces. The lesions occur suc 
confuse this le- crops, and they are the form 
sion with inflammatory gingivitis; how- petechiae They are 

bright red first, then later assume 
more the color bruise. Any part 
the body may affected. Figure 


lustrates mouth lesion case 


thrombocytopenic purpura. 


Occasionally mouth lesions are scen 


patients sensitive foods. 


These lesions are usually the tongue 
buceal 


and mucous 


palate. They resemble canker sores 


appear small blisters which later 


gingivae as a result of 


come ulcer-like lesions. They are pain 
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ful. such cases the condition remains 
obstinate until the offending food dis 
tient fond and regularly. 
and milk products are common offend 
ers. Improvement rapid when the food 
withdrawn. Figure the 
mouth vear old woman who sut 
fered for two vears from very 
lesions the tongue, lips, palate and 
milk, much so, fact, that she drank 
three times day and ate ice cream 
with almost every meal. withdraw 
ing and everything made with milk 


— 


from her diet, improvement was rapid 
that days later she could eat prac 
tically everything without discomfort. 

idiosynerasy certain foods may 
produce swelling the tongue lips. 
the case patient who was 
sensitive walnuts, and shortly after 
the ingestion candy containing wal- 
nuts developed rather alarming 
swelling his tongue. This 
cdema may subside almost rapidly 
appears. Usually such cases are 
promptly relieved the administration 
epinephrine. The swelling may rare- 
extend the glottis. 


LESIONS 595 


nuts, and cheese can also the cause 
small canker sores which pester the 
patients. The form which appears 
women during the menstrual period may 
often relieved the intradermal in- 
jection smallpox vaceine, type 
possibly being virus infection. 

Some cases chronic gingival irrita- 
tion may mistakenly diagnosed 
scurvy the careless examiner. The 
constant use fruit juices, especially 
lemon juice, may result loss tooth 
enamel. young lady who consulted her 
doctor because sore gums 
vised that the condition was scurvy, and 
was instructed drink quantities 
lemon juice. The result was the dulling 
her teeth due partial removal 
the enamel the fruit acids. 


17--Cancer of the tongue. 


Cancer the tongue (fig. 17) starts 
insidiously may preceded for long 
periods time chronic glossitis, 
syphilitic otherwise. The tiny lesion 
usually painless first. The impor- 
tant thing that does not heal. 
time goes and malignant changes 
supervene, the edge the lesion har- 
dens and becomes painful. note- 
worthy that although the tongue 
formed two separate organs, each 
with its own blood and nerve supply and 
joined together fibrous membrane, 
yet the anastomose freely. 
Cancerous lesions one side the 
tongue may result swelling the 
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opposite cervical glands. 
the lesion clinches the diagnosis. 
Traumatic lesions the tongue may 
confused with malignancy. 
whose tongue shown figure 
any knowledge injury, vet 
questioning brought out the fact that 
she was epileptic and had evidently 
bitten her tongue during attack. 
short period time makes the diag- 


FIG. the mucous membrane 


of the mouth in Addison's disease 


such lesions 
whereas malignancy they persist. 
The description which Addison gave 
the disease which bears his name 
follows: “It disease marked 
anemia, general debility, remarkable 
feebleness the heart action, irritabil- 
ity the stomach, and peculiar change 


nosis, 


RUSSELL SAGE 


TRANS. AMER 
ACAD. OF O. & O 


the color the skin, occurring 
connection with diseased condition 
the suprarenal There 
most always pigmentation the 
cous membrane the mouth 
early and the presentable symp 
tom. Its color varies from pale brown 


fig. 


streaks and irregular spots. 

point which should emphasized 
that frequently well-taken history 
and careful inspection will 
diagnosis. 

forefathers, who did not have 
many laboratory aids their command, 
were more tongue conscious than 
have been, and probably made more 
careful inspection the oral cavity 

However, should use the labora 
tory aids when they are indicated. Cer 
tain these types lesions 
caused the great imitator, syphilis, 
and certainly good policy run 
Wassermann test when doubt. 

More and more are coming real 
ize that the mouth mirror many 
diseases and that can study good 
advantage. 


DISCUSSION 


Frances SENEAR, Chicago, 
invitation): think that Dr. Sage 
thanked for having brought this subject before 
has long been field which have 


been greatly interested. one sees mucous 
nembrane lesions one realizes that they hold 
for many specialists different fields great 
deal interest. The dentist, the oral surgeon, 
the specialist in cancer, and the dermatologist 
have long had particular interest this field 
recent vears, particularly since the advent 
avitaminosis, the internists have paid great 
deal more attention this subject and cer 
tainly there much here which should 
interest the otolaryngologist. 

think that one thing should empha- 
sized. Dr. Sage, with the limitation time. 


could only touch upon this, but did men- 
tion several his discussions that one has 
think cancer, rather exclude can 
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LESIONS 


think that 
very important because see many cases 
which the physician, not famihar with 
the clinical which 


cer, in some of these diseases. 


manifestations 
the mucosa, suggests 
true, 


which, Dr. Sage pointed 


his course, 
egeneration does take place cer 
the other hand, 
the vast majority cases, particularly the 
this not expected, and while 

should told that observation 

hey should also 

t is not at all probable that the 

. 1¢ ned, and wl ich we see 


cases 


complaints 


know 
the tongue and 


‘Ine 


vpical lichen 


the charac 


was 
came down 


the next 
patients wit! 


patient who had sucl 
was particular] 
devel ped 

been 


angements to ha 
Most 
situation for 
reassurance, but the original 
carcinoma and the radium treat- 
that time had just been too 


Sage gave very comprehensive classi- 


1 | 
nvoive 


the whitish lesions whic 

diseases have mind. When you 
noted the whitish characteristic, would 
determine whether 
lesion solid character whether 
Then you will 


very 


should then 


that you 


embranous character. 


have narrowed down one section this 
group 

Dr. Sage spoke the 
causing essentially 
and debilitated elderly persons 
scope of Monilia infec- 


Monilia 


infants and 


group 
disease of 
recent the 
infection with the various veastlike 
organisms, has been greatly extended derma- 
tology. clinical pictures the skin and 
mucosas have been determined due 
infections. The condition known 
leche, errosive type lesion with mac- 
tion and fissuring the epidermis the 
the mouth, very common 
ondition until recently, had 
arded due most instances streptococci 
Recently has been 
that many 


perleche, 


such 


which, 


nfection 
ret ently, as medicine goes 
ses are due infection 

without 
also associated often with avitam 

the B 

ave involvement the tongue and the 
mucosa with lesions due infection 
organisms. Unlike the curdled 
milk type which characteristically seen 
children and the aged patients, these newer 
tvpes which see adults, find that they 
They 
appear concentric 
and 


with 


mplex type, the patients may 


annular, may 
ate figures, on, 
these patients will not get well until 
ent avitaminosis has been recog- 


instituted for 


that 


occurs 


disease 

grouping, which 

and that the group 
lisorders whicl erosive 
four 


essentially 
mportant, giving 


locations. There are 
which 
1 this tvpe The tirst of these 
know, 
very com- 
in the buccal 
mucosa 


cation, t 


hecome invaders. lemon 


happens with many lesions this 


trated 
examination and one ver the 

When the patient 
the body and pemphigus es- 
tablished, likely feel that the 
original physician made error and had the 
that time the patient 

\ctually makes very 

difference the prognosis, but can- 
get around 
organisms consider that may only 


ater develops lesions 


diagne ysis been made 


have been saved 


patient’s psychology. 


secondary invaders 
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1948 ; 
especially dermatology, give rise the 
lesions that look very much like those 
leukoplakia, and one not acquainted 
leukoplaki 
patient and pointed out him 
teristics lichen planus. With 
hen planus limited the buccal mucosa and 
n each case he had made a proper diagnosis a 
mav sav the same thing connection wit! 
tongue bald patches the ton the 
racteristic picture the vellowish peripl There 
ral zone, one which was exhibited think 
e vears ag | SaW a 
ngle large bald patcl 
alter that had i ah 
sible diagnosis Ii he had seen & or 10 AS: 
men meeting like this would 
out-ot 
given 
estion ot 
nt given 
tor him 
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The second member this group the dis- 
ease, erythema multiforme, which, course, 
most commonly involves the 
with associated lesions the 
mouth, but occasionally affects the mouth 
alone. These conditions are hard differen 

tiate from pemphigus, and only the short 
duration the mouth lesions ordinarily which 
enables establish the differential diag- 
nosis. 

The third thing here dermatitis medica- 
mentosa, subject which Dr. Sage also men- 
tioned. Patients with dermatitis medicamen- 
tosa may and frequently have manifesta- 
tions limited the mucous membranes. Phe- 
nobarbital and phenolphthalein, which even 
more widely used, commonly lead erosive 
lesions here, other drugs, such the 
sulfa drugs, and one must always keep this 
times get your patients remember that 
they are taking drugs this type. had 
occasion tell group taking the ear, nose 
and throat course the University Illinois 
physician who came into the office com- 
plaining repeated attacks erosive lesions 
the buccal mucosa. asked him about 
drugs and rather scorned that explanation 
for what thought might serious trou- 
ble. said that never took drugs any 
Just reached the door, about 
leave, know very much distressed that 
had not found out what was wrong with 
him, said, give you word never 
take anything but these,” and pulled out 
his vest pocket sample package com- 
mercial laxative containing phenolphthalein. 
The fourth member this group, not often 
accompanied mucosal lesions, dermatitis 
herpetiformis. 

time up. has been possible touch 
only few the highlights Dr. 
Sage has covered very short time very 
large number these lesions, but want 
emphasize that well worth your while, 
ear, nose and throat men and physicians, 
remember what Dr. Sage has said. Buccal 
lesions very often are simply part some 
systemic condition and proper recognition will 
save the patients many heartaches far 
cancer phobia and syphilis phobia con- 
cerned. Observation and diagnosis these 
lesions may lead much earlier diagnosis 
serious disorders. 


Dr. Sage’s presentation the subject, oral 
lesions, very timely and instructive. Some 
twelve years ago Dr. Sage was given this 
subject his problem the department 
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A. Ss AGE 


otolaryngology Indiana University School 
think, shows that his assignment 
great deal knowledge this subject 

His observation the gingiva 


tremely interesting aspect the 


the mu- 


takes into consideration the color 


cous membrane and what may indicate, not 
mly local lesions but what the appearance 


may mean the general physical 


condition. For instance, youth, earl 
adult life, and usually not until one has passed 
the meridian life does this have 


The otolaryngologist often wonders what 
about the teeth and gingiva that gives the 
veterinarian his clue the age 
very common expression the patient 
is, “Doctor, have very badly coated ton 
gue. you think The oto 
question. Usually coated tongue more 


than greater lesser amount fungi lodg 
and between the many papillae the 


tongue and has little with the gastro-in 
testinal tract. But the past 


cians gave considerable attention the 


pearance the tongue. too, think the 


tain appearance the tongue gives clue 


certain physical conditions 
Small ulcerations about the tongue and buc- 


cal mucosa indicate lowered resistance 


this mucosa and allow down 


the mucosa and cause secondary infections 


which appear small ulcerated areas. 


primary and secondary anemia the mucosa 
very clearly reflects lack tone pallor 
Since the oral mucosa and the skin have 


common embryologic origin, not surpris 


ing that oral mucosal changes are observed 


frequently various dermatologic conditions 
When dermatologic lesions are 
diagnosis the oral lesions not too difficult 
Where the oral lesions are the only manifesta- 
tions the disease when they precede the 


skin changes, diagnosis becomes 
difficult, not impossible. 


The clinical appearance oral 
tions, rule, varies considerably from tha 
the skin. The appearance the oral lesion 
increased vascularity the tissues 
marked changes color, and the 
moisture and warmth the oral 
sults early maceration the tissues. 
sicles and bullae are only transitory dura 
tion and they appear usually erosions 
various depths surrounded epithelial tags 
The ever dense bacterial population 
oral cavity results commonly superficial 
fection the lesions. 
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Oral changes during menstruation are which are not surrounded furry rings and 
The common oral changes which remain more less solitary. read re- 


menstruation are (1) hyperemia, that suggested treatment for this con- 
pain, swelling and hemorrhage from the mat dition consists the administration large 


nal gingivae and interdental papillae, most doses granular brewers’ veast, the 
irked the labial surface; (2) herpes that some vitamin deficiency 
apthosis lesions; (3) prolonged don’t know how effective the treatment is. 
swelling Dosage was heaping tablespoon three times 

Dr. McCaskey asked question concerning 
burning tongue without visible 
very interesting thing about glossodynia, 
cavity tuberculo burning tongue, that bothers the patient 
Several explana during the day, but seldom night. able 
the infrequent sleep without much trouble. number 
lesions, considering the things will cause burning tongue without visi- 

patients with positive sputum. ble For instance, syn 

the oral tissues may unusually lrome, malfunction the temporomandibu 
this tvpe infection. Oral lar joint, which the chorda tympani nerve 

the male irritated common cause. 

Then, Dr. Senear mentioned, there the 
use certain drugs. The continuous use 
laxatives containing phenolphthalein may pro 
glossodynia. The old-time dentures 
without objective svmptoms. Certain 
Anemia, particularly 
ushered 
men that dissimilar 

teeth will set 
galvanic “urrent which causes glos- 
Lingua illitis and 


have al hee nen- 
ray have aiso been men 


following papers, presented the scientific program the 1947 
ademy meeting, have not been tor publication the current 


volume the TRANSACTIONS: 


Converse, 
NEW YORK, 
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now well 
established one the valuable pro- 
cedures used for the relief 
secondary The proper 
choice cases for surgery 
the success the Regard- 
less the method which used re- 
lieve the obstruction and 
tion the lacrimal drainage apparatus, 
certain principles must 

There must acute infection 
the sac. 

The lower canaliculus 
patent. 

The procedure should not per- 
formed the presence tuberculosis, 
syphilis, tumor the lacrimal sac. 

adequate passage must made 
into the nose, and such fashion that 
closure. 

High septal deviations, chronic si- 
nusitis, and chronic nasal disease should 
corrected prior surgery. 

addition the above principles, 
better that the canaliculi have not 
been previously slit 
lated result repeated probings. 
prevent any relief 
not interfere with the cure the 
charge mucocele. 

The Toti-Mosher operation for chron- 
dacryocystitis has been accepted 
many surgeons? satisfactory pro- 
From the Proctor Foundation for 
search, University California Medical School, San 
Francisco, Calif. 

This study was made possible grant from the 
Berthold Guggenheim Donation. 
Presented the Fifty-Second Annual Session the 


American Academy Ophthalmology and Otolaryn- 
October 12-17, 1947, Chicago, 
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cedure. They feel that the results 
tained this compare 
with other methods. Mosher’s’ original 
operation was presented and 
further amplified 1937. stated 
1937 that this operation was 
few significant changes have been 
made the performance this opera 


tion. 


INDICATIONS FOR 

Atresia the lacrimonasal duct 
with without infection. 

Obstruction the duct from 
ture the bones the nasolacrimal 
canal. 

Following incomplete removal 
the sac with persistent discharge fis- 

This operation may done any 
age except The presence 
fistula does not contraindicate per 
formance 
The question ver 
thes 
cases has been decided the favorable 
reports success with the various types 
Dacryocys 
tectomy still performed, however, 
many cases which would 
results with 
survey the literature shows that 
properly selected cases the results 
dacryocystorhinostomy are entirely suc- 
cessful over per cent cases, 
gardless the method used. The main 
per cent the cases. 
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Toti- Mosher procedure 
approximately per cent the cases. 

was originally stated that 
not wise perform 
extraction. 
that 
this operation does not the haz- 


cataract 


most authors now feel 
ards extraction. 
majority patients with tear sac 


tion with rhinologist the manage 
nent these cases advantageous 
the condition the nose, the posi 
tion the septum, and the presence 
sinus infection. Any abnor 
should corrected prior 
During the tear sac operation, 
operation has been shown produce 
more results. large por 
tion the work primarily directed 
toward the nose, and 
hetter equipped this. Mosher has 
pointed out that care must taken 
exenterate all ethmoid cells which may 
prevent the attainment large nasal 
pening. also showed that the nasal 
opening should properly placed, and 
anterior end the middle turbinate 
hould removed seemed inter 
with possible future drainage 
lacrimal passages. 
Toti-Mosher operation has been 
erformed the Cali- 
nee Martin and 1929, 
immarized the results the 
perations, and pub- 
shed the end results cases. The 
perative technic has been modified 
ery little the present date. 
ition, very few changes have been 
ade the original technic described 
Mosher. However, have had 
experience the performance 
operation and the technic has now 


now avoided through this experience. 

scribe modifications the original op- 
eration and the technic used. also 
wish present the results further 


paper Lo de- 


series cases, and discuss features 
the technic which have 
culties the past. 


OPERATIVE TECHNIC 
Several weeks prior the sac opera 
tion the necessary attention given 


any nasal abnormalities. 


Anesthesia, The anes 


thetized 
three minute intervals for three doses. 
The nose anesthetized application 
per cent cocaine hydrochloride 
swabs the region the middle tur- 


binate, and the area between the upper 


and The 


the region the tear sac are blocked 


middle turbinates. nerves 
the following 

The infraorbital nerve blocked 
chloride. This anesthetizes the anterior 
dental nerve, which supplies the lower 
portion the sac. The injection should 
placed within the infraorbital canal 

Two ce. per cent pre 
lution injected above and below the 
pulley the superior oblique muscle. 


This blocks the supra- and 


nerves and other terminal branches 
the nasociliary nerve the 
tion the sac. 

amount per cent pro- 
caine injected along 
the line the skin incision. 


Preparation. The skin the face 
the side operated scrubbed 
with tincture green soap and water. 
then rinsed with sterile water. The 
conjunctival sac irrigated with 
mercury The skin 
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FIG. 1—A straight incision is made 1 em. 


retracted show the opening the bone 


nasal mucosa has been removed. Beginning 
excised except for button surrounding the 
the position the duct. sutur 


Wound edges closed with interrupted silk 


the area then painted with tincture 
merthiolate and the operative tield 
draped. 


from the inner canthus (fig. parallel 
the bridge the nose. The incision 
extends from slightly above the inner 
canthal ligament downward for 
inches. straight incision this 


nasal 


Lacrimal 
crest 


portion 
lacrimal 


} 

— 

from the inner canthus. A—The sac is 
and incision in the nasal mucosa. B-—-The 
of sac incision. ¢ The sac completely 
canaliculus. The probe merely indicates 


mid-incision which closes fascia. 


tures 


type curved one (fig 
because later contraction the scar 
accentuates the curve. The incision may 
marked with faint crosslines 
cilitate more accurate apposition during 
closure. The opening now deepened 
the periosteum over the 
Bleeding controlled with hemostats 
and the wound kept free blood 


te 


Lacrimal 
“a 
Nasal 
Nasal 
, 
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suction. Clamped vessels ligated 


vith catgut. The periosteum now 
ised the line the wound just for 
ward the anterior lacrimal crest and 
elevated with elevator. 
The sac lifted from its bed along with 
the lacrimal from 
ibove, downward, and forward. Care 
should taken not detach the in- 
ternal canthal ligament from the 
The periosteum often firmly ad- 
herent its posterior surface. 


working 


cases the ligament 
from the bone reattach 
nner portion the lower lid developed 
isa result this mishap. After the sac 
ind periosteum are freed the poste- 
rior lacrimal crest and inferiorly along 
the medial wall the duct, neces- 
make the opening into the nasal 
small curet used make 
initial opening into the thin wall 


the lacrimal bone. This opening now 
enlarged directions with the ron- 
Care must taken open and 
remove the walls any blocking eth- 
moid cells encountered. The 
cision extends from the junction the 
above the middle tur- 


binate below and from the anterior lac- 


lacrimal 


rimal crest the posterior lacrimal crest 
fully smoothed with rongeur and any 


The margins should care- 


fragments adhering the edges 
the nasal mucosa must removed care- 
fully. vertical incision now made 
The 


membrane then removed area 


the nasal mucosa. nasal mucous 


corresponding to, even slightly larger 
than, the bony opening. Tags and folds 


must excised prevent formation 


passed through the nostril and into 
the bony opening make certain the 
opening does not include any 
cells. 

The ophthalmologist now inserts 
No. 


lower canaliculus into the sac. Pressure 


probe 


the probe produces tenting the 
medial wall the sac and fascia. This 
facilitates selection site incise 
the wall the sac. The sac grasped 
over the point protrusion the tip 
the Bowman’s probe and incised 
vertically from below the cupola into 
the duct. The medial wall the sac 
removed along with the fascia. The sac 
wall then removed laterally with 
sharp scissors leaving only mm. 
disk surrounding the opening the 
canaliculus (fig. 1C). Care should 
taken avoid pouching pocketing 
the walls this remaining disk. During 
removal this wall one must careful 
remove only the mucosa and stroma. 
two had incised beyond 
the sac, through the lacrimal fascia, and 
caused herniation orbital fat into 
the wound. Fortunately, infection did 
not ensue. one other occasion, the 
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cupola had not been adequately separat- 
from the fascia beneath the medial 
palpebral ligament and the ligament was 
damaged. Avoidance folds the re- 
gion the disk around the canaliculus 
will prevent few complications. The 
presence this small disk prevents sub- 
sequent scar tissue from causing closure 
the canaliculus. addition, proper 
care the preparation the bony win- 
dow and the removal nasal mu- 
cosa will prevent the window from being 
closed granulation tissue. wise 
extend the incision the medial wall 
the sac downward into the naso- 
lacrimal canal beyond the bony opening 
order forestall the formation 
granuloma from this tissue. 

Closure the wound accomplished 
with interrupted black silk sutures. Only 
one suture includes deeper tissues. This 
suture passed from the skin posterior- 
ly, through the periosteum, across the 
wound, and out through periosteum and 
skin anteriorly (fig. 1D). pulls the 
medial sac button and canaliculus into 
apposition with the bony opening the 
nose. Interrupted black silk sutures are 
used close the skin (fig. small 
pressure dressing applied. tam- 
pons drains are inserted into the nose. 


Postoperative care. Daily irrigation 
the lower punctym important for the 
first week. keeps the canaliculus free 
blood and exudate, and removes any 
crust and discharge which may form 
the region the window. addition, 
possibly prevents abnormal adhesions 
around the nasal opening. The patient 
may and around the first post- 
operative day and all sutures 
moved the third postoperative day. 
This done prevent excessive scar- 
ring. 

After the first week, the passages are 
irrigated twice weekly for month and 
thereafter monthly intervals. Patients 
are questioned each visit regarding 
symptoms. 
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RESULTS SURGERY 

Table summarizes the results 
cases upon which operations were 
performed. All 
cases have been eliminated from this 
ries. Most the patients the 
month group were 
mately six months. 

difficult say whether group 
cases successful not, even though 
the surgical procedure has resulted sat- 
isfactorily. Some patients complain very 
little, while others are very conscious 
tearing. general, consider case 
fection, and the canaliculus irrigates 
readily. 

Analysis the failures listed above 
reveals that case incomplete pre 
operative diagnosis was made. The 
tient had diverticulum the sac which 
caused persistent tearing and discharge 
Since the patient required cataract 
traction, the diverticulum was excised 
Another case was found have stric 
ture the lower canaliculus its junc 
ture with the sac. This had not been 
noted preoperatively. third case de- 
veloped severe postoperative hemor 
rhage with bleeding into the wound and 
through the nasal opening. This resulted 
inflammation with later closure 
the canaliculi. not possible 
count for the failure the other cases. 

Five patients complained tearing 
the follow-up period. Two these had 
slit canaliculi and were warned that the 
infection but not the tearing could 
controlled. was not possible 
count for the tearing patients. 
the last case the punctum and canaliculus 
were overstretched from repeated pro 
bings and functioned poorly. 

The results reported here are not 
favorable indicated the initial 
that time they reported cure 
operated cases. The results com 
pare favorably, however, with second 


4 
¥ 
= 
be. 
a 


DACRYOCYSTORHINOSTOMY 605 


1948 


TABLE 


RESULTS FOLLOWING 
TOTI-MOSHER OPERATIONS 


No. of | No. months No. of cases having: No Failed 
cases followed | Tearing Dischare inris 

14 6 12 2 l 

Total 


reported Martin® 1933. 
his operated cases 
were These studies, over 
twenty vear period, indicate that 
cent of cases of daeryostenosis which 
are operated the 
ostomy technic, provided the precautions 
mentioned the early part this paper 
are carried out. 


MANAGEMENT COMPLICATED CASES 

The presence fistula contra 
indication this and 
other authors have emphasized this fact. 
patient and his physician that safe 
operate under these conditions. 
lipiodol prior surgery should 
done rule out the presence 
may also reveal sinus 
vhich communicates with 

Occasionally case encountered 
ith orbital cellulitis which has fol 
lowed probing and irrigation the sac 
Small tears may produced the 
nucosa the sac and irrigation forces 
infected secretion into the adjacent 
rbit occurs. most instances 
imited anteriorly. The cellulitis becomes 
and evacuated through the 
ower lid. Sometimes anaerobic organ- 
sms are found these infections, and 
exudate foul smelling. Employ- 
ment antibiotics and the sulfonamides 


will prevent the spread the cellulitis 
and cause early localization 
dence the 


the early diagnosis these cases, 
one trequently encounters patients with 
obstruction the canaliculus. Such 
tients are considered unsuitable for sur- 
gery. Some cases have tearing and dis- 
charge from the upper canaliculus, and 
probe cannot passed through the 
lower canaliculus. Caution 
used advising dacryocystectomy 
this type the obstruction 
the canaliculus may due edema. 
observation, 
and irrigation will times reveal small 


amounts passing into the sac 


and through the upper canaliculus. 
there any question about the proce- 
injections and x-ray are fre- 
quently aid these cases (figs. 
5). Here too, important 
inject lipiodol into the sac. 
warm the lipiodol, dilute with 
mineral oil, and place the patient 
reclining position the side 
injected, express all the contents 
through the canaliculus very slowly. 

number patients present them 
selves with the complaint tearing and 
examination are found have 
obstruction the lower canaliculus, 
the common canaliculus the 
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FIG. sac. view. 


4—Lipiodol sac. Anteroposterior view. 


ture the sac. These patients usually 
have suppurative lesion the sac. 
has shown that the obstruc- 
tion these cases located the wall 
and mucosa the opening into the sac. 
One two procedures may selected. 
The first type that Ar- 
ruga! which the sac exposed the 
usual way and removed. vertical slit 
made the scar the end the 
canaliculus. The nasal mucosa incised 
vertically. Further incisicns are made 
the upper and lower end and right 
angles this incision. The nasal mucosa 
then sutured the flaps formed 
the incision the medial wall. Ar- 
ruga claims two-thirds three-fourths 
the cases may this man- 
ner. have had little experience with 
this procedure and present have 
cure cases. 


HOGAN TRANS. AMER 
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FIG. 5—Lipiodol sac another patient. Antero 
posterior view The sac is smaller than that 


heure 4 

The other operation that Stal 
brings the upper sac through 
stab incision the lower and 
tures into place. One his cases was 
successful for three vears. men 
tioned here with the suggestion that 
tried. 


SUMMARY 

valuable 
surgical operation which may used 
relieve obstruction the nasolacrimal 
duct, secondary and mu- 
cocele the Certain principles must 
followed before attempting surgery: 

There must acute dacryo- 
cystitis. 

The lower canaliculus 
patent. 

should not done the pres- 
ence syphilis, tuberculosis, tumor 
the sac. 

adequate passage must made 
into the nose and the permanence the 
opening should established. 

deviation, sinusitis, and 
chronic nasal disease should 
rected prior surgery. 

preferable that the canaliculi 
not previously slit and that the puncta 
and canaliculi are not irreparably 
lated. 


Indications for the operations are: 


— 
of 
. 
4 * 
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Atresia partial obstruction 
the lacrimonasal duct with without 
infection, 

Traumatic obstruction the duct. 

Incomplete surgical removal the 
sac with persistent discharge, fis 
tula. 

The operation may performed 
any age, except infancy. The presence 
duct fistula does not contra 
indicate this 

Preoperatively, the nose examined 
and any The 
patient’s general physical 
ascertained. Anesthesia secured 
injection novocain into the infra- 


abnormalities 


orbital, 
trochlear nerves. The incision made 
from the inner canthus, parallel 
the nose. deepened, the perios- 


supratrochlear, 


teum opened, and the sac dissected 
from the fossa. The opening through 
the fossa made and enlarged with 
rongeurs. The nasal mucosa incised 
the line the bone opening and 
The sac opened and removed 
for small button around the 
with in- 


except 
canaliculi. The skin closed 
terrupted sutures, and only 
silk suture used close the deeper 
structures. 

Postoperatively, the canaliculus ir- 
daily for week; then twice 
week for month; then once month. 

The results surgery are reported 
cases, with about per cent cures. 
are usually attributed faulty 
diagnosis, 
borderline cases which the surgeon 
vas urged operate spite poor 
Prognosis. 

the management complicated 
ases one has use all the diagnostic 
available modern hospital. The 
use lipiodol should not forgotten. 
Modern drugs and antibiotics render 
the management these cases easier. 

successful result should expect- 


per cases 


607 


dacryostenosis which are operated 
the 
provided the precautions mentioned 
the early part this paper are carried 
out. 
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DISCUSSION 

wish thank Dr. Hogan for inviting 
discuss his excellent paper. have 
turned from the American College Surgeons 
meeting, where reported 105 dacryocysto- 
rhinostomy operations done the implantation 
technic, where the lower end the sac im- 
planted into the nose, and was very glad 
have opportunity compare experiences 


While New York had the op- 


Omaha, 


with his. 


1948 
| 


608 MICHAEL 


portunity study the work Dr. Ben Welt, 
who has series 150 operations done the 
Dupuy-Dutemps technic, where the sac walls 
are sutured the nasal mucosa. Certainly 
these three groups totaling 304 cases, done 
three different technics, indicate that removal 
the sac not the operation choice for 
chronic and that should re- 
served for the rare indications mentioned 
Dr. Hogan. 

The fact that three different approaches 
this problem were used shows that 
fect operation has discovered, but 
also shows that technic will give 
high percentage good results per 
cent), and that some such procedure should 
utilized give the patient chance 
having normal physiologic lacrimal drainage. 

There should debate argument 
about whether the 
nologist does the operation very little debate 
about the operation long the 
patient has dacryocystorhinostomy performed 
and not extirpation the sac 

Any surgeon who can excise the sac can 
perform good dacryocystorhinostomy. the 
‘mplantation type operation done, only the 
lower one-half the sac need dissected 
free; the Dupuy-Dutemps method 

cessary. The choice method 
determined the type case and the path- 
found the time operation. This 
axiom for all surgery. one method will 
give the best effect all cases. 
eems that the presence large mucocele 
not good surgery the trouble 
dissecting almost the entire sac and then 
throw away done the Toti-Mosher 
operation. This mucous membrane 
the implant operation carry the tears 
into the nose. This makes possible use 
only small bony opening, mm. diameter. 
large sac, there plenty mucous 
membrane reach well into the nose and heal 
suturing. The sac merely held 
nose guy sutures pulled out the cheek. 
this operation postoperative irriga- 
tion aftercare needed. the presence 

small sac which often found after trauma 
the nasal bones repeated acute infections, 
there often not enough mucous membrane 
reach into the nose. larger bony opening 
needed mobilize the nasal mucous mem- 
brane, which brought and sutured the 
mucosa the sac the Dupuy-Dutemps 
method. there still not enough mucosa 
bridge the bone, then the Toti-Mosher method 
the logical and really the only method that 
will produce results. 
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The basic approach these operations 
similar all methods. They simply vary 
the use made the material hand pro- 
duce by-pass around the obstructed nasolacri- 
mal canal. 

perfect agreement with Dr. Hogan 
his method selecting cases produce 
completely successful operations. The lower 
canaliculus must patent and 
good condition. But partial success, get- 
ting rid the mucus, can obtained many 
cases only the upper canaliculus patent 
Once drainage into the nose established, the 
mucus disappears and some tears will over 
the hump through the upper canaliculus. There 
were several these cases series 

The point about not operating during 
acute infection well taken. would like 
add that two three months should elapse 
sure mucocele will reform. Many times 
the mucous membrane completely destroved 
the infection and there left only mass 
sear tissue the ends the 
This leaves the problem tearing only, and 
must dealt with other methods. These 
are suggested Dr. Hogan when referred 
the Arruga and the Stallard technics for 
the repair blocked canaliculi 

I would like to make a few suggestions 
about the technic that I have found helpful 
dealing with the internal canthal ligament, 
this can approached better from below, and 
necessary can cut leaving stump 
attached the long enough resuture 


before the wound is closed It is necessary 


replace this but not often 
necessary cut the implantation technic 

The position the bony opening impor 
tant. believe should carried well for 
ward into the ascending process the maxilla 
The farther forward, the fewer ethmoid cells 
will encountered 

use subcuticular horse hair 
close the skin. This gives good firm apposi- 
tion, leaves suture marks and can easily 


agree completely with Dr. Hogan the prin- 
ciples that must followed, and the indica 
tions for dacryocystorhinostomy. this con- 
tinent have been slow adopt this surgical 
procedure which vastly superior extirpa- 
tion, since re-establishes intranasal drainage 
tears nearly 100 per cent the cases. 
Probably the ophthalmologist’s most 
patient one for whom has relieved the 
constant and annoying condition 
standing full tears and mucus. 
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subject our attention, and hoped that 
all you, who have not already 
will from now abandon extirpation the 
lacrimal sac. 

Ten years ago when resolved substitute 
some form for ex- 
tirpation, all the different technics were stu- 
died. Reports different surgeons using dif- 
ferent technics were 
popularized Dupuy-Dutemps was 
opinion the operation using this 


technic apparently more has tew- 


4 


never requires intranasal surgery, has almost 
tendency for granulation tissue 
the nasal opening, and the postoperative care 
the 

The operation this technic has given ex- 
tremely high percentage results 
several large series different surgeons 
and Bourguet, between 1921 
and 1933, reported 1000 operations with 

tearing per cent. Traquair, between 
1929 and 1941, performed 335 operations using 
the technic Dupuy-Dutemps and Bourguet, 
with relief tearing per cent. 


single case his series required 


Chandler, Massachusetts and Ear In- 
nary where Dr. Mosher was chief the 


ear service, had done 175 operations 
reported follow-up study 100 cases 
the first cases done the technic 
Mosher there was tearing per 


cent, the next cases done the technic 


Dupuy-Dutemps using two formed 
aking capital there was relet 
t tearing in 80 per cent, and in the last 22 
ases using the same technic the second 
roup except that three flaps were formed 

making capital incision there was 
tearing 100 per cent. Rychener 
1939 reported large series which used 
nic Dupuy-Dutemps and relief 
tearing was obtained 100 per cent. 

series cases has apparently obtain- 
relief tearing all cases except The 
twelfth case series, that year 
female who had had unilateral epiphora 

two years, was failure. She apparently 
some disturbance the physiology the 
instead obstruction the sac 

solacrimal duct. Before the operation a 

could passed easily through either 
down the sac into the nose, but 

was thought that slight stricture could 
the tip the probe passed through 
nasolacrimal duct. Also fluid injected into 


either canaliculus flowed easily into the nose. 


The same can done since the operation, 
using the new passageway into the nose. The 
cornea normal, and there 
cretion tears that side. The puncta are 
normal position and have been enlarged 
according the technic Gifford. 
Large silk sutures have been placed each 
canaliculus, passing through the bony window 
and the nose, the ends tied together the 
cheek, and left place for long six weeks. 
Still this patient has the same degree epiph- 
ora that eye before the operation six years 
ago. should learn from this case that 
definite constriction cannot felt the 
probe down through the sac and 
duct, and fluid can irrigated 
through the canaliculus into the nose, dacryo- 
not 

attempt should always made pass 
probe down the lacrimal passage prior 
ntemplated The lev- 


the constriction can thus estimated, 
and oceasionally partial constriction 
dilated re-establish drainage 
tears into the nose. One patient who had 
for twenty years was completely relieved 
single probing. has been experience 
that useless attempt dilation stric- 
ture more than two three times. 

The technic Dupuy-Dutemps works equal- 
well whether the stricture low the 
nasolacrimal duct high the sac. Three 
cases had had previous extirpations. 
these cases silk suture was passed through 
each canaliculus after its end had been 
opened. The sutures were then passed into the 
nose through the bony window, after the flaps 


been cut the nasal mucosa, and the ends 


the sutures were tied the cheek. The nasal 
mucous membrane flaps were sutured close- 
possible behind and front the cut 
ends the canaliculus. The sutures were left 
place three weeks. 

performing the operation, and will close 
promptly because easier drainage established 
into the nose. The youngest patient 
series was years age and the oldest 73, 
but there reason why the age limits can 
not more extreme. The operation can 
done with equal ease under local general 
anesthesia, depending entirely the wishes 
and co-operation the patient. Sodium pen- 
tothal intravenously especially well suited 
for this operation. Six patients series 
had bilateral operations. 

The incision begun level with and 
mm. nasally the inner canthus, thus missing 
most the internal tarsal ligament. The initial 
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incision should deep enough incise the 
periosteum throughout the entire length the 
incision extended downwards and slight- 
outwards for about cm. large blood 
vessel cut, will save time tie with 
catgut. speculum inserted, and during the 
remainder the operation the assistants’ main 
duty should keep the operative field free 
blood using the suction tip 
unnecessary lose time stopping the oozing 
type bleeding. The best illumination pro- 
vided the ordinary large overhead movable 
spotlight. nasal mucous membrane separator 
used push the periosteum. laterally, uncov- 
ering the anterior lacrimal crest from the in- 
ternal tarsal ligament, down the point where 
turns laterally form the anterior rim 
the lacrimal canal. The sac carefully sepa- 
rated from the floor the fossa and pushed 
laterally exposing the lacrimal fossa. The peri- 
osteum likewise pushed medially for about 
em. from the original incision. 

The bony window made with the No. 
gouge and mallet. Motor-driven burs, trephines, 
etc., have been tried many surgeons and 
abandoned for the method just mentioned. The 
gouge set astride the low end the an- 
terior lacrimal crest, tilted downwards about 
degrees, more, and with the mallet the 
gouge driven gently that thin slice 
bone removed the internal tarsal liga- 
ment. Successive long thin layers are thus re- 
moved until small area nasal mucosa 
exposed. The small opening can easily en- 
larged with bone curet, until the opening 
large enough permit the use the Kerrison 
forceps. The bony opening enlarged that 
measures mm. vertically and mm. hori- 
zontally. placed that extends down 
the beginning the bony canal, and mostly 
front the anterior lacrimal crest. This 
keeps the opening far down and forward 
possible. Thus the ethmoid cells are usually 
avoided, and the opening the nose front 
the anterior tip the middle turbinate. 
the tip the turbinate completely blocks the 
bony window, can easily removed through 
the bony window. 

incision made the nasal wall the 
lacrimal sac from point opposite the upper 
margin point opposite the lower margin 
the bony window. The upper and lower 
ends the incision are extended anteriorly 
and posteriorly make capital form- 
ing anterior and posterior flap. probe 
should passed through the lower canaliculus 
certain that there obstruction be- 
tween the canaliculus and the opening just 
made the nasal wall the sac. there 
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remove the speculum the 
wound with cotton gauze saturated with 
adrenalin. Two three minutes firm pres- 
sure will usually stop all oozing 

mucosa, extending from the upper the lower 
rim the bony window, and placed that 
the margins the posterior flaps can su- 
tured together without traction. The posterior 
flaps are united placing 000 cat- 
gut near the upper, and lower, margin each 
flap. These sutures are much easier place 
they are circle inch atraumatic 
needle. Such needle and suture can ob- 
tained ordering Product from Davis 
Geck, New York. The anterior flaps 
are united similar manner except that 
addition each suture passed beneath bit 
tissue its respective upper and lower rim 
the bony window. After the speculum 
removed and the sutures are tied, the an- 
terior mucous membrane wall elevated out 
the newly formed canal and 
window. 

buried catgut sutures the subcutaneous tis- 
sue prevent traction the skin sutures 
The skin then closed with interrupted silk 
sutures, running subcuticular suture. 
moderately firm pressure bandage applied, 
which removed hours later 
which time saline may may not irrigated 
through the lower canaliculus into the nose 
The skin sutures are removed, and the usual 
eve patch applied. The patient instructed 
later, and return tearing reappears 

Calif.: agreement with all that has 
been been said the present time, but 
experience nearly 150 cases has taught 
few other things. This operation would 
leather some kind metal. Unfortunate 
the biological element enters into the case, 
and Nature, matter how put those flaps, 
tends re-form the tissue was, pre 
viously. not know any other place 
the body where surgeons defy the laws 
wound healing they this operation. 
have tried obturators and threads, and have 
opened some cases that have grown over, and 
have found that Nature has put the tissue 
back where originally belonged. have sec 
tioned the fibrous tissue which comes into the 
bony opening and found contains cartilage 
Incidentally, did not re-form. Synechias 
tween the septum and lateral wall sometimes 
defeat us. 
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Regardless all this believe probably 
the best method treatment tear sac in- 
fection, and that 
answer preventing some 
growth 


have polished the walls their bony 


this bony over- 
fenestration 
tenestra 


rubbed 


recently 


bers this 


rds the men 

qualified both nose and 
between the two specialists ha 

believe this would fertile 

men who are qualified 


{ the orbital wall 


stressed, 


for the work 


Memphi 


brief 


The points want make are 
to retute the 
Dupuy-Dutemps opera- 


argument of 


must reserved for patients who have 


used 


condition which any remnant the 


uns. very first patients was 


injurv the tace 


shotgun 


witl 
artificial eve was 
debris, 
minister wished 
result. attempted 


was the size pea 


lost his eve. The 


always completely covered with tears 


and mucus, and being 


some kind cosmetic 
find his lacrimal sac 
and it 


because 


was its original 


This was 


from position 
scar tissue contraction. 
excised, the sac undermined, pulled over and 
the mucous membrane the nose, 
ind his condition was cured. was cured 


any case 


Another point want make tact- 
ful preservation the inner punctum. 
this area during surgery traumatized your 
failure 
inner 


result will you must know 
the position the 
way from 

The third and last, that opera- 
any individual 
have had half dozen 


} 


punctum stay 


can done who has 
one intact canaliculus 
atients who had congenital anomalies whic 
the was preserved and every 


ase the result has been perfect. 


M.D., 
not believe discussion dacryocysto- 


rhinostomy would complete 


Houston, Texas 


the intranasal dacryocystorhinostomy, 


which, 


unfortunately, operation not mas- 
1928 report- 


operation with some 


tered ophthalmologists 
ed the technic of the 

heations and the diagnosis lacrimal sac dis- 
eases with lipiodol injections. very im- 
portant visualize the obstruction 
obstruction 


the sac and there dilatation the 


sac, there indication for surgery the 
sac. The intranasal 
operation 


the 
the face infection. You not 
have wait until the infection localizes, you 
do not 


the tace 


fact 
acute 
have drain make incisions 
You can operate the minute the pa- 
with acute phlegmon the 
diagnosis 


through 


sac vo make the 


going into it 


open the 
make the opening 
subsided 
intranasal 
the one where 
to make the incis1 on the outside 


antage ¢ 


operation which the 

should 

some reason has not gained wide acc 

the United States, 

nical difficulties 
Another reasor 


acrimal a g is t 


men become adept 


re bably becau ~t 


1 


some path 
It is either that tl 
with granulation tissue, 
inter- 


turbinate 


Cauterizing the granula- 


large 
feres with drainage 
tion tissue, removing the head hyper- 
trophied middle turbinate frequently leads 
Not infrequently Dr. Louis Daily, 
does the intranasal re- 
moves the head the middle turbinate the 
time that operates the lacrimal sac. The 


cure who 


absence scar the face, however insig- 
nificant, adds esthetic advantage intra- 


the lacrimal sac. 


nasal surgery 


would like emphasize just one The 
object of this operation is to procure an epithe- 
tract 
Materials needed are already 
nasal mucosa and the lining the 


irom the tear sac the nose. 
present the 


seems to me quite unwise to remove them as is 
done the Toti-Mosher operation 

Some ago did experiments 
have been cited often before this meeting 
that hesitate cite them again. Neverthe- 
shall so. The object the experi- 
ments was study 
The first experiments were 
done between frontal sinuses the 
log. opening was made between the two 


less 
stenotic scars, especially 
surgery 
he two 
similar that done 
was found that 
such 


was 
this tear sac operation. 


the 


sinuses 
way 
and leave 
would re- 
However, 


cover the rim the window 
denuded areas that the window 
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lead into the area tient cor : 
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the epithelium were removed both sides 
leaving window with denuded rim, such 
done the Mosher-Toti operation, the 
stenotic scar would form which 
window. Similar experiments were 
tween maxillary sinuses and the nasal space, 
and the trachea, with similar 
seems that this operation also furnishes 
good experiment demonstrate that annular 
denudation results stenotic scar. sure 
the white fibrous connective tissue the 
stenotic scar stretched enough, and the 
secretion passing through it, may remain 
open. But the chances the window remain- 
ing open are very greatly enhanced lining 


doing anastomosis the tear sac 
with nasal mucosa, the sac found 
small that the epithelium cannot 
the nasal mucosa, then the bony opening 
can made sufficiently large that the nasal 
mucosa can brought the remnant the 
tear sac. The result the operation, when 
the two mucosas were to- 
gether, has been uniformly good our ex- 
perience. There has been other postopera- 
tive treatment than the removal the sutures 


Hocan, San Francisco, 
Calif.: should like thank all the discus- 
sers, and very pleased that this 
evoked much discussion. purpose 
presenting was bring the attention 
this society the fact that there are too many 


HOGAN AMER 


ACAD. OF O. & O 


dacryocystectomies being performed the 
present time. think should all favor do- 
ing some form dacryocystorhinostomy pa- 
tients whose symptoms described here to- 
day. 

The only objection have the procedure 
described Dr. Gifford that the sac 
incised the lower part the 
brought up, and the operator does not have 
opportunity inspect carefully the inside 
the sac. 

Dr. Hallum stated that probing helps some 
cases. have not done probing any 
cases for considerable period 
feel that the punctum and the canaliculus 
become overstretched. Even one obtains 
proper functional result the 
rhinostomy the patient still has tearing 

think Dr. statement was 
rect that the Toti-Mosher and the Dupuy-Du 
temps operations are probably equally 
one the most skilled performing. The 
sults are very similar 


Dr. Daily mentioned careful inspection 


the nose in these cases, and I agree. This 1s 
gating the postoperative 

think Dr. Hilding’s remark about the 
sure the scar the region the window 


well taken, and feel though would 
more desirable have epithelium-lined 
tract, but think there has 
cent work done show that tract 
btained the Dupuy-Dutemps procedure 


the window with epithelium the first place 
The epithelium prevents the laying down 
cases 
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pressure below the normal for that eve. 
intraocular pressure below arbitrary 
measured some other 


mm. 
equivalent 


not associated 
with deterioration 


Unlike 


which soon destructive effect, low 


may may 
the visual organ. 
increased intraocular pressure, 
pressure may persist for long periods 
without marked impairment obvious 
changes the eve. Less obvious and 
slower-developing pathology, however, 
The 


globe just noteworthy hypotony 


found deterioration the 
glaucoma 

Phe 
known causes tor Some facts 


W il] be discussed. 


are some known and 
and 

Contusion may injure segments the 
ciliary body and produce paralysis 
the musculature. This shown loss 
accommodation and changes the 
size, position, and response the 
pil. The aqueous changed composi 


1 


ion becoming more plasmoid and often 
showing blood cells 
hamber The blood-aqueous barrier 


vould seem rendered more perme- 
ible. the aqueous produced low 


and resorbed 


rauma, the result hypotony. 


olume 


the sympathetic nerve sup 
may cause low intraocular pressure. 
topically applied the eves 


oung adults, has the effect, 
setts Eye and Ear Infirmary and Harvard 
School 
Presented the Fifty-Second Annual Session the 
merican Academy Ophthalmology and Otolaryn- 
October 12-17, 1947, Chicago, 
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MASS. 


the intra- 
ocular pressure. Stimulation the cer- 


cases, markedly lowering 


vical sympathetic generally causes 
lation the pupil and variable intra- 
syndrome, there paralysis the cer- 
pupil, slight ptosis, narrowed lid fissure, 
dilation the orbital blood vessels, con- 
gestion the conjunctiva, and warm, 
flushed skin. The intraocular pressure 
The 


effects upon intraocular pressure from 


occasionally nervous 
trauma are part sympathetic and 
parasympathetic. would seem 
that the result from paralysis stimula- 
tion would the physiologic algebraic 
addition the sympathetic 
This necessarily 
true. The unequal displaced pupils, 


svmpathetic 


deepened anterior chamber, and uneven 
responses light stimulus attest 
equal response trauma. The initial 


effect trauma may raised intra 


However, subsequent pressure depends 


persist. 


the extent such complications 
hemorrhage, lens injury vitreous 
pointed 


out that general ocular vasodilation 


displacement. 
causes double effect more aqueous 
produced and more absorbed. This mod- 
ification, points out, may retlex 


Injury without rupture the globe 
may cause detachment the choroid 
and retina jointly, detachment the 
retina alone. each instance there 
fluid the outside the membrane 
and there likelihood hypotony. 
This effect may follow either anterior 


posterior segment injury. Altera- 
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tions the aqueous which result low- 
ered intraocular pressure are discussed 
under uveitis. 

The nervous origin hypotony with 
trauma has been mentioned Col- 
lins (1916) and described hypo- 
secretion due vascular pathology 
nervous origin; also partial rupture 
the sclerotic coat and 
stated that 
paralysis the sympathetic gives hy- 
potony long standing with miosis, 
enophthalmos, 
sweating. Experimental studies have 
shown that contusions one globe cause 
some initial rise intraocular pressure 
followed hypotony not only the 
one, but both globes Con- 
tusions may, therefore, produce low in- 
traocular pressure direct injury and 
redistribution the tissue and the fluid 
substance within the eve and its resorp- 
tion, the nervous inhibition vas- 
cular and secreting mechanisms. Magi- 
locates the regulatory apparatus 
intraocular pressure the ganglia 
the choroid, and states that the altering 
capillary permeability its function. 
Weekers demonstrated acceleration 
fluorescein into the anterior chamber 
traumatized eyes. This indicates that any 
hypotony which may develop due 
greater resorption spite increased 
inflow. This could due altered iris 
vessels, formerly impermeable, which 
have now become permeable. similar 
process occurs after paracentesis. The 
effect upon intraocular pressure from 
sensory fibers the fifth nerve alone 
and connection with the sympathetic 
not known. 


ptosis 


keratomalacia has been noted, possibly 
related concomitant uveitis—a mech- 
anism discussed later. 

Perforating wounds and injury may 
cause hypotony from release hydro- 
static pressure way the anterior 
chamber vitreous, detachment 
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choroid and retina retina alone, chem- 
ical and toxic effects retained 
eign body, and vascular damage 
the ciliary area. 

Myopia diopters has long 
been associated with hypotony about 
one-third the cases. These patients 
mostly show scleral choroidal changes, 
alterations 
fluid side. There are some forms my- 
opia presenting also low-grade uveitis 
wherein the inflammation itself causes 
the hypotony. Alterations 
ing metabolic processes within the eve 


the 


are less significant, per cent-wise, 
myopic globes than smaller hyperopic 
eves. 

Uveitis commonly associated with 
hypotony. the principal cause 
the intraocular pathology, blood changes 
and nervous factors which bring about 
hypotony. look into some the 
theories the causes for glaucoma, 
find also theoretical explanations 
potony. According the work 
sey and electrolytes enter the 
anterior chamber secretion, and the 
nonelectrolytes diffusion. The mech- 
The electrolytes diffuse through ciliary 
capillaries into stroma and are secreted 
into the epithelium across barrier 
impermeable ions into the posterior 
aqueous chamber. The rate secretion 
keeps the concentration electrolytes 
excess that the blood—a higher 
osmotic state—this turn brings more 
water into the eve. The nonelectrolytes 
enter the (like water) diffusion, 
considerably slower than water. 
fore, the nonelectrolytes (like urea 


“here 


glucose) are normally less concentrated 
the anterior chamber than 
blood. Kinsey has pointed out, the 
separate processes and has two principal 
electrolytes diffuse backward 
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ward and exchange with the analogous 
molecules the blood stream, and they 
also may leave the anterior chamber 
the angle and canal. The 
hypertonicity the aqueous versus the 
blood plasma moves water into the eve. 
The capillary pressure 
relatively secondary may 
that 
enucleated eye maintains intraocular 
This 


lustrates the the walls 


pressure about mm. 


the ocular chambers. Scheie, Moore 
and iridectomized cat eves, 
showed that the volume the anterior 
chamber was altered downwards per 
cent, and with this the intraocular pres- 
sure was reduced about per cent 
normal. They found the protein in- 
crease after paracentesis the 
tomized animals was considerably less 

indicating that the proteins secon 
dary aqueous come from the 
general, the osmotic pressure the 
aqueous lowered the blood osmot- 
pressure raised, the intraocular pres 
sure lowered. This 
diabetes when the pressure varies with 
the blood sugar. common clinical 
that 
intraocular 
converted into normal elevated state 


illustrated 


servation given case 


uveitis, low pressure 
the uveitis subsides. 
\lso uveitis with greater congestion 
uveal vessels, the pressure falls, due 
lack osmotic between 
and aqueous, and and 
Schlemm’s canal usual finding 
uveitis deeper anterior chamber 


blood aqueous 


red low intraocular pressure. In- 
raocular neoplasm may show hypotony 
rom necrosis and uveitis. There should 
heoretically more loss intraocular 
ressure small hyperopic eves than 
rger myopic eyes, assuming both 
with uveitis, due less volume 
greater per cental effect the small 
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which 
aqueous increase, relatively, that 
the blood tend produce hypotony. 
the anterior segment 
the globe, severe enough recurrent 
enough, lead hypotony, the 
and phthisis. There may, course, 


intervals preceding hypertension 
where mechanical factors secondary 

detachment the retina, lower 
intraocular pressure the rule. 
states first the intraocular pressure 
normal and hypotony soon develops. 
cites, from Hortsmann, 106 cases de- 
tachment. There were with normal 
intraocular pressure, with 
sion. Some causative factors con- 
sidered are myopia, reduced blood vol- 
ume the eve, lessened 
ume, altered protein content the an- 
terior with the 
noted above uveitis, and the absorp- 
tion the tluid from the eye new 
routes. With less function, less choroidal 


chamber 


and retinal volume may expected. 
Supporting this theory, have observed 
reduction the caliber the 
retinal vessels the affected eve. The 
vitreous via retinal hole tear, 
from the choreocapillaris through lam- 
ina vitrea and the pigment the 
retina. The former would seem 
the easier route. This idea supported 
the healing effect from closure the 
retinal hole. 

Among the nervous intluences the 
secretory mechanisms, cervical sympa- 
thectomy causes vasodilation, 


perimentally and 


showed there was increase transfer 
dyes the body. Epinephrine 
caused definite changes tissue reduc- 
tion potential, exaggerated previous 
adrenalectomy. General 
duces intraocular pressure, especially 
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thesia plus pressure bandage anes- 
thesia cone causes marked 
persistent clinical observation the 
reduction intraocular pressure with 
less emotional stress and storm. con- 
tusions, have noted above, nervous 
and circulatory factors may both enter 
into resultant hypotony. Weeker 
has coined “transitory 
Following ganglio- 
nectomy and the resultant neuropar- 
alytic cornea, low intraocular pressure 
has been noted. Herpes ophthalmicus 
has been associated with hypotony, usu- 
ally with congested globe; however, 
this suggests intraocular cause for 
the hypotony. 


Congenital malformations the globe 
have been noted associated with 
hypotony some instances and with 
glaucoma others. Concomitant de- 
formities are reported include cata- 
ract, iris defects (including coloboma), 
muscle imbalance, ptosis, and persistent 
vascular anomalies. 

General disease states such diabetes 
and the anemias may associated with 
hypotony. diabetes the alterations 
blood sugar may often related direct- 
alterations intraocular pressure. 
Diabetic coma commonly associated 
with hypotony. The following theories 
have been offered explain hypotony 
cessive concentration blood; loss 
water; low general and local blood 
pressure action endogenous toxins 
capillaries and the vegetative nervous 
system the eve. pernicious anemia 
low intraocular pressure 
may restored normal with the im- 
Rapid changes blood pressure, eith- 
though limited, relationship intra- 
ocular pressure. Experimentally, using 
dogs and strong pressor substances, the 
rapid increase blood pressure bears 
relationship rise intraocular pres- 
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changes blood pressure are rela- 
tively little causal signiticance. Marked 
loss blood and exposure extreme 
cold and electrical shock have all been 
associated with hypotony the globe. 

the endocrine side, pituitary and 
thyroid diseases have been accused 
causing both glaucoma 
Hypotony has been linked with castra 
tion. general the pathogenesis this 
group obscure. 

ate sequel drug and surgical therapy 
drug therapy there may be: 
over-response miotic, even with 
average dosage used; too great 
shift from hypertonicity 
following use cycloplegic some 
cases uveitis. this instance there 
may have been mechanical such 
vitreous plug, broken with the dila 
tion the pupil. 

surgical therapy, some the 
causes continued hypotony are: the 
wound not closing; trephine open 
ing too fistulation too 
which often causes 
some degree uveitis, and 
some instances over-destruction 
the ciliary processes; 
causing plasmoid aqueous, 
body and suprachoroidal absorp 
tion, more less; and 
paracentesis causing dilatation the 
iris vessels and the alteration degree 

Detachment the choroid the rule 
after cataract section, shown 
would seem that the easiest 
way for excessive fluid, choroidal 
origin, leave the eye would 
suprachoroidal space. The staining 
character the fluid under the retina 
usually different from that outside 
choroid. One has the 
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suprachoroidal more transient, 
less albuminoid and less late 
degenerative changes. interesting 
case choroidal detach 
ment and hypotony 
and 1926. This case 
showed choked disk and deep ante- 
rior chamber; the iris 
dropped towards the posterior. The pa- 
tient had had severe diarrhea over pe- 


riod of vears. 


The condition induced the 
causes hypotony related its 
severity and duration. mild degree 
the effect and state 
that following massage normal 
the better, some forms optic 
neuritis coupled with anoxemia; may 
vision for the worse when the cor 
neal curves are altered and when the 
the lid over the soft globe 
produces considerable astigmatism. 
edematous lids and some enophthalmos 
sociated with hypotony. Persistent 
potony uveitis and leaky corneal 

ounds after cataract may lead one 

more the following: obliteration 
the chamber, vitreous con- 
with endothelium, partial corneal 
pacification, anterior synechias, angle 
lock, epithelial downgrowth and secon 
glaucoma. growth the 
nterior chamber should suspected 
oft eves following cataract operation, 
hen the line incision shows thin 
pot clear area resembling hyalin 
indow, and course when the eve de- 
icroscopy will show the epithelial line 
the posterior surface the 
above and the anterior iris. 
causes the cornea thicken, 
radius shortened; there may 
pithelial edema, and both 
rinkled. The iris congested, some- 
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times microcystic, and may 
ment movement. The angle altered 
towards right angle. The sclerocorneal 
trabecula looser arrangement and 
the trabeculae increased cross-section 
diameter. The aqueous plasmoid and 
usually contains cells, some 
ment. The anterior chamber deepened. 
The ciliary body may atrophic may 
subcapsular zone. The sclera more 
proaches aqueous character loses 
its structure. The color both tends 
toward pale straw xanthotic. The 
suprachoroidal space contains light, 
acid-staining The choroid may 
engorged may show disorganization 
and round cell infiltration. The retina 
often cystic, the vessels engorged, and 
shows pigment migration. Its elements 
may disassociated and major 
especially near the nerve head. The pa- 
tient notices entoptic phenomena due 
chemical and mechanical causes. The 
nerve head usually edematous, thrust 
anteriorly, and choked. 
volvement the coincident 
with hypotony not reversible, and the 
globe ends its course disorganized, 
shrunken The various 
are converted into often 
and bony—a state distiguring, 
liable recurrent inflammations, irri- 
tation and metaplasia. 

The clinical significance hypotony 
dicative profound change the in- 
traocular the blood 
composition and fistulization the 
globe—an altered state which sig- 
nificant that glaucoma. The soft 
eve may indicate, with uveitis, 


adjustment under way—a way station 

before repair and the flow aqueous 
which sets the globe firms. The 
base intraocular pressure mm. 
which the eve’s right, even 
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death, maintenance level. this 
level and below, fluid interchange possi- 
bilities may greater and yet the flow 
may less the pathologic 
aqueous, because the secretion less. 
Such eye, massaged lightly 
opened paracentesis, still further 
reduced pressure, without the return 
pressure. 
oxygen level just not quite being 
maintenance level, the partial blocking 
the trabecula and angle the gel 
character the aqueous salutary. 
considering detachment the retina 
there usually intraocular pressure 
the low side. sudden further lower- 
ing, usually low level, indicates that 
the globe has not recuperative power. 
Beigelman! has reported acute hypotony 
clinical entity occurring only ret- 
inal detachment. Such eye not 
good candidate for surgical treatment. 
low pressure following trauma may 
mean retained foreign body, nervous 
traumatic paralysis ruptured globe. 
When the hypotony follows surgery 
may indicate uveitis 
There small group patients who 
get along fairly well with abnormally 
low intraocular pressure over period 
months years. Hypotony known 
run some families. Such patients 
give the impression being more sus- 
ceptible ocular disease comparison 
with others. There some evidence 
toward the belief that the eve hy- 
potony more liable infection. 
evaluating papilledema one must con- 
sider the intraocular pressure and relate 
this any elevation the nerve head. 
The eye with lower pressure more 
apt have higher elevation the 
nerve head and later show more sec- 
ondary atrophy. 

There are some benefits 
duced hypotony which may listed: 
following paracentesis promote 
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conversion stem branch plug- 
ging embolism the central artery 
blood supply the eve 
laboring under state anoxemia, 
especially the retina and optic 
removal clogged pathologic aque- 
ous and replacement with higher 
antibody titer; improvement cor 
neal metabolism, repair 
ency. 

The treatment eves with 
hypotony restore the functions 
interchange and tlow aqueous humor, 
reduce congestion the uvea and 
restore shape the globe, and low 
extraocular muscles. uveitis the 
tient given cycloplegics with their 
many benefits, deep diathermy, foreign 
proteins, and the causes for the uveitis 
are sought. The nonclosure wounds 
prevented sutures during after 
the surgical procedure, and chemical 
cauterants such silver nitrate tri 
chloracetic acid. Skilled management 
the patient favors 
wound closure and will reduce the 
cidence reopening wounds. 
large effective filtering cicatrices and 
hypotony may follow the trephine 
LaGrange operation. This can cor 
rected the flap procedure recom 
mended Wheeler. 

future studies some consideration 
should given, experimentally first, 
ous other fluids. The ciliary ring als« 
this time one the least 
stood and least manipulated parts 

and large, hypotony the glob 
means profound change from 
ology pathology. The initiating and 
transmission mechanisms the visua 
impulses are sensitive both 
supply and hydrostatic pressure. Thos 
activities within the eve relating 
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exchange and alter the intra 
ocular pressure upwards downwards 
both movements equally hazardous 
function and structure. the case 
oma, hypotony word sign and 
not the disease itself. Both have long 
unknown shore lines. The ophthalmolo 
gist must try find the cause the 
hypotony his patient and attempt 
revise the pressure upwards. reverse 
the development those asso 
ciated with this major cause oph 
pathology will call his highest 


skill and that his colleagues. 
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DISCUSSION 


M.D., New York, 
Dr. Heath this excellent presenta- 
tion has given complete outline the 
causes and consequences hypotony. has 
shown that may result from number 
conditions, some constitutional, others local. Its 
pathology has been well discussed and its treat- 
ment mentioned. short has thoroughly 
some the points has mentioned will con- 
stitute this discussion. 

The prognostic importance hypotony 
retinal detachment does not seem suffi- 
ciently appreciated. generally known 
that the vast majority all separations 
the retina the intraocular tension moderately 
lowered. This true the initial stage 
whether the detachment serous nature 
due neoplasm. 1938 study made 
cases with intraocular malignant melan- 
oma revealed that per cent the intra- 
ocular tension was from mm. lower 
the affected eye than was the normal 
fellow eye. While similar reduction the 
centage these cases the hypotony 
found. Although this usually occurs exten- 


nents associated with disorgani- 
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zation the vitreous may present 
cases otherwise favorable. 
and reporting series 164 detachment 
operations, found such hypotony 
stances. Operations upon these cases with 
intraocular tension less than mm. 
resulted failures. The routine 
testing the intraocular tension all cases 
retinal detachment therefore decided 
prognostic value. 

Similarly, watchful attention upon the intra- 
ocular tension all uveal inflammations may 
serve well because progressive lowering 
the intraocular pressure usually means 
degenerating globe. the younger clinicians 
particularly appeal for the prompt recogni- 
tion this important sign impending doom 
penetrating wounds the globe. 

The recent great interest the use 
sutures operations for removal cataract 
has made doubly conscious the dire con- 
sequences delaved wound closure. Dr. Heath 
has given the usual sequence events, viz., 
collapsed anterior chamber, hypotony, detach- 
ment the choroid, anterior corneal 
opacification, epithelial downgrowth 
ondary glaucoma. addition this classical 
picture, there another symptom complex 
which results from hypotony produced 
leaking wound. this group the immediate 
postoperative course uneventful 
vision first very satisfactory. Within 
few weeks, however, the patient returns com- 
plaining watery eye and blurred vision 
Examination this time reveals 
reduction vision and eye that casual 
inspection appears normal except 
increase lacrimation and possibly 
photophobia. The anterior chamber normal 
depth and free from evidences uveal 
The incision often appears seal- 
but pressure along reveals tiny open- 
ing and the fluorescein test positive. The 
intraocular tension below mm. and 
the anterior part the vitreous hazy with 
many fine dustlike opacities present. the 
condition continues there progressive loss 
vision due increased clouding the 
vitreous and some instances edema 
the macula. These cases are usually diagnosed 
mild cyclitis but spite continued 
treatment the deterioration progresses. care- 
ful inspection the wound essential lo- 
cate the trouble. The opening insufficient 
empty the anterior chamber but adequate 
produce genuine hypotony. Sometimes 
there only small filtering cicatrix which 
completely covered conjunctiva, but more 
frequently tiny fistula demonstrable the 
use fluorescein and gentle pressure the 
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globe. either case the treatment identical 
The opening must closed. Chemical cau- 
terants are rarely satisfactory, has been 
practice treat them the 
manner. The wound covered 
junctival flap—dissected from the limbus 
using the technic described 
fore this flap sutured down 
probe and then passing double-armed 
suture through the lips the opening. This 
suture then passed through the conjunctival 
flap and tied. This approximates the edges 
the opening and insures permanent closure 
hands the mere covering the opening 
with conjunctival flap has usually 
correct the hypotony. days when 
fitting that should not lose sight the 
importance hypotony. Dr. Heath 

sented the facts clearly that sure 
will all more mindful the 
virtue this, better ophthalmologists 


Payne, New Yor 
The varied thoughts brought mind 
Dr. Heath’s interesting observations 


ocular hypotony stimulate one 
some the common pathologic findings 
eves removed because their softness and 
tential danger 

Ocular hypotony frequent 


The entire uvea may replaced specifi 
granulation tissue. Although the eve may have 
een hard early stages woul 
ater because this granulomatous 
placement secreting tissue 

The same conditions apply the 
tuberculous eves, especially when the 
body are involved. Usually there 
the intraocular tension due 
hesions of the iris to the lens. Operative re 
lief pressure induced may precede the 
final softening seen atrophy the globe 

cases abscess the vitreous, 
endogenous from injury, there are inflam 
matory changes the uvea followed the 
formation cyclitic membranes. These men 
branes cover the flat part the ciliary 
contract and cause detachment the retina 
results, followed atrophy 
tinal removal the eye. 

gion may cause atrophy from herniation 
the uvea resistant iridocyclitis. 


J 
sympathetic ophthalmitis. When spe 
men studied with low there 
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Detachments the retina 
either spontaneous induced, usually cause 
Long-standing detachments the 
retina with cystic changes are conducive 
atrophy and sometimes bulbi 


Ascuer, M.D., Cincinnati, Ohio, (by 
invitation) May add unpublished obser- 
vation Dr. Heath’s most valuable contribu 
tion. studying the eves patients with 
deficiencies Birmingham, Ala., 1940 and 
1941, often found tonometer readings sug- 
resting intraocular pressures low 10, 
and less mercury. Some 
these patients had anemias; others did not. Re- 
testing the intraocular pressure readings witl 


suggested for 
estimation corneal rigidity, became con- 
vinced that some these eyes had not un- 
low pressures but unusually soft cor- 
‘as. Faulty nutrition might have been the 
ause for this increased impressibility their 
orneas, and other cases showing 


tonometer weight, 


low intraocular pressure values might 
also been cases lowered corneal rigid- 
This might sign vitamin deficiency 
another kind impaired nutrition the 
This may particularly true for those 
cases hypotony later complicated kerat- 
that time study was not com- 
pleted. feel, however, that the relationship 
nutrition and corneal rigidity deserves 
further attention 
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DIVERSION CLUB 


Final arrangements have been completed for the meeting the Diversion 
Club French Lick October 16, and 18, following the Academy convention. 
Several options are available order conserve time for those who not 
necessarily wish return Chicago the night October 18. For those who live 
the South, train plane service available out Louisville. For those who 
live the East, transportation can arranged Indianapolis for sleeper accom- 
modations October 18. These arrangements are contingent upon sufficient advance 
notice permit completion. 
The following rates and options are available. 
One way, Chicago French Lick, lower berth. Hotel three days, 
Round trip, Chicago French Lick and return, lower berth both 
ways. Hotel three days, single occupancy 
One way, Chicago French Lick, lower berths, Hotel three days, 
occupancy each 62.91 
Round trip, Chicago French Lick and return, lower berths both 
ways. Hotel three days, double occupancy each 79.19 
Hotel three days, single occupancy 52.00 
Hotel three days, double occupancy each 46.00 


Hotel rates are the American plan basis and begin with breakfast Saturday 
morning, October 16, and extend through dinner Monday, October 18. 


Greens and caddy fees are extra. 


The trip from Chicago will the Monon Railroad leaving Chicago, Friday, 
October 15, 11:05 p.m. and arriving French Lick, morning, 
October 16, 
The train leaves French Lick Monday evening 9:30 and arrives Chicago 
a.m. 
there are sufficient requests for compartments, full compartment car may 
obtained ample time given for procurement. The additional charge would 
$1.50 per 
Drawing room accommodations would $3.62 additional per 
Upper berths would $1.04 less than lower berth rate. 
earnestly requested that reservations made early possible assure 
everyone good time and allow the railroad and hotel managements ample time 
insure good service. 


Make all checks payable the Diversion Club. are not member, add 
$10.00 which covers dues for life. 


301 Hume Mansur Building 
Indianapolis, Indiana 
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OPHTHALMIA NEONATORUM 


the April 1948 number the Memorial Hospital Trenton, 
article entitled “Can Present Laws luridly and 
Blind Your Baby?” The essence this viewed. Mention made the investi- 
article protest against the use sil- Dr. Nicholas Eastman 
ver nitrate prophylactic for oph- along similar lines, but re- 
thalmia neonatorum and strong sults are reported. 
mendations that penicillin some sul- The immediate criticism against this 
fone treatment sup- not the underlying idea, but 
port this condemnation and recom- highly sensational manner which 
mendation, the Credé method termed written. The laws are “antiquated” 
tive conjunctivitis stressed, and week purulent conjunc- 
cases blindness following the use tivitis infants, most which cleared. 
the Credé method are reported, facts that 140 babies showed 
these was known that too strong smears from their con- 
lution silver nitrate had been are cited evidence against 
mention made the strength the use silver nitrate, the statement 
silver nitrate used the second made that “parents would rise 
The resolution presented Dr. Lehr- theirs were among seventy- 
feld the 1947 meeting the Ameri- innocent children who had been se- 
can Medical Association punished, perhaps injured, be- 
ind, further supporting evidence for twenty-five others might need 
the view expressed this article, there correction.” 
cited the work the McKinley Ignoring the rather extreme manner 
phylaxis Against Ophthalmia Neonatorum) the evidence favor the use 
\merican Academy Ophthalmology and prophylaxis ophthalmia 

pproved the Council, June 26, This may summarized fol- 

also been accepted and approved the Dr. Franklin used the crystalline 


Association salt penicillin concentration 
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2500 units the cubic centimeter, and 
after irrigating the eves with salt solu- 
tion, drop the penicillin solution 
was instilled each eye and this repeat- 
the three following days. Nine 
hundred sixty-one infants were treated 
this manner and the results compared 
those 749 infants treated with the 
conventional Credé method. the peni- 
cillin group, irritative purulent con- 
junctivitis occurred 2.1 per cent 
the cases against incidence 6.0 
per cent the silver nitrate group. 
the silver nitrate group, pus appeared 
the day birth the greater number 
instances, while there were cases 
the day birth the penicillin 
group. Thereafter the incidence ir- 
ritative conjunctivitis 
the same both groups. the nurse 
report from home study there was 
statistical difference the occurrence 
pus, discharge history infec- 
tion. Edema the lids occurred 
per cent the silver nitrate treated 
group, and per cent the peni- 
cillin group. After the third day there 
was statistical difference the two 
groups. There was incidence gon- 
ococcal conjunctivitis the penicillin 
group while case occurred 
fourth day the silver nitrate group— 
again there being 
ference. The conclusions Dr. Frank- 
lin were that penicillin prophylaxis com- 
pared favorably with silver nitrate and 
that was preferred because the 
danger permanent injury the eye 
was eliminated. Dr. Franklin, however, 
presented evidence permanent 
damage following the use silver ni- 
trate. later communication from Dr. 
Franklin, published the Military Sur- 
geon,? gives some bacteriologic details 
this work, but does not add substan- 
tially the results before reported. 

Dr. Eastman’s investigation the 
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Johns Hopkins Hospital, which 
erence made, was summarized 
personal communication from the auth- 
or. From Jan. Dee. 31, 1947, the 
following procedure was used 
obstetrical work the Johns Hopkins 
Hospital substitute for the Credé 
method. Upon admission the delivery 
the mother received 200,000 units 
penicillin intramuscularly, this being 
repeated the event the labor lasted 
longer than eighteen hours. The new- 
born baby received 50,000 units intra- 
muscularly within fifteen minutes after 
birth. This procedure was carried out 
2512 cases. The period accurate 
hospital observation was less than ten 
days, and the. follow-up home observa- 
tion was unsatisfactory because the 
nursing shortage. However, under this 
regime, there were observed cases 
gonococcal conjunctivitis, and 
ports such cases this series from 
other physicians hospitals for infec- 
tious diseases. similar program was 
carried out the Sinai Hospital Bal- 
timore, where from April 
May 1948, 2450 babies received sim- 
ilar penicillin prophylaxis, silver nitrate 
being omitted. The period hospital 
observation was not less than six days. 


‘Again, cases conjunc- 


tivitis were observed. 

The arguments against the immediate 
ophthalmia neonatorum may sum- 
marized follows: 


must realized that the 
method (silver nitrate) not used 
preventive ophthalmia neonatorum 
but primarily prophylaxis against 
gonorrheal ophthalmia the newborn. 
The proper instillation per cent 
silver nitrate necessarily followed 
certain amount conjunctival reac 
tion which may vary from minimal con- 
gestion sterile purulent conjunc- 
tivitis. There evidence, however, 
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that this conjunctival reaction 
sulted any visual loss. Thus the case 
against the use silver nitrate appears 
greatly overemphasized. (See Re- 
port the Sub-Committee Prophy- 
laxis Ophthalmia Neonatorum, New 
York Academy Medicine, 1947.) 
personal communication Dr. Eastman 
has stated, certain the allegations 
made regard silver nitrate are quite 
preposterous. Thus twenty-five 
years obstetric practice, covering su- 
pervision not less than 40,000 births, 
all which silver nitrate was used, 
know instance which this 
agent has caused any permanent damage 
any kind the eyes. Moreover 

was acquainted with report the 
literature which silver nitrate cor- 
rect dosage has ever been incriminated 
the cause blindness.” 

Despite the claims the contrary, 
the superiority penicillin over silver 
nitrate not yet demonstrated. Thus 
Dr. Frank Whitacre, whose de- 
partment Dr. Franklin’s investigations 
were conducted, states personal 
communication Dr. Foote, the Na- 
tional Society for the Prevention 
Blindness, efficacy penicillin 
compared silver nitrate for the pre- 
vention ophthalmia neonatorum far 
from proved. The work was done our 
department and would need con- 
other institutions.” 

Neither penicillin silver nitrate 
effective against virus infection. Peni- 
cillin relatively ineffective against 
form organisms and some strains 
staphylococci. The existence 
cillin-resistant strains gonococci has 
established. 

The dose penicillin, used 
Dr. Franklin, was instillation 2500 
units the cubic centimeter dilution 
once daily four successive days. This 
greatly increases the nursing load. The 
hest manner administration, whether 


intramuscular injection the moth- 
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and child, instillation collyrium 
ointment the eves the infant, 
has not yet been established. The intra- 
muscular injection carries certain the- 
oretical danger. Thus the Johns Hop- 
kins series, there were unexplained 
deaths syphilitic children the first 
forty-eight hours. The possibility that 
these deaths were due Herxheimer 
reaction was carefully considered and 
could not dismissed. 
oretical objection the intramuscular 
use penicillin that may mask evi- 
dence congenital syphilis. 

The correct dosage penicillin 
prophylaxis infants not yet 
known. Dr. believes his initial 
dosage 50,000 units intramuscularly 
was unnecessarily high, and his fu- 
ture investigations plans use much 
reduced dose. Further, matter 
common knowledge and experience that 
the single instillation drop 
2500 units the cubic centimeter solu- 
treatment any virulent conjunctival 
infection. The recent availability 
100,000 units the gram crystalline 
penicillin ophthalmic ointment opens 
new fields for investigation, reducing 
the nursing load, vastly increasing the 
effective dosage, and prolonging the 
time application penicillin the 
conjunctival sac. 

view the incomplete present 
state our knowledge this subject, 
your Committee deplores 
article the Home Com- 
panion, and full agreement with 
the conclusions and recommendations 
embraced the report the Sub-Com- 
mittee the New York Academy 
Medicine, namely, that changes 
now recommended the existing laws. 
the further opinion your Com- 
mittee that while possible, indeed 
even probable, that some form anti- 
place the present use silver nitrate, 


rs 
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matter needed before any concrete 

recommendations can made. Such in- 

vestigations are now progress es- 

tablished clinics, and hoped that the 

answer may ultimately forthcoming. 
ALAN M.D., Chairman 
M.D. 
TRYGVE GUNDERSEN, M.D. 
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COUNCIL MINUTES 


AMERICAN ACADEMY 
OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 


June 26, 1948 
PALMER HOUSE, CHICAGO 


Ray Daily, Lawrence Post, 
Gordon New, Alan Woods, Bene- 
Ruedemann, Dean Lierle, Lawrence 
Blassingame, Thomas Allen, Fletcher 
Woodward. 

The Council convened 9:20 a.m. 


proposal was presented Dr. Lawrence 
Boies that the Home Study Courses ex- 
tended two years. After considerable dis- 
cussion the merits expanding the course 
two was moved Dr. Lawrence 
Boies and seconded Dr. Ralph Rychener 
that the Home Study Courses carried 
they have the past one-year basis. 
Carried. Dr. Boies will canvass this year’s 
registrants and the faculty for their reac- 
tions the two-year plan and will bring the 
data the Council meeting October for 
further discussion. 


The proper compensation the Academy 
men who correct Home Study papers was 
brought for discussion. was moved 
Dr. Dean Lierle and seconded Dr. Conrad 
Berens that: those who correct papers 
paid cents per paper; that the men 
[those who correct papers] and their wives 
invited the Home Study Luncheon; 
that they presented with card ap- 
preciation their services, signed the 
proper Academy officers; that their names 


published the Car 
ried 

During the past two vears number sug 
gestions from members the Academy have 
been received regarding membership 
Academy for foreigners who are not eligible 
for who are not likely take the examina 
tion the American Board Ophthalmology 
Otolaryngology. has been suggested that 
the Academy set “corresponding mem- 
bership” formulate some plan 
specialists from outside the American boun- 
daries may become affiliated with the Academy. 
Also number applications for member- 
ship have been received from specialists 
countries and South American 
countries who are without American Board 
certification. was suggested that amend- 
ment the Constitution made provide 
for corresponding members. After considera- 
ble discussion, most which was not favora- 
toward the plan, motion was made 
Conrad Berens and seconded Dr. Gor- 
don New that the subject tabled. Motion 
carried. 

was moved Dr. Benedict and 
seconded Dr. Conrad Berens that Dr. Er- 
ling Hansen authorized the Council 
employ the necessary help for the public 
department during the 1948 meeting 
extent not exceed $500 


Dr. Dean Lierle requested authorization 
from the Council employ the unused funds 
appropriated the Council for the Commit 
tee the Conservation Hearing stimu 
late interest and research the field oto- 
laryngology and offer rewards for outstanding 
service the field. Dr. Lierle was reminded 
that the research policy the Academy pro- 


i 


COUNCIL 


vides for honorariums and funds for the pub- 
heation and distribution reports 
pleted research ophthalmology and otolaryn- 
for 
action the Council upon 

the Editorial Board. The 
Conservation Hearing has been granted 
the Council not exceed 
The expenses of the 


mittee have not exceeded that amount 


com- 


recommendation 
Committee 
the 
$3,000 per Com- 
was 
the consensus that the unused portion the 
allotment the Committee the Conser 


research 


tor 
should 


awards the stimulation 


The relationship the Otosclerosis Study 
the Academy was discussed and some 
mutually agreeable working arrangement was 
sought. was moved Dr. Robb and 
Hansen that Dr. Dean 
the Committee the 
Hearing, and Dr. James Max- 
the 
form committee work out 
Dr. and 
present the Executive Sec- 


seconded by Dr 
Lierle, representing 
Conservation 
Otosclerosis 


well, representing 


basis 


co-ordination. Carried 


Wil 


s of the men on these commit 


report 


its October meeting 
VII 
Benedict requested the Council 
the number manuals which will 
presented the authors free charge. 
Dr. Conrad Berens and 
Ralph Rychener that the 
manuals allotted authors with- 
limited 20. Carried 


David Ruhe the Public Health 
presented the Council the plan for 
Medical Film Institute sponsored the As- 
ciation American Medical Colleges. This 
includes the following: hire di- 
ctor and secretary, acquire space 
the New York Academy Medicine, 
uip the for audio-visual demonstration 

usage, and supply ample funds for 
ivel; set specific new projects 
riculum study and preplanning, experimen- 
production, critical training, 
hives, and secure support and finan- 
for each project from whatever source 
interested; Gradually establish gen- 
film consultation, general as- 
stance national and international medical 
projects, etc.; demonstrate need 

justification for permanent services, while 


rule 


tion was made by 


econded 
umber 


charge 


office 


cataloging, 


services of 
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and 
interest where Institute longer essen- 


tial 
Dr. Alan Woods made the 


tion: That the Academy approve principle 
the organization the Medical Film Institute 
and authorize the Program Committee study 
the motion report the Council 
October the 
participation the 
The motion was seconded 


discarding areas 


following mo- 


further 
exact extent advisable such 
this project. 
Conrad Ber- 


ens and carried 


Berens submitted the 
Committee and 


Coun- 
cil the report the 
Visual Physiology the advertising con- 
tact This report was approved the 
Council motion made Dr. Conrad 
Berens, seconded Dr. Ralph Rychener and 
the National Business 
Society for the 
Hygeia, the Of- 


lenses. 


National 


and other organization whic 


interested this subject. 


hce, an) 


Benedict presented the Council 
letter from Mr. Connelly the Medi- 
Arts Company for the 
the Academy mo- 
nopolies the artificial eves 
Dr. Alan Woods that the 
record opposed any procedure which 
plete monopoly any prosthesis 
accessory apparatus ophthalmology. Mo- 
tion seconded Dr. Ruedemann. Car- 
ried 


asking 
eciing ot regard to 


vives a con 


Dr. Alan Chairman the Acad- 
ttee the Investigation Pro- 
presented report that Committee. 
stated that the report had been approved 
similar committee the Section Ophthal- 
the American Medical Association 
Benedict moved that the Council 
report and authorize its publica- 
tion the TRANSACTIONS the 
report sent the National Society for the 
Prevention Blindness and the New York 
\cademy Medicine official document 
from the Academy. The motion was seconded 
Dr. Reese and carried. (In the pub- 
lication the report, footnote should 
added the effect that the report 
approved the Section Ophthalmology 

the American Medical 


Comm 


phylaxis against 


approve t 


it 
1 ° 
| | 


a 


628 TRANSACTIONS JULY AUGUST, 1948 


Dr. Reese moved that the Committee 
commended their excellent work this 
report. Motion seconded Dr. Conrad Ber- 
ens. Carried. 


letter from Dr. Maynard Wheeler, 
secretary-treasurer the American Ophthal- 
mological Society, requesting that the Acad- 
emy appoint “Helmholtz Centenary Commit- 
collaborate the celebration the 
invention the ophthalmoscope 1950, was 
read the Council. was moved 


Conrad Berens and seconded Dr. Thomas 
\llen that the President appoint such com 
mittee. Carried. 


Dr. Alan Woods reported 
tatus the fellowship established corre 
late the material the Carnegie Institute 
embryology the eye. Dr. Woods asked the 
Council for names men 
suggest for the job. Dr. Reese suggested 
Dr. Smelser New York 

The Council adjourned 


a 
4 
qd 
| 


A.M.A. QUESTIONNAIRE 


COMMENTS STATISTICAL RETURNS 


analysis the interest and type par- 
ticipation ophthalmologists indus 
out 
through the Couneil Industrial 
Health the American Medical Asso 
request the Joint Commit- 
tee Industrial Ophthalmology. was 
ear, nose throat 
1750 ophthalmologists. the former 
1188 


responded 


722 ophthalmolo 


group, 
were received from 
While the percentage replies 
may seem low, must kept mind 
that there are great many 
small communities where the 
industrial population small and would 


not require special programs study. 


usual, when mere medico trics 
ssistance statistician, many ques 
ver impossible. This 
everal instances the questionnaire 
was set and distorts the findings 


When attempted evaluate the 
after analysis con 
cted 


und 


University, 
divergence 


Purdue 
considerable 
inion controversial subjects, 

metrists for technical work 
with over-all eve program was 
storted bad wording the ques 
Replies 
have 


questions 
the 


such 


cation of original papers and the continuing 


graphy, which usually comprise the Industrial 
Imology section of the Transactions has 
postponed until the September-October issuc 
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basis experience. While there was 
definite evidence ot old-time prejudice, 
there were many doctors who were will- 
way serving the demands industry. 
this willingness were of- 
ten made note from 
the doctors. Many vet had not seen 
the possibilities expanding their in- 
terests include study the indus- 
trial requirements their community 
and were continuing their 
patients various indus- 
tries with varying job requirements 
regards vision and with- 
out full understanding employment 


problems. 


With per cent the doctors ex- 
pressing their main interest accident 
and medical care, would seem that 
there considerable missionary work 
done promoting the idea pre- 
ventive care which the primary mo- 

behind industrial eye program 
per cent were interested 

consultation guidance program while 
only per cent were interested get- 
ting into industry for the purpose 
learning job requirements. Thirty-two 
per cent the replies indicated in- 
program. Fifty-seven per cent the 
doctors expressed desire for industrial 
work, however, many them were 
loss know how make the proper 
contacts which would open the doors 
them. This usually local problem, de- 
pending upon the type industry and 
the doctor’s interest and contacts. One- 
half the replies indicated satisfac- 
tory situation their locality far 
industrial eve work was concerned. Six 
per cent said definitely that the quality 
the eve service industry was poor 


SF. 
+ 
7 
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their locality. There considerable 
variation the degree interest 
the part individual doctors and their 
supporting medical societies. Sixty-six 
per cent the doctors are with 
the laws, 
though only per cent state that they 
have second injury fund. Since per 
cent the doctors failed answer the 
question about second injury fund, 
one may assume that they have not in- 
vestigated this important item. 


compensation 


Replies indicate that the majority 
industrial refractions are being done 
the doctors’ offices, however, per cent 
report doing industrial refractions. 
Forty-seven per cent the doctors 
stated that they had made investiga- 
tion refraction eve 
problems industry the possibility 
making refractions without the use 


angle. 


The original research project over 
16,000 cases which launched the work 
vealed very serious need for competent 
eve care which could not accom- 
plished the ophthalmologists alone 
there were simply not enough them 
around. The increasing impetus 
the demand for corrective work comes 
from management itself and are 
faced with critical decision. Few, 
any, ophthalmologists experience and 
worth would content refract and 
refract only, yet the crying need 
industry from the standpoint 
ciency and safety program which 
will disclose visual defects and provide 
corrective procedure employees can 
meet their visual job requirements. Dr. 
Lawrence Post presented the prob- 
lem very realistic manner re- 
cent issue the American Journal 
where contends that 
have make decision some time, 
and soon, whether want co- 


operate with, help train and set 
effective and ethical program, not 
generally, but especially for industrial 
refracting with the optometric profes 
sion frankly admit that cannot 
not want really participate 
and guide industrial eve programs. Dr. 
Derrick Vail’s discussion the TRAN- 
SACTIONS also clarifies the issue. 


studying the replies the ques- 
tionnaire, one impressed the fact 
that the busy ophthalmologist with 
full patients requiring patho- 
logic surgical care may feel that 
has little time devote the study 
industrial eye problems. But, Dr. Ralph 
Williams, Assistant Surgeon General 
the Public Health Service, said 
1946: the problem industrial 
select the jobs suitable 
the visual workers order 
that they may contribute the war 
fort. Above all, the responsibility 
the industrial ophthalmologist con 
serve the eyesight 
The Navy Correction- 
Protection Program 1948 edition 


new 


this statement. 


show the wide divergence com 
ments often made personal letters 
attached the questionnaires, would 
like quote the opening sentences 
two such letters. 


was tremendously upset the tone 
your questionnaire and thought better 
wait awhile before writing cool off 
one the most comforting reports that have 
encouraged the optometrists 
editorial friend the American Journa 

places who have lost some the finest 
fessional and ethical sense values. Your 
questionnaire indicates indifferent 
toward the optometric people which 
state have been battling hard.” 


fession have qualified optometrist refract 
under medical supervision, certainly would 
welcome such scheme for industrial refract- 
ing. This especially true, junior oph- 


| 
| 
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thalmologist was available. would more and increasingly active participa- 


than willing teach such retractionist ophthalmologists industrial 
recognize trouble and work with him 
eve programs the country idence 
industry. 

much more hopeful future. 


analysis the A.M.A. 
questionnaire printed herewith. Hepwic M.D. 
hoped that publishing these results, Secretary, Joint Committee 
discussion will be increased. The con Industrial Ophthalmology 


QUESTIONNAIRE STATISTICS 


Check your present future interest Industrial 

Accident and medical care 

consultant guiding various phases industrial eye program.... 891 

Studying plant operations and the 
eye programs 
n-plant work 

Setting standing orders for nurses (on first aid care) 

Cooperating with safety staff (on eye hazards and protection) 
Cooperating with plant solving illumination problems 
Refraction: 

Organizing and doing corrective work plant 

In-plant vision surveys 

Continuous refractive programs 
you medico-legal work: degree interest 

Great 

Considerable 

Little 

None 

answer 

Yes 

answer 
Only medical surgical 

Yes 


answer 


tv 


List types industries your locality 
What you think the quality industrial eye work your locality, 
generally speaking 
Go« nd. 
Medium 
Poor 
answet 


What types consultation service you render your district 
Private office 

plant office 

Both 


Can you and will you send the Joint Committee local items interest 
the field Industrial Ophthalmology 

Yes 


answer 


° 
No 
> 
36 
46 
> 
~ 
30 
bare 
) 
9 
analysis made) 
948 
576 
116 
270 
> 
; 
~ 
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What the local situation relative 
General medical interest industrial work 
Degree interest taken individual doctors 
answer 
Very much 
Considerable 


compensation administration 
Laws 

Good 1252 00 


you have state second injury fund? 


7a. you, yourself, now industrial refractions fair volume 
Yes 108 6 
721 


“No” and “in office” 216 


“Yes” and “in plant” and “in office” 


you have ophthalmologist, optometrist, taking care indus- 
trial refractions, specially trained lay person? 


your office 


No % 
759 
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Would try find qualified optometrist participate 
trial refraction program 
Yes 
answer 
Have you investigated the vital need the majority industrial 
refractions (especially made inside the plant) without cycloplegic 
because the time factor and interference with your schedule other- 
wise 
Yes 
answer 
Analysis statements 
Cycloplegic necessary 
unnecessary 
partially necessary 
know 


Would you willing teach optometric refractionist how recog- 
nize pathologic and bring them your 

Yes 


answer 


Would you willing make medical and surgical examinations plants 


conjunction with qualified optometrist case insufficient ophthalmolo- 
gists can found perform complete ophthalmolog:cal examinations 
Yes 


answer 


those who answer “ves” (82%) answer “ves” item 
and (13%) answer “no” item (22-no answer) 


those who answer “no” item 7d3, 151 (17%) answer “yes” item 


and 659 (76%) answer “no” item answer 
those who answer item 7d3, (30°) believe cycloplegic neces- 
sary and (70%) believe cycloplegic unnecessary only partially necessary 


Of those who answer “no” to item 7d3, 173 (55%) believe a cycloplegic 
necessary and 142 (45%) believe unnecessary only partially 
necessary 


Are present using the industrial publications the National 


Society for the Prevention Blindness 
Yes 


answer 


Would you desire put the mailing list for industr medical 

Yes 1548 
187 


answer 175 
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NO. 
7d. you are eve consultant industry the modern sense ad- 
visor all matters dealing with eves industry 
?? 
614 
308 
715 37 
/ 3 
6 
Blank ‘ on 51 
4) 
R86 
321 
608 
315 
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Medical Responsibilities for 
Industrial Eye Problems 


M.D. 
HAMMOND, IND. 


realization that physical capac- 
ities per must match specitic job 
quirements was itself not fully recog- 
nized until war urgencies tightened 
production problems. The 
there were functional elements (skills) 
seeing which could be, and must 
broken down into matching patterns 
these skills and aptitudes meet physi 
cal job needs, came late but forcefully. 
Today’s 
world, research world, and 
pendent one more visual functions. 
Dials, meters, calibrations, precision in- 
strument readings and gauges require 
varying degrees high qualities ac- 
curacy, binocular vision, stereopsis and 
color appreciation usual and also 
unusual work distances. 


school 


The medical profession carries great 
responsibility industry recognize 
correct early and train early even 
minor irregularities and variances from 
perfect. longer merely theory 
that 20/15 20/10 vision rather than 
20/30 20/20 might considerable 
factor altering production totals, re- 
ject totals and accident rates. has 
been proved carefully and completely. 
Because the acceptance this fact, 
our tasks and responsibilities are clear- 
cut and definite, and behooves 
equip ourselves quickly and honestly 
meet all problems. 

Perhaps the most vivid recent ex- 
ample our lag comprehension 
the startled professional reaction the 
newly launched and commendable Navy 


June, 1948. 


Industrial Hygiene Newsletter, 


Program. The 


Correction-Protection 
services asked for order bring men 
the visual work standards needed 
Refractions made for near work 
distances, other than usual 14-16 
demanded new study. looper 
tricate, perhaps 
who has have 20/10 acuity each 
not 20/20, must meet these exact 
and requirements. 

also essential for the profession 
responsible for its optical equip 
ment: exact measurements; frame 
size; (distance and decen 
tration when needed and choice type 
and height segment bifocals. There 
one pattern one formula. 
job has its own requirements 
fracting must again become art 
and stricter science. need 
corporate thorough knowledge JOB 

are pledged deliver the best 
service. will also learn new ideas 
fast and learn accept without resis- 
tance, the newer concept visual job 
needs, putting all our energy into do- 
ing our job well. shrug our shoulders 
glasses are may cost eco 


now say, nonsense, 
nomic recession depression, where 
hurts most (critical production may 
slow urgent industrial production 
time national emergency. All 
industry come for advice, cor 
rection, and service. The Navy progran 
has merely thrown spotlight 
seeming 

“Ey for the job” longer the 
ory only one way looking 
problem. full grown fact and 
fascinating challenge 
the 
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FIFTY-THIRD ANNUAL MEETING 


American Academy Ophthalmology and Otolaryngology 


OCTOBER 


15, 1948 


PALMER HOUSE 


Chicago, 


OFFICIAL 


Convention Call 
Under the authority the Constitu- 
tion and with the approval the Coun- 
cil, herewith proclaim that the Fifty- 
Annual Meeting the American 
\cademy Ophthalmology and 
will convene the Palmer 
House, Chicago, Illinois, Sunday, 
October 10, 1948, and continue through 
noon Friday, October 15, 1948. 
M.D. 
President 
M.D. 
Secretary-Treasurer 


Local Committees 


M.D. 


General 


Reception 
M.D., 
Becker, M.D. 
Carelli,M.D 
Chainski, M.D 
Cowen, M.D. 
Delph, M.D 
Fabricant, M.D. 
Friedberg, M.D. 
Kerwin, M.D. 
\rlington Krause, M.D. 
mes Lebensohn, M.D. 
rancis Lederer, M.D. 
Leshin, M.D 
bert Lewy, M.D. 
Livingston, M.D 
lovd Matzkin, M.D 
seph Schoolman. M.D. 
Shapira, M.D. 


NOTICES 


M.D 
Theobald, M.D 
ick Vail, M.D 
Vermeren, M.D. 
Imer \ Vorisek, M 8) 
eorge Woodruff, M.D 


Committee Arrangements 
Hughes, M.D., Chatrman 


\\ I 


Andrews, Jr., M.D. 
Howard C 


Ballenger, M.D 
Bothman, M.D. 
Paul Campbell, M.D 
James Clark, M.D 
Arthur Coombs, M.D 

M. Crage, M.D 

Crane, M.D. 
Ralph Davis, M.D 

J. Robert Fitzgerald, M.D 
Myron Hipskind, M.D 
Maurice M.D 
Mann, M.D. 
Nethercut, M.D. 
Irving Puntenney, M.D 
Percy Ross, M.D. 
Roy Riser, M.D. 
Karl Scheribel, M.D. 
George Shambaugh, M.D 
Gail Soper, M.D. 
Clifford Sullivan, M.D 
Van Alyea, M.D. 
Linden Wallner, M.D. 
Allan Weiss, M.D. 


Ladies’ 
Thomas Allen 
John Ballenger, Jr. 
Paul Carelli 
Ralph Davis 
Robert Fitzgerald 
Fowler 
Palmer Good 
Myron Hipskind 
Paul Holinger 
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Mrs. William Hughes, 
Mrs. Peter Kronfeld 
Mrs. Lawrence Lawson 
Mrs. Vernon Leech 

Mrs. William Mann 

Mrs. Linn McBride 

Mrs. Richard Perritt 
Mrs. Irving Puntenney 

Mrs. Kenneth Roper 
Mrs. Karl Scheribel 

Mrs. George Shambaugh, 
Mrs. Daniel Snydacker 

Mrs. Derrick Vail 

Mrs. Edwin Jr. 
Mrs. Virgil Wescott 


Council Meetings 
The Council the American Acad- 
emy Ophthalmology and Otolaryn- 
gology will convene Satur- 
day morning, October 1948, 
vate Dining Room No. the third 
floor the Palmer House, Chicago. 
There will also meeting the 
Council Wednesday, October 13, 
12:45 Private Dining Room No. 
Members desiring heard pre- 
sent business will confer with the 
utive Secretary for appointments. 
M.D. 
President 


New Business 

Proposals for new activities often are 
presented too late during the Academy 
session afford time for deliberation. 
Therefore, new items requiring Coun- 
cil action should presented writing 
the Executive Secretary early that 
the Committee concerned may have 
study the matter prior 
presentation the Council. 


Public Relations 
Contributors the scientific program 
are requested send copies their 
papers the Secretary for Public Rela- 
tions, Erling Hansen, Medical 
Arts Building, Minneapolis Minn., 

the earliest possible moment. 
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Exhibits 
The and Technical 
will open o’clock Sunday morning, 
October 10. 


Registration 

General registration will begin 
Sunday morning, October 10, 
the Foyer the Grand 
Fourth Floor. 

The regulation badge secured the 
time registration essential for ad- 
mittance all activities. facilitate 
registration, the following sections will 


Advance Orders: having ad- 
vance ticket orders register here and 


collect tickets. 


Members without Advance Orders: 
Please present Receipt Card tor 1948 
dues. Dues outstanding may paid 
this section. 

blanks for Fellowship 
the Academy may obtained here.) 


Instructors: All members and guests 
presenting instruction 
ter here secure special badge. 


Non-Members: registration fee 
$5.00 required all guests with the 
following exceptions 

Candidates for Fellowship list- 
the July-August issue 
the TRANSACTIONS and eligible 
for election this meeting. 
Residents presenting exemption 
Head Department institu- 
tion where training. 

Orthoptic Technicians. 
Guests taking part the Scien- 
tific Programs Exhibits. 


IN 


Instruction Course Tickets 
The tickets for courses ophthalmol- 
ogy and the tickets for courses oto- 
and surgery 


a 
~ 
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will sold separate desks. The bulle- 
tin boards behind each desk will indicate 
what tickets are available. Please consult 
these boards making your selections. 
Bear mind that individual courses are 
for one hour only; continuous courses 


run for two more hours. Price 
tickets $1.50 per hour. 

necessary have registered and 
wearing regulation badge order 


purchase instruction course tickets. 


Available Supplies 
Abstracts, 
plies may purchased this desk. 


manuals, and other sup 


Dinner Tickets 
special desk ided for the 
purchase tickets for Alumni Dinners 
and the Annual Academy Dinner. Sale 
noon the day the dinner. 


Ladies’ Registration 
The wives members and guests are 
urged register the Ladies’ Head- 
quarters and the 
Club Registration will open 


Rooms 


Sunday morning, 10. 
Mrs. Gail Soper, chairman 
Committee, has arranged 


sightseeing tour and tea Tuesday 


afternoon, 12. The tour will 
cover North Side the 


North Shore suburbs. Wednesday, 
13, luncheon will held 
the Edgewater Beach Hotel. Tickets for 
these functions may obtained the 
Headquarters. 

limited number tickets morn- 
and afternoon radio programs will 
available upon request. 

Bridge tables and refreshments will 
the Club Rooms. 


Guests 
Physicians are welcome attend the 
the Academy and partici- 
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NOTICES 


pate all the activities. All guests, how- 
ever, will required register and 
fee $5.00 will charged. 


Residents Registering Guests 
Men 
dencies, those now completing full 


academic (nine months) 
study, registering guests the Acad 
emy meeting will relieved paying 
guest fee only when the Department 
Head concerned officially requests this 
favor least days prior the open 
ing date the convention. 
Dues 

Receipt card tor 1948 dues require 
for registration the Academy meet- 
ing. Those who have not paid dues for 
1948 are requested remit 
Benedict, Secretary- 
Rochester, Minn. case loss, 
cate receipt cards may obtained upon 
request. 


Changes the Constitution 
and By-Laws 

the business session the 1947 
Academy meeting, the Council proposed 
certain changes the Constitution and 
By-Laws which subsequently 
published the report the business 
meeting November-December 
1947 issue the TRANSACTIONS (page 


128). 


the 1948 business meeting, 
held the Crystal Room, 


Thursday afternoon, October 14, vote 
will taken adopt these changes, 
published. 
Constitutional Changes 
Fellowship Status 
Life Fellows 1949 
Benedict, William Minn 


Brooks, Earl Lincoln, Neb 


TRANSACTIONS 


Camp, Walter Minneapolis, Minn. 
Campbell, Duncan Mich. 


Kansas City, 
Elles, Norma Houston, Texas 
Harbert, John -Bellefontaine, Ohio 
Hill, Toronto, Canada 
Litchfield, Minneapolis, Minn. 
McCulloch, Robert -Toronto, Canada 


Curran, 


Miller, Alice West Palm Beach, Fla. 
Moore, George Upper Darby, Pa. 
Nelson, Charles Ohio 


-Rochester, Minn. 
Ind. 


Prangen, Avery deH. 


Scarlett, Hunter Bryn Mawr, Pa. 
Schwartz, Frederick Louis, Mo. 
Shemeley, William G., Jr. Camden, 


Sloan, Henry L.. 
Stimson, George Ohio 
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Senior Fellows 1949 


\dams, Frank 
Ballon, David 
Bass, 

Chase 
Cook, W. Albert .- 
Croman, Joseph M., 
Cushman, Beulah 


Davidson, .... 


Dunnington, John 


Fairing, John 
Flynn, James 
Glasford, 
Goodyear, Henry 
Gracey, George 
Hall, Alice K 
Heath, Parker 
Higgins, 
Hogan, 
Kilbourne, 
Kirby, Daniel 
Morton, 
Mussun, 
Pearlman, 
Reuling, 
Rice, John 
Richards, Lyman 
Rieger, 


Risdon, Ernest 


Russell, Ralph Emerson 


Schuster, 
Van Poole, 
Wold, 


McD 


LOCATION ROOMS 
SCHEDULED FOR ACADEMY ACTIVITIES 


THIRD FLOOR 


P.D.R Hall 


FOURTH FLOOR 


CLUB 


> 


Grand Ball Room 


Palmer House 


Chicago 


P.D.R. No. Red Lacquer Room 
Crystal Room Foyer 

Grand Ball 

Offic 

Public Relations Office 
Private Dining Roon 


Providence, 
Montreal, Canada 
Louisville, Ky. 
Bethlehem, Pa. 
-Tulsa, Okla. 


Mt. Clemens, Mich. 


Chicago, 


_New York, 


Greensburg, Pa. 


-Pekin, 
Cincinnati, Ohio 
Harrisburg, 

Chicago, 
Winchester, Mass 
Cortland, 
Hartford, Conn 
Iowa 
Ohio 
New York, 
Ohio 
Iowa City, lowa 
Chicago, Ill. 
Iowa 
Mass 


Mass 


Cleveland, Ohio 
Canada 
Iowa 


Texas 


St. Paul, Minn 


FLOOR 


through 
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CONVENTION ACTIVITIES 


PRESIDENT’S RECEPTION 
Grand Ball Room 
Sunday, 4:30 p.m. 
President and Mrs. 
invite all members and 
guests reception honoring Dr. 
and Mrs. John Myers and the offi- 
cers the Academy. 


JACKSON MEMORIAL LECTURE 


the Ophthalmic Publishing Co. 


WHERRY MEMORIAL LECTURE 
the Wherry Fund 
These two lectures will read 
the opening joint scientific session, 
Monday morning, October 11. Jonas 
Friedenwald, M.D., Baltimore, 
will deliver the Jackson lecture; and 
Titus Evans, Ph.D., Iowa City, 


will present the Wherry lecture. 


ALUMNI DINNERS 
Monday, 6:30 p.m. 


Dr. Francis Heed Adler Alumni 
Palmer House 
Private Dining Room No. 
Francis Heed Adler, M.D., Secretary 
313 South 17th St., Philadelphia Pa. 


Dr. John Barnhill Alumni 
Palmer House 
Private Dining Room No. 
608 Guaranty Indianapolis 
Ind. 


Bellevue Alumni Association 
Palmer House 
Private Dining Room No. 
Wilkerson, M.D., Secretary 
1028 Bennie-Dillon Bldg., Nashville 
Tenn. 


Brooklyn Eye and Ear Hospital 
Alumni 
Palmer House 
Private Dining Room No. 
Leo Croll, M.D., Secretary 
326 Maccabees Bldg., Detroit Mich. 
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Cleveland Alumni— 

Otolaryngology 

Stevens Hotel 

Private Dining Room No. 
Harold Harris, M.D., Secretary 
Cleveland Clinic, Cleveland Ohio 


Cook County Hospital Alumni 
Stevens Hotel 
Private Dining Room No. 


Paul Carelli, M.D., Secretary 
3626 Chicago Ave., Chicago, 


Emory University Alumni 
(Former staff members 
Palmer House 
Empire Room 
(Members will meet in the room ot Dr. Alton 
Hallur 
Wm. Jerome Knauer, M.D., Secretary 
206 Forsyth Jacksonville Fla. 


Episcopal Hospital Residents’ 
Association 
Salle Hotel 
Parlor 
Caldemeyer, M.D., Secretary 
1826 St. N.W., Washington, 


Gill Memorial Eye, Ear and Throat 
Hospital Spring 
Graduate Course 
Palmer House 
Illinois Room 

Green, M.D., Secretary 

203 Front St., Hattiesburg, Miss. 


Dr. John Gipner Alumni 
Stevens Hotel 
Private Dining Room No. 
Dewey Yoder, M.D., Secretary 
725 Washington St., Columbus, Ind. 


Harper Hospital Alumni 

Palmer House 

Private Dining Room No. 
Wesley Reid, M.D., Secretary 
974 Fisher Bldg., Detroit Mich. 
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Eye and Ear Infirmary 

Alumni 

Palmer House 

Private Dining Room No. 
Earl M.D., Secretary 
Washington St., Chicago, 


Illinois University Alumni— 
Otolaryngology 
Palmer House 
Private Dining Room No. 
Noah Fabricant, M.D., Secretary 
1853 West Polk St., Chicago 12, 


Iowa University Alumni 

Palmer House 

Private Dining Room No. 
Byron Merkel, M.D., Secretary 
1112 Equitable Bldg., Des Moines, Iowa 


Dr. John Lindsay Alumni 


Stevens Hotel 

Private Dining Room No. 
Hipskind, M.D., Secretary 
6060 Drexel Ave., Chicago 37, 


Manhattan Eye, Ear and Throat 
Hospital Ex-House Surgeons 

Salle Hotel 

Chicago Room 


Massachusetts Eye and Ear 

Infirmary Alumni—Ophthalmology 
(Wives invited) 

Stevens Hotel 

North Assembly Room 
Lorand Johnson, M.D., Secretary 
Western Reserve University, Cleveland 

Ohio 


Mayo Clinic Alumni Association 
Palmer House 
Room No. 796 

Mark Nesbit, M.D., Secretary 

616 First National Bank Bldg., Madi- 
son Wis. 


Minnesota University Alumni 
Palmer House 
Private Dining Room No. 
Lawrence Boies, M.D., Acting Secre- 
tary 
Medical Arts Minneapolis 
Minn. 
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Dr. Harris Mosher Alumni 


Palmer House 
Private Dining Room No. 
August Beck, M.D., Secretary 
421 Huguenot St., New Rochelle, 


New York Eye and Ear Infirmary 
Alumni 
Palmer House 
Crystal Room 
Darrell Voorhees, M.D., Secretary 
218 Second Ave., New York 


New York Postgraduate Medical 
School and Hospital Alumni 
Palmer House 
Private Dining Room No. 
James Smith, M.D., Secretary 
1016 Fifth Ave., New York 28, 


Northwestern University Alumni— 
Ophthalmology 
Bismarck Hotel 

Helen Holt, M.D., Secretary 


720 North Michigan Ave., Chicago 11, 
Ill. 


Walter Parker Club and Bishop 
Canfield Society 
(Former staff mem! 
Palmer House 
Private Dining Room No. 
Harold Falls, M.D., Secretary 
University Michigan, Ann Arbor, 
Mich. 
and 
Howard High, M.D., Secretary 
Wis. 


Pennsylvania University and Wills 
Hospital Alumni—Ophthalmology 
University Club 

(Monroe St. and Michigan Ave 

Virgil Wescott, M.D., Secretary 


Pennsylvania University Alumni— 
Otolaryngology 
House 
Private Dining Room No. 
Oram M.D., Secretary 
514 Cooper St., Camden, 
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Pittsburgh University Eye and Ear 
Alumni Group 
Salle Hotel 
Century Room 


Jamison, M.D., Secretary 
Shenango St., Greenville, 


Presbyterian Hospital Alumni— 
Otolaryngology 
Palmer House 
Private Dining Room No. 
Shirley Baron, M.D., Secretary 
516 Sutter St., San Francisco Calif. 


Presbyterian Hospital Institute 
Ophthalmology 
tration Desk 

DeVoe, M.D., Secretary 


Washington University Alumni— 

Ophthalmology 

Bismarck Hotel 
Richard Scobee, Secretary 
Washington University, St. Louis 10, 
Mo. 


Washington University Alumni— 
Bismarck Hotel 
Mural Room 
Ben Senturia, M.D., Secretary 
500 Skinker St. Louis Mo. 


Wilmer Institute Alumni— 
Johns Hopkins Hospital 


Palmer House 
Private Dining Rooms Nos. and 
Wm. Councilman Owens, M.D., Secre- 
tary 
Johns Hopkins Hospital, Baltimore 
Md. 


Wisconsin University Eye, Ear, 
Nose and Throat Alumni 
Drake Hotel 
Peter Duehr, M.D., Secretary 
224 Washington Ave., Madison 
Wis. 


SMOKER 
Grand Ball Room 
Monday, 9:00 
The ladies are invited. Entertain- 
ment, refreshments and music for 
dancing will provided. 


ANNUAL ACADEMY DINNER 
Grand Ball Room 


Wednesday, 7:00 p.m. 
Dress Optional 


Dr. Ernest Edward Irons, 
go, president-elect the American 
Medical Association, will the guest 
speaker. 


FACULTY LUNCHEON 
Private Dining Room No. 
Thursday, 12:45 p.m. 

all those presenting papers, 
motion pictures, scientific exhibits, 
and courses instruction 
guests the Academy luncheon. 


ANNUAL BUSINESS MEETING 
Crystal Room 
Thursday, 5:30 p.m. 


¥ 

Bate 


PROGRAM BRIEF 
1948 Meeting Chicago 


SATURDAY, OCTOBER 1948 Courses ENT 
a.m.—Council Meeting Private Seventh Floor 
Dining Room No. 6:30 Dinners 
SUNDAY. OCTOBER 10. 1948 Scientific Papers and Motion 
Grand Ball 9:00 Courses EYE 
Registration Pri- Seventh Floor 
vate Dining Rooms Nos. 10:15 Courses EYE 
and 16 Seventh Floor 
Red Lacquer Seventh Floor 
Room 12:45 p.m.—Technical Exhibitors’ Lun- 
Technical—Exhibition Hall cheon 
10:00 a.m.—Meeting Joint Committee Room No. 
va) ; « 
Industrial Ophthalmol- 2:00 p.m.—Se ction Ophthalmology 
Suite Scientific Papers and Motion 
mittee Optics and Visual 2:00 Courses ENT 
Physiology Private Din- Seventh Floor 
ing Room No. 3:15 Courses ENT 
i2:30 for Home Study Seventh Floor 
Faculty Private Dining p.m Instruction Courses ENT 
Room No. Seventh Floor 
2:00 p.m.—Meeting Advisory Com- 5:30 p.m Dinner Meeting American 
mittee the Registries Association Ear, 
Dining Nose and 
Room No. Dining 
4:30 Reception Room No. 
Grand Ball Room S:00 Scientific Program 
p.m.—-Special Scientific Program American Council 
Conservation Hearing and American Association 
Grand Ball Room Orthoptie Technicians 
p.m.—Special Scientific Program Grand Ball Room 
Ophthalmology 
Private Dining Room No. WEDNESDAY, OCTOBER 12, 1948 
9:00 a.m.—Section Otolaryngology 
Scientific Papers and Motion 
MONDAY, OCTOBER 11, 1948 Ball Room 
9:00 a.m.—Joint Scientific Session 9:00 Courses EYE 
Ball Room Seventh Floor 
2:00 p.m.—Section 10:15 Courses EYE 
Scientific Papers and Motion Seventh Floor 
Pictures—Grand Ball Room 11:30 Courses EYE 
2:00 p.m.—Instruction Courses ENT Seventh Floor 
Floor 12:45 p.m.—Luncheon Council Meeting 
3:15 Courses ENT Private Dining Room No. 
—Seventh Floor 
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Section Ophthalmology 
Papers and Motion 
Grand Ball Room 


Pictures 


2:00 p.m Instruction Courses ENT 
Seventh Floor 

Instruction Courses ENT 
Seventh Floor 

Instruction Courses ENT 


Annual Dinner 
Room 


Seventh 
Grand Ball 


THURSDAY. OCTOBER 14, 1948 


alm Section on Otolaryngology 

Scientific Papers and 

Ball 

Room 

Instruction Courses EYE 
Seventh 

a.m Instruction Courses EYE 
Seventh Floor 

Instruction Courses EYE 


Seventh Floor 


AMERICAN ORTHOPTIC 
COUNCIL 
and 
AMERICAN ASSOCIATION 
ORTHOPTIC TECHNICIANS 
Grand Ball Room 


Tuesday, 8:00 p.m. 


FRANK CosTENBADER, M.D., 


Secretary-Treasurer 


The Handling the Amblyopic 
Patient 


DISCUSSION 


Wheeler, M.D... New York, 


Erie, 


Jackson, 


The Learning Process Orthop- 
ties 
Calit 
USSION 


Lancaster, San Francisco, 
Peter Kronfeld, 


Chicago, 


SPECTAL. 


12:45 


SPECIAL SCIENTIFIC PROGRAMS 


Degrees Correction per Milli- 
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Faculty Luncheon—Private 
Dining Room No. 
Section Ophthalmology 
Papers and Mo- 
Ball 
Room 


p.m. 


Instruction Courses ENT 
Seventh Floor 

p.m Instruction Courses ENT 
Seventh Floor 

Instruction Courses ENT 
Seventh Floor 

p.m Meeting Crystal 


Room 


FRIDAY, OCTOBER 15, 1948 


Section Otolaryngology 


9:00 a.m. 
Scientific Papers and Motion 
Ball Room 
Seventh Floor 

Courses EYE 
Seventh Floor 

11:30 a.m Instruction Courses EYE 


Floor 


Seventh 


meter Surgery 

cl ard (,; Sex bee, M.I St Louts, M 

Wendell Hughes, M.D 
Hempstead, 


Discuss 


CONSERVATION HEARING 
Grand Ball Room 


Sunday, 8:00 p.m. 


Hearing: Community Problem 
Miss Betty Wright, Director Field 
Service, American Hearing Society 
Conservation Program Wiscon- 
sin 
Thomas 
Wis. 
Noise: Will Impair Your Hear- 
ing? 
William M.D., Milwaukee, 
Wis. 


Tolan, M.D., Milwaukee, 
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Communications Technic for Possibilities Industrial Oph- 
Hard Hearing thalmology 
Miss Jacqueline Keaster, S., 
Prof., Speech and Otology, Univer- 
sity lowa, City 


Ruedemann, M.D., Detroit, 
Mich. 


Listening Eyes—a motion picture 
. 9) € artic « 

Mrs. Spencer Tracy, John Tracy Clin- Color and Dark Adaption In- 

ic, Los Angeles, Calif. dustry 


Lt. Comdr. Dean Farnsworth (S) 
INDUSTRIAL USNR, New London, Conn. 
OPHTHALMOLOGY 
Private Dining Room No. Injuries Safety Measures 
Sunday, 8:00 Melbourne Sinnard, Safety Engi- 
M.D., Chairman neer, Navy Department, Washing- 


al 
Jn 
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SCIENTIFIC SECTIONS 


JOINT SESSION 
Monday, October 11, 1948 
9:00 a.m. 

GRAND BALL ROOM 


Presiding 
M.D 
President 
Secretary 


M.D 


ALGERNON REESE, 


Call Order The President 


\nnouncements 


Paul M.D 
Chairman 


John Myers, M.D 
Kansas City, 


\ddress the President 
The Present Status 
Education 


Otolaryn 


\ddress the Guest Honor 


1904-1914 


Pioneering Alaska, 


ickson Memorial Lecture 
Problems Retinal Vascular 
Disease 
Memorial Lecture 


Titus Evans, Ph.D. 


BY INVITATION 
Practice and Research Medicine 


All slides films must 
the hands the projection opera- 
tor before the opening each 
session. 


SECTION 
OPHTHALMOLOGY 


Monday, October 1948 
2:00 p.m. 
GRAND BALL ROOM 
Presiding fficer: 


RYCHENER, 
First Vice Pres 


M.D 


Secretary: 
ALGERNON M.D. 
CLINICOPATHOLOGIC CASE REPORT 
Parker Heath, M.D. 
Boston, Mass. 


2:15 p.m. 

SYMPOSIUM: PRIMARY GLAUCOMA 

The purpose this symposium dis- 
cuss and evaluate the trends 
thought the subject primary glau- 
coma. committee, with Dr. Derrick Vail 
Chairman, has been carefully chosen 
undertake this task. has 
been made integrate the various phases 
the subject. The thoughts expressed 
each paper have been agreed upon the 
Committee whole and thus they rep- 
resent the combined opinion the Com- 
mittee rather than the beliefs any one 
individual. the conclusion the sym- 
posium there will opportunity for 
questions which will the 
appropriate member the Committee. 


present 


Authors Papers 

submit 
papers the recorder immediately 
following presentation. There will 


Please prepared 


open discussion all papers 
presented the sections. 


* 
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Chairman: 


Derrick Vail, M.D. 
Chicago, 


Terminology, Pathology, 
and Symptomatology 


Jonas Friedenwald, M.D. 
Baltimore, Md. 


Diagnosis 
Peter Kronfeld, M.D. 
Chicago, 


Medical Treatment 


Harold Scheie, M.D. 
Philadelphia, Pa. 


Surgical Treatment 
John Dunnington, M.D. 
New York, 
Complications Surgery 


Paul Chandler, M.D. 
Boston, Mass. 


Review, Summary, and Conclusions 
Derrick Vail, M.D. 


Question and Answer Period 


SECTION 
OTOLARYNGOLOGY 


Tuesday, October 12, 1948 
9:00 a.m. 
GRAND BALL ROOM 
Presiding Officer: 
Rea M.D. 


Second Vice Presi':rt 


Secretary: 


SYMPOSIUM: ANESTHESIA OTO- 
LARYNGOLOGIC SURGERY 


Moderator: 
Gordon New, M.D. 
Rochester, Minn. 


The Preparation the Patient 
Seevers, M.D., Ph.D. 
Ann Arbor, Mich. 


BY INVITATION 


Administration drugs preparation 
the patient for anesthesia designed 
accomplish several objectives which 
the most important are: 


TRANSACTIONS JULY AUGUST, 1948 


The induction psychic and men- 
tal equanimity. 

The abolition pain. 

Correction existing physiologic 
and biochemical abnormalities related 
disease the condition for which surgery 
indicated. 

Protection from potential toxicity 
the agent used for anesthesia. 

These factors will discussed rela- 
tion the newer analgetic and sedative 
compounds which have been recently in- 
troduced into clinical practice. 


Topical and Infiltration Anesthesia 
Dean Lierle, M.D. 
Iowa City, lowa 

This paper will include some remarks 
regard the preparation the patient 
for topical and infiltration anesthesia 
otolaryngology; drugs, their uses, dos- 
ages, disadvantages 
There will discussion also concerning 
the reaction drugs and the treatment 
these reactions. 


Block Anesthesia 


Stuart Cullen, M.D. 


Iowa City, Iowa 
RY INVITATION 


many otolaryngologic surgical pro- 
cedures such laryngectomies, otoplas- 
ties, plastic procedures the lips, Cald 
operations, and others, 
gional nerve block provides satisfactory 
analgesia. Regional analgesia has 
vantages that the patient conscious 
and able co-operate when necessary 
bleeding seems minimal, and 
ery reasonably devoid discomfort and 
hazard. There are disadvantages such 
hazard reaction the drug employed 
incompleteness pain relief, and earl) 
termination analgesia. 

this discussion there will elabora 
tion the advantages and 
regional technics, consideration 
medication for regional analgesia, outlin 
principles handling block anesthesi 
equipment and drugs, and delineation 
reactions the drugs used. 


General Anesthesia 
Charles Adams, M.D. 


Rochester, Minn. 
RY INVITATION 


Operations about the eye, 
nose, throat, larynx and upper respirato 
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passages present great diversity 
anesthetic problems are encountered 
any field surgery. Many the prob- 
lems that arise here are not encountered 
anesthesia for other types surgery. 
addition, anesthesia for surgery 
these regions may diversified 
there are anesthetic agents and methods. 
While every method anesthesia with 
the possible exception spinal useful 
this surgical field, general anesthesia 
and its various forms and block anesthe- 
sia for major surgery are more 
often the methods choice. 

Operations about the upper res- 
piratory passages and larynx present spe- 
cial problems their own. The danger 
respiratory obstruction ever present 
and clear airway must assured. 
operations the throat and area 
the inherent reflex activities often neces- 
sitate carrying the anesthesia the deep- 
planes. Hazards from fire and explo- 
sion must borne mind due the 
frequent use electrosurgical apparatus. 

cope with these problems the anes- 
thesiologist must not only highly skil- 
led all the branches this field but 
must well able exercise creative 
imagination and improvise regard 
the equipment and the application 
methods and agents and combinations 
them order fulfill the needs the 
individual case. Newer agents and meth- 
ods have done great deal facilitate 
operating conditions for the sur- 

eon. Furthermore, the integration and 
inderstanding between the surgeon and 

anesthesiologist toward the develop- 

ent smooth functioning team has 
the efficiency and scope the 

urgery and the operative and postopera- 
welfare the patient. 


The Failure Respiration 
During Anesthesia 
Carl Moyer, M.D. 
Dallas, Texas 


Y INVITATION 


Respiratory failure may arise the 
ult reduced activity respiratory 
er-activity thereof. The most common 
tue under-activity type res- 
atory failure are: too much anesthetic 
ent, too little oxygen, and too much 
little carbon dioxide. The causes 
er-activity failure are stimuli that have 
edominant influences upon the duration 
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expiration, such stimulation the 
the eye, the pharynx, the larynx, 
trachea, expiratory muscles, and lung. 

The type failure that occurs depends 
great extent upon the anesthetic 
agent, the premedication, and the depth 
anesthesia. 


11:15 a.m. 
TECHNIC FOR LARYNGECTOMY 
Motion Picture) 


John Erich, M.D. 
Rochester, Minn. 


This movie deals with technic re- 
moving the larynx and suturing the re- 
sultant pharyngeal opening manner 
which promotes prompt healing. Although 
not applicable malignant tumors 
the supraglottic area, this method 
used for all carcinomas involving the vo- 
cal cords region. This tech- 
nic has made possible for all our 
laryngectomized patients eat and drink 
the third fourth day without the 
aid feeding tube; moreover, have 
been able dismiss such patients from 
the hospital the sixth seventh post- 
operative day most cases. 

11:40 a.m. 
THE FUNCTION THE EAR 
HEALTH AND DISEASE 
Motion Picture) 


Kobrak, M.D., Ph.D. 
Joseph Hind 
BY INVITATION 
Robert Miller, M.D. 
RY INVITATION 
Chicago, 


The purpose the film demon- 
strate the response the ear sound 
health and disease. The peripheral ear 
vibrating living structure. The struc- 
tures the ear follow the same physical 
laws vibrating parts generally. The 
range which the ear can perceive dem- 
onstrated. The minimum and maximum 
intensity sound recorded the ear 
shown. Pathology the middle ear 
demonstrated diseased temporal bones. 
The vibrating ear drum after paracentesis 

demonstrated. The inflation after Po- 
litzer and the effect ear drum shown. 

Hearing curves certain types deaf- 

are shown and the response the 
ear demonstrated. using electronic 
filters, the sound perception diseased 
ear given the sound track similar 
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actual hearing defect. Therefore the 
audience able see the pathologic 
function the screen and simultaneously 
hear the distorted acoustic signal which 
the patient perceives. 

The audiometric hearing curve 
patient obtained before fatal termination 
his disease shown. The acoustic 
vibrations this diseased temporal bone 
are demonstrated. 

The action hearing aids and intensity 
changes due the action the hearing 
aid demonstrated. The reflex the 
middle ear muscles demonstrated 
animal experiments and patients. The 
utilization the stapedius reflex for ob- 
jective hearing tests demonstrated. 


SECTION 
OPHTHALMOLOGY 


Tuesday, October 12, 1948 
2:00 p.m. 
GRAND BALL ROOM 


Presiding 
Ray M.D. 
Third Vice President 


Secretary: 
ALGERNON M.D. 


CLINICOPATHOLOGIC CASE REPORT 
Edward Maumenee, M.D. 
San Francisco, Calif. 


2:15 p.m. 
PRESENTATION NEW METHODS 
AND NEW INSTRUMENTS 


2:25 p.m. 
MANAGEMENT EARLY 
PRESBYOPIA AND BILATERAL 
APHAKIA 


Albert Sloane, M.D. 
Boston, Mass. 
Discusser: 
William Crisp, M.D. 
Denver, Colo. 


Utilizing the case teaching method type 
presentation, two clinical refraction 
problems are discussed. The first has 
with the management early pres- 
byopia. Criteria are suggested for guides 
when prescribe bifocals and when 


use substitutes. way tor 
seribed 

The second case the 


ment diplopia bilateral aphakia 


IMMUNOLOGIC PRINCIPLES 
VACCINE THERAPY 
Motion Picture) 
Herbert Haessler, 
Herman Heise, 


YIN 


Milwaukee, Wis. 


The fundamental principles immun 
and allergy will illustrated 
simple motion picture. 

The deleterious effect any infectious 
process that not due primary toxin 
ascribed the reaction antigen and 
antibody. Desensitization, the process 
making the reaction less harmful, 
bodies, but sensitizing immunizing 
another area the body which suffi- 
ciently resistant safely act shock tis- 
sue. This spares the more vulnerable tis 
sue the eye. 


3:10 
ANTICOAGULANT THERAPY 
RETINAL VASCULAR OCCLUSION 
Puig Solanes, M.D. 
RY INVITATI 
Mexico City, Mexico 
John McLean, M.D. 
New York, 
Discusser: 
Angus MacLean, M.D. 
Baltimore, Md. 


The newer methods anticoagulant 
therapy and the recent encouraging 
sults other branches medicine have 
reopened the question therapy vas 
cular the retina. Because 
the relatively small number cases avail 
able for study any one institution, 
seems advisable study the method 
results two separate institutions whic 
have manifested interest this subject 

Dr. Puig Solanes the Genera 
Hospital Mexico City and Dr. John 
McLean the Cornell-New York Hospi 
tal Medical Center have kindly consente 
collaborate this effort. Even the con 
pilation these combined groups yield 
too small series for sound statistic: 
analysis. Control data are also 
However, the study indicates that thes 
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methods show promise war- 
rant further investigation and possibly 
statistical evaluation co- 
operative group clinics. 

Dr. MeLean will give resume the 
aspects the subject and report 
the results the treatment pa- 
tients with the central retinal 
vein. These results will compared with 
group patients admitted for study 
and/or treatment the same condition 
without anticoagulant therapy. 

Dr. Puig Solanes will report the re- 
sults the treatment cases cen- 
tral vein oeclusion, venous 
branch occlusion, cases central artery 


cases 


oeclusion, and 
Both the New York and the Mexico City 
series were similarly treated with heparin 
heparin plus dicumerol. 
Finally, Dr. 
and conclusions 


summarize 


INTERMITTENT EXOTROPIA 


Richard Scobee, M.D. 
Louis, Mo. 
Discusser: 
Ernest Sheppard, M.D. 
Washington, 


Intermittent exotropia condition 
which into frank 
tropia under conditions fatigue the 
ervous system during periods stress 
strain. usually appears childhood 
appears with The 
fusion mechanism suffers when the exo- 
horia reaches the stage where cannot 
controlled and suppres- 
develops which usually alternating. 
nothing done, the patient with inter- 
ttent exotropia develops constant exo- 
with the passage time. Anatomic 
iomalies which act with varying degrees 
efficiency mechanical obstacles 
nvergence play important role the 
the condition. 

the intermittent exotropia amounts 

more than prism diopters either 
feet inches, may considered 

rgical and should treated bi- 
ral recession the lateral rectus mus- 
the equator. 

\nalysis data clearly indicates that 
amount correction gained 
ral recession the lateral rectus mus- 
the equator such patients al- 
directly proportional the amount 


lapses 


aze. 
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the deviation present the time 
surgery. The concept degrees cor- 
rection per millimeters surgery cer- 
tainly not applicable patients with 
heterophoria and probably not patients 
with heterotropia. Data from cases se- 
lected random from much larger se- 
ries are presented. 


4:30 
6-0 CHROMIC GUT FOR CATARACT 
WOUND CLOSURE 
Motion Picture) 
Bruce Fralick, M.D. 
Ann Arbor, Mich. 


The use absorbable suture material 
for wound closure following cataract ex- 
traction has received little attention since 
the rather discouraging report Hughes, 
Guy and Romaine 1944. 

new 6-0 suture material 
presented which, extensive clinical 
trial, has given more tissue reaction 
than the 6-0 silk formerly used cataract 
extraction. The advantages 
vantages absorbable sutures this 
are illustrated kodachrome 
movie. 
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PRESENTATION 
AND NEW INSTRUMENTS 


9:15 a.m. 


TOPICAL APPLICATIONS 
THE EAR 


Edmund Fowler, Jr., M.D. 
New York, 
Discussers: 
Ben Senturia, M.D. 
St. Louis, Mo. 


George Kelemen, M.D. 
BY INVITATION 


Boston, Mass. 


v 
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number new medicaments have 
been developed the past few years, 
which theoretically might useful for 
the topical treatment external otitis 
and even for topical treatment otitis 
media, particularly radical cavity 
present. Comparison these remedies 
with some the old ones order. 

Ethyl saturated with boric acid 
and Sulzberger’s iodine powder have not 
entirely supplanted the newer 
remedies. has been the custom the 
author use one the older remedies 
glycerite hydrogen peroxide for 
few days, while waiting for the reports 
the cultures taken the first visit. 
the original ‘‘shot remedy seems 
helping, continued until there 
longer seems improvement. Then, 
according the organism found, penicil- 
lin, streptomycin, bacitracin, sulfamyalon, 
sulfanilamide, sulfathiazole, sulfadiazine, 
zine peroxide, para-chlorophenol, amino 
aluminum acetate, gentian vio- 
let, red, sodium diacetate cresa- 
tin are tried singly combination. 
Sometimes they are used several times 
day solution more commonly 
water soluble base, which melts body 
temperature such carbowax, oxi- 
dized cellulose. The most useful this 
list seem sulfamyalon, streptomycin, 
penicillin and cresatin aluminum ace- 
tate (Burow’s solution) each for dif- 
ferent types external otitis. Even those 
produce skin sensitivity and 
have discontinued for completely 
bland treatment treatment except 


dry wipes. 


9:55 a.m. 
STREPTOMYCIN VESTIBULAR 
DYSFUNCTION 
Motion Picture) 


Carl Feind 
New York, 
BY INVITATION 

This film depicts: 
Functional vestibular loss animals 
and humans following streptomycin 
therapy. 
Clinical and experimental methods 
measuring this loss occurring with 
streptomycin. 


Effects duration and dosage levels. 
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Protection with antihistamine drugs 

desensitization regime. 

Practical significance these findings 
the otolaryngologist and ophthal- 
mologist. 


10:15 
THE SURGICAL TREATMENT 
DISEASE 


John Lindsay, M.D. 
Chicago, 
Discussers: 
Kenneth Day, M.D 
Pittsburgh, Pa. 
Theodore Walsh, M.D 
St. Louis, Mo. 


Surgery the labyrinth for the 
the labyrinth primarily aimed the 
prevention vertigo. Preservation 
hearing and relief tinnitus are factors 
secondary concern most cases, but 
either may become essential considera- 
tion the individual case. 

Several surgical procedures have been 
carried out monkeys and 
‘onditioned cats the attempt determ- 
ine feasible method for interrupting 
vestibular function while preserving 
hearing. 

The following operative procedures 
have been observed number 
mans with disease: simple fen 
estration and maintenance open fen 
estra. Fenestration and removal seg 
ment membranous canal 
Fenestration and instrumental injury 
the nerve the horizontal canal 
and the utricle. Coagulation 
canals the point greatest 
from the vestibule. Coagulation th: 
horizontal canal ampulla. Coagulation 
the horizontal canal ampulla and the ves 
tibule. The results both the animal 
vestigations and the operations 
human will presented and summarize 


10:55 a.m. 
LABYRINTHOTOMY WITH 
COAGULATION FOR 
DISEASE 
Motion Picture) 


Kenneth Day, M.D. 
Pittsburgh, Pa. 
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This short motion picture depicting 
the operation upon the labyrinth, car- 
ried out the author, for unilateral Me- 
byrinth. The postauricular approach 
used; partial mastoidectomy carried 
out with the use burs. The needle used 
for electrocoagulation portrayed, and 
the actual coagulating procedure shown 
different cases. Following the coagu- 
lation, the wound allowed fill with 
blood, and the incision closed with clips 
usual. 

This procedure has 
performed consecutive cases with 
out complications. 


11:15 a.m. 

INTRALARYNGEAL FOR 
ARYTENOIDECTOMY BILATERAL 
ABDUCTOR VOCAL CORD PARALYSIS 


William Thornell, 
Cincinnati, Ohio 
Discussers 
Fred Havens, M.D 
Rochester, Minn 
Lewis Morrison, M.D. 
San Francisco, Calif 

Several surgical procedures for the cor- 
rection bilateral vocal cord paralysis 
have been presented within recent years 
The results arytenoidectomy from 
external approach have been very gratify- 
ing. The procedures King, Orton and 
Kelly are well established. The author 
offers new approach the laryngologist 
successfully carried out through intra- 
laryngeal approach through the Lynch 
laryngeal suspension apparatus. This 
performed under combined local and in- 
travenous anesthesia. Three case reports 
are presented with recordings the voice 
made preoperatively and postoperatively 
cases. slides are pre- 
ented demonstrate the surgical pro- 
edure. 


11:50 a.m. 

SIMPLIFIED TECHNIC FOR DIRECT 
LARYNGOSCOPY 
Motion Picture) 


Sam Roberts, M.D. 
Frank Forman, M.D. 
Kansas City, Mo. 
The object this film demon- 
rate technic which simple that 
man doing otolaryngology will able 
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satisfactory direct laryngoscopy. 
will able completely expose all 
parts the larynx where cancer other 
tumors may exist. 

There are three reasons why the laryn- 
has failed good direct 
laryngoscopy: insufficient 
anesthesia, lack trained assistants 
support the head correct position, and 
lack improved instruments. 

The anesthesia technic will shown 
detail. Mechanical laryngeal head sup- 
ports which eliminate the most impor- 
tant assistants and the self-retaining lar- 
yngoscope with dual distal lighting will 
demonstrated operating room 


scenes 
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Secretary 
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CLINICOPATHOLOGIC CASE REPORT 
Noel Stow, M.D. 
Washington, 


2:15 p.m. 
INTRACAPSULAR CATARACT 
EXTRACTION 


Motion Picture) 


William Beetham, M.D. 
Boston, Mass. 

Film (in color) shows routine cataract 
extraction used the author. 
includes: insertion Verhoeff cor- 
hrough iridodialysis opening (lens 
equator with Verhoeff capsule 
forceps), and insertion air into anterior 


2:35 p.m. 
EPINEPHRINE ANTAGONISTS THE 
TREATMENT GLAUCOMA 
Leonard Christensen, M.D. 

BY INVITATION 
Kenneth Swan, M.D. 
Portland, Ore. 


© - 


a 


Jonas Friedenwald, M.D. 


Baltimore, Md. 


New have been developed which 
inhibit the stimulatory effects epineph- 
rine. these compounds, 
dibenamine has received most attention. 
induces transitory miosis through re- 
laxation the iris dilator fibers, but oth- 
erwise has little effect the normal 
eye. Administered systemically dibena- 
mine usually effects drop 
the ocular tension glaucomatous eyes. 
This hypotensive action seems unrelated 
the pupillary effects the drug and, 
therefore, has range effectiveness 
exceeding that autonomic drugs pre- 
viously used the treatment acute 
glaucoma. Also bears direct relation 
the state systemic hydration ar- 
terial blood pressure. The site and mode 
action epinephrine antagonists seem 
unlike that any previously known au- 
drugs; however, the full thera- 
and effects these epineph- 
rine antagonists remain established, 
and the most effective the new class 
drugs has not been determined with cer- 
tainty. 

During the past several vears dibena- 
mine has been used the treatment 
cases glaucoma diverse etiology. 
These cases will reviewed and dis- 
cussed. Use the new drugs has been 
largely limited the emergency control 
acute glaucoma which had not respond- 
the usual measures. these cases 
they have greater effectiveness than any 
previously known agent. Also, they dem- 
onstrate the feasibility specific systemie 
treatment glaucoma. 


3:10 p.m. 
CLASSIFICATION NYSTAGMUS 
Motion Picture) 


Wilbur Rucker, M.D. 
Rochester, Minn. 


brief motion picture will demonstrate 
some the more important varieties 
nystagmus. They will classified 
anatomic basis, following scheme re- 
sembling that utilized 
1914 and Fox 1928. 


Ocular 
Physiologic 
Railway 
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Pathologic 
Defective vision 
nystagmus 


Il. Peripheral vestibular 
Physiologic 
Rotational 
Caloric 
Compression 
Pathologic 
Irritative lesions 
Destructive lesions 


Neuromuscular 
Physiologic 
Extreme lateral gaze 
Pathologic 
Paretic 
Oculomotor palsy 
Myasthenia gravis 
IV. Central nervous system origin 
Cerebellar 
Medial longitudinal fasciculus 
Conjugate paretic 


Miscellaneous 
Toxic 
Hereditary 
Voluntary 


3:25 
OPERATION FOR PTOSIS 
WITH JAW-WINKING 
WITH WEAK SUPERIOR 
RECTUS MUSCLE 
Raynold Berke, M.D. 
Hackensack, 
Discusser: 
Frederick Cordes, M.D. 
San Francisco, Calif. 


This operation was designed for two 
types ptosis, namely, incomplete ptosis 
associated with the Marcus-Gunn phenom- 
enon and complete ptosis associated with 
weak superior rectus 

The correction ptosis associated with 
jaw-winking has always been difficult 
problem because not only must the ptosis 
corrected, but the jaw-winking must 
eliminated also. This twofold purpose 
accomplished first tenectomizing the 
levator aponeurosis, thus producing 
complete ptosis, and then correcting the 
ptosis suspending the upper lid from 
the superior rectus muscle. 

The correction complete ptosis asso- 
ciated with weak superior rectus muscle 
also presents difficult problem because 
here the hypotropia, well the ptosis, 
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must eliminated. This double deformi- 
may corrected first shortening the 
superior rectus muscle, thus enhancing 
its lifting power, and the same time 
the ptosis suspending the 
upper lid from the superior rectus mus- 
cle. 

This procedure has been used twelve 
times during the past six years with 
good result each case. not one case 


has the cornea developed. 


3:55 p.m. 
SARCOIDOSIS: 


Its Eve Manifestations 


Alan Woods, M.D. 
Baltimore, Md. 


Sarcoidosis relatively benign 
ulomatous disease wide and spotty dis- 
tribution, affecting almost any tissue 
the body. The etiology unknown. The 
historical background, the general symp- 
the laboratory findings and 
pathology are discussed. The eyes are af- 
fected almost per cent the cases, 
the external fibrous tissue, the cornea and 
sclera, alone being resistant the epi- 
nodules the disease. The 
ocular adnexa are often involved. The 
identity ocular sarcoid with uveoparo- 
tid fever and some cases dis- 
ease pointed out. The ocular symptom- 
atology and pathology discussed. The 
importance the disease ophthalmol- 
ogy emphasized. 


Treatment 


Arthur Curtis, M.D. 
Ann Arbor, Mich. 
BY INVITATION 

Few diseases are more protean their 
manifestations than sarcoidosis. Although 
little known its etiology, several fun- 
studies have been done which 
uggest that the epithelioid cell, which 
uakes the fundamental ab- 
action the tissues phosphatide. 

The treatment lupus vulgaris with 
ileiferol, independently 
harpy France and Dowling and Pros- 
Thomas England, now widely 
sed. Inasmuch epithelioid cells are 
both lupus vulgaris and sar- 
oidosis, have used both and 
hydrotachysterol the treatment 
latter. There little doubt that both 

ents are effective 
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coidosis, regardless where the abnor- 
mal tissue found. 
actions from the both these 
drugs are common. our opinion that 
the effect both these drugs due 
their ability increase phosphorus ex- 
cretion. 

Following presentation the papers, 
questions may submitted 
floor. 


use 
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CONTRIBUTION WAR 
EXPERIENCE THE ETIOLOGY 
OTITIS MEDIA 


Wallace Teed, M.D. 
Ann Arbor, Mich. 


Discussers: 
Paul Campbell, M.D. 
Chicago, 


Brown M.D. 
Tampa, Fla. 


Observation large group men 
who were inflating their ears repeatedly 
indicated that only man out approxi- 
mately 30,000 developed otitis media 
result. This was the face the 
fact that per cent the 
group had acute upper respiratory infec- 
tions the time. The conclusion there- 
fore drawn that the older teaching, that 
otitis media due nose blowing, 
fallacious and should discarded. The 
important factor tubal obstruction, and 
blowing the nose purely coincidental. 


Additional evidence from training-tank 
experience has been adduced indicate 
that the symptoms acute otitis media 
are due obstruction the auditory 
tube. this means relative vacuum 
created, due the absorption the 
air contained the middle ear. Expan- 
sion the blood vessels this vacuum 
produces the congestion the myringa, 


A 
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and also the pain. When the vacuum 
reaches certain degree, serum exuded 
into the middle ear correct the vacuum 
and stop the pain. This may remain ster- 
ile, appearing meniscus, drop- 
lets mixed with air, may become in- 
fected, being transformed into pus. 

The net result these observations 
emphasize the importance the tube 
the evolution and treatment middle 
ear disease, has been pointed out the 
brilliant work Crowe and his associates 
Johns Hopkins during the past fifteen 
years. Any credit this work ac- 
knowledged due these men. 


9:40 a.m. 
TECHNIC FOR TONSILLECTOMY 
UNDER GENERAL ANESTHESIA 
Motion Picture) 


Lewis Morrison, M.D. 
San Francisco, Calif. 
BY INVITATION 


kodachrome moving picture showing 
the technic for tonsillectomy employed 
the University California Hospital. 
shows the position the patient, surgi- 
cal setup, instrumentarium and empha- 
sizes the advantage added exposure 
when the operator the head the 
table. The film brings out the advantages 
dry field and demonstrates method 
obtain and maintain hemostasis. 


10:00 a.m. 

SIX YEAR REPORT THE WIN- 

THROP FOUNDATION FOR THE STUDY 

DEAFNESS, THE MASSACHU- 

SETTS EYE AND EAR INFIRMARY, 

THE RESULTS THE FENESTRA- 
TION OPERATION 


Philip Meltzer, M.D. 
Boston, Mass. 


Discussers: 
Julius Lempert, M.D. 
New York, 


George Shambaugh, Jr., M.D. 
Chicago, 


The Winthrop Foundation was estab- 
lished 1940 the Massachusetts Eye 
and Ear Infirmary, Boston, for the in- 
vestigation and treatment deafness 
medical and surgical means. 

One the investigations its staff 
the Lempert fenestration operation 
for the improvement hearing clini- 
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otosclerosis. This investigation in- 
cludes the original operation and the mod- 
ifications proposed Dr. Lempert. 
This report describes the methods se- 
lection patients for operation, well 
the description the technic used 
operation, including the type packing 
and the type anesthesia. The imme- 
diate postoperative reaction also de- 
scribed well the postoperative care. 
Complications operatively and postopera- 
tively are listed including those due 
faulty incision, surgery temporal bone 
and postoperative management. yearly 
summary given well final one 
regards the hearing improvement. 

The degree hearing improvement 
determined pure tone speech 
audiometry and recorded improved 
to: 

Class Practical level for social and 
economic rehabilitation using the criteria 
Dr. Lempert that Drs. Silverman, 
Davis and Walsh. 

Class II. Improvement but not the 
practical level described Class 

Class III. Unimproved. 

Class IV. Hearing made worse. 

Although the number cases reported 
not large, the purpose the investiga- 
tion was determine the status the 
Lempert nov-ovalis fenestration opera- 
tion, and also determine whether the 
results justify the acclaim otologists 
throughout the world for this procedure. 

This report gives fairly accurate idea 
what can accomplished adequate- 
trained surgeons who must begin from 
scratch and work experience this 
type surgery. 


10:40 a.m. 
BILATERAL PARALYSIS THE 
LARYNX: SURGICAL TREATMENT 
Motion Picture) 


Louis Clerf, M.D. 
Robert Lukens, M.D. 
Philadelphia, Pa. 


The larynx shown during respiration, 
phonation and cough. The muscles the 
larynx, nerve supply and action, and the 
effects interruption innervation are 
demonstrated animated drawings. 


Photographs the larynx patients 
with bilateral paralysis the larynx be- 
fore and after mobilization and 
fixation arytenoid are shown. 


yay 
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11:00 a.m. 

THE DANGERS RADIATION THER- 

APY HYPERTROPHIED LYMPHOID 
TISSUE THE 


Laurence Robbins, M.D. 
Milford Schulz, M.D. 
Boston, Mass. 
Y INVITATION 
Discussers: 
LeRoy Schall, M.D. 
Boston, Mass. 
Lawrence Boies, M.D. 
Minneapolis, Minn. 


With the rather widespread and enthu- 
renewal interest the use 
radium the nasopharynx for shrinking 
lymphoid tissue, especially 
children, some warning should given 
regarding the possibility late effects 
from radiation. certain centers where 
radium has been used for many years 
there are now being seen evidences of late 
damage which might have been avoided 
the operators had been aware the 
hazards attendant even small doses 
radiation 

the purpose this presentation 
attention the possible untoward 
effects and present certain illustrative 
and analogous cases, drawn from the tum- 
the Massachusetts General 
Hospital and its affiliated hospitals, which 
may pertinent the problem. 


11:40 a.m. 
THE FENESTRATION OPERATION 
Motion Picture) 


George Shambaugh, Jr., M.D. 
Paul Holinger, M.D. 
Chicago, 


The first portion the film consists 
animation showing the normal sound 
conducting mechanism, the impairment 
due otosclerosis and the restoration 
sound conduction the labyrinth the 
fenestration operation. 


The second the film shows 
the fenestration operation 
beginning with the preoperative examina- 
tion, selection cases for operation and 
ending with the patient three weeks after 
peration. Each step the operation 
the patient preceded short shot 
animation help orientation. 
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Thursday, October 14, 1948 
2:00 p.m. 
GRAND BALL ROOM 
Presiding 


Ray M.D. 
Third Vice President 


Secretary: 
ALGERNON M.D. 


CLINICOPATHOLOGIC CASE REPORT 
John M.D. 
Bryn Mawr, Pa. 


2:15 p.m. 
READING DISABILITIES AND THE 
OPHTHALMOLOGIST 
Ralph Rychener, M.D. 
Memphis, Tenn. 

Discussers: 

Peter Kronfeld, M.D. 

Chicago, 
Arthur Culler, M.D. 
Columbus, Ohio 
Children who cannot learn read tend 

become problems juvenile delin- 
quency and inferiority complex are re- 
garded their parents and teachers 
mentally subnormal. The ophthalmologist 
relatively simple means, establish 
true diagnosis and give comfort and 
hope these parents and children 
adequate advice. The experience gained 
the Memphis Orthoptic re- 
viewed and the standard time-saving let- 
ter explanation sent parents our 
office included. Ophthalmology can ren- 
der great service demonstrating the 
need for proper education and develop- 
ment correct reading habits these 
youngsters. 


3:00 p.m. 
RETROLENTAL FIBROPLASIA 
PREMATURE INFANTS 


William Councilman Owens, M.D. 
Ella Uhler Owens, M.D. 
Baltimore, Md. 
Discusser: 
Arlington Krause, M.D. 


For the past three years, observations 
have been made routinely the eyes 
premature infants the Johns Hopkins 


1 
| 
: 


658 TRANSACTIONS 


Hospital. During this study, have ob- 
served the onset, course, and development 
the final picture retrolental fibro- 
plasia. None the infants observed 
had retrolental fibroplasia birth. The 
disease was not related persistence 
the hyaloid system. Early postnatal exam- 


the eyes revealed normal 


fundi. The earliest change observed was 
the formation progressive, angiomatous 
dilatations the retinal vessels, followed 
the development extensive, grayish, 
retinal edema and detachment. The vitre- 
ous became cloudy. The retrolental mem- 
brane was formed the extension across 
the retrolental space fusing peripheral 
portions the swollen grayish retinal de- 
tachments. The vessels the retrolental 
membrane had their origin from retinal 
vessels and not from vessels associated 
with the vascular sheath the 
lens. most cases the active stage the 
disease subsided gradually. some eyes 
the activity subsided before complete 
membrane was formed behind the lens. 
Usually these eyes, bands simulating 
retinal folds extended through the vitre- 


localized areas retinal detach- 


ment. New-formed vessels arising from 
the retina were visible the folds. From 
our observations the course the dis- 
ease, have been led the conclusion 
that important, yet unknown, etiologic 
factors must work during the post- 
natal life the infant. feel that fur- 
ther work should directed toward 
study the factors operative during the 
postnatal life these infants. 


3:40 p.m. 
UNIVERSAL IMPLANT FOR 
ENUCLEATION, REIMPLANTATION, 
AND EVISCERO-ENUCLEATION 


Motion Picture) 


Norman Cutler, M.D. 
Wilmington, Del. 


This implant the ball and mesh 
type. modified from 
and similar that first used Whit- 
ney and Olson enucleation. One stand- 
ard implant used all procedures. The 
procedures are all short and simple and 
require but few catgut sutures. The 
eviscero-enucleation new procedure 
which requires only two four catgut su- 
tures. believed that this operation 
combines the advantages eviscera- 
tion such freedom movement, with- 
out the complications incident shrink- 
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ing sclera. The operative procedures and 
postoperative results are 

summary will presented the 
operations date. 


4:05 p.m. 
METALLIC IMPLANTS FOR USE 
AFTER ENUCLEATION, 
EVISCERATION AND FOR 
REPLACEMENT LATE AFTER 

ENUCLEATION 
Motion Picture) 

Wendell Hughes, M.D. 
Hempstead, 


Enucleation the globe followed 
attachment muscle tendon strips and 
fascia bulbi the attachment bar the 
implant. The fascial strips are very im- 
portant and the bar must well and 
completely covered. 

The technic insertion the new 
type evisceration implant provides the 
best motility because the muscles are not 
interfered with any way. 

The insertion implant similar 
the enucleation type but 
vides excellent motility the integrated 
eye because there slippage between 
the stump and the eye. also supports 
the artificial eye means the peg 
the back the eye thus the upper 
lid more support improve its appear- 
ance and relieving the lower lid the 
greater part the weight the 
eye the older type. 

Final results exemplary cases are 
included. 


4:25 p.m. 
NEW TYPE ENUCLEATION 
IMPLANT 
Motion Picture) 


Clarence Albaugh, M.D. 
Los Angeles, Calif. 


Features this new implant are: 

Weight distributed between lids 
and extraocular muscles avoid ec- 
tropion drooping the lower lid and 
pressure atrophy extraocular mus- 
cles from the full weight 
thesis. 


Attachment extraocular muscle 
tendons each other rather than the 
implant assure adequate blood 
and avoid pressure atrophy. 

attachment between im- 
plant and prosthesis provide motion 
without sudden strains. 


light, thin, plastie offering dif- 
ficulties curing.’ 

Elimination pressure conjunc- 
tiva the prosthesis. 

full 
since conjunctiva does not cover the face 
the implant. 

Space for fibrous tissue grow into 
the implant firmly. 


Because the nature the implant, 
motion not dramatically complete 
some other types, but felt that 
other features may outweigh 
advantage. 
made 
many 


permanence. Only the 
can determine this. 


are 
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DYSFUNCTION 

INNER EAR 

Jerome Hilger, M.D. 
St. Paul, Minn. 
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William M.D. 
Montreal, Canada 
David Higbee, M.D. 
San Diego, Calif. 


Dysfunction autonomic balance 
the basic cause many common disease 
Individuals who 
unstable autonomic system 
anifest autonomic imbalance more read- 
than the normal. They may 
iulty regulation neurovascular, neu- 
osecretory, neuromuscular tonus 
esponse environmental demands. 
Alterations tonus the internal 
uditory arterial branches may occur 
rge segmental divisions small term- 
vessels. The cochlear and vestibular 
inute change the blood supply. Seg- 


states. 
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mental symptoms cochlear, 
vestibular, both. long continued 
frequently recurrent decrease arterial 
supply occurs, degeneration the end- 
organ segments supplied the involved 


branches will 
The symptoms vasomotor change 


the inner ear may recent, recurrent, 
long persistent. Tinnitus may fore- 
runner vertigo vice versa, may 
accompany vertigo. The degree 
volvement and the duration result the 
variable syndromes the inner ear 
syndrome, chronic catarrhal deafness, etc. 
They should not regarded diseases 
apart from each other, but rather 
variations vasomotor dysfunction 
the labyrinth. 


9:40 a.m. 

THE THYROTOMY APPROACH THE 
TREATMENT CANCER THE 
LARYNX: INDICATIONS, LIMITA- 
TIONS, AND END RESULTS 
Motion Picture) 


Gabriel Tucker, M.D. 
Philadelphia, Pa. 


consecutive series 682 cases 
carcinoma the larynx from 1921 
1948, the thyrotomy approach was used 
the treatment limited cancer the 
vocal cords and epiglottis where there 
was evidence metastasis. The re- 
sults this method treatment will 
evaluated. The use preliminary trache- 
otomy combination with thyrotomy has 
been adopted the standard routine with 
this approach. Improvements and vari- 
ations technic will presented. The 
early diagnosis and management recur- 
rences following thyrotomy will dis- 


cussed. 


10:00 a.m. 
PROBLEMS PECULIAR 
SPHENOID SINUS 


Arthur Proetz, M.D. 
St. Louis, Mo. 


THE 


Discusser: 
Van Alyea, M.D. 


Chicago, 


The sphenoid sinus has been singled 
out for discussion because presents some 
problems unlike those the other cavi- 
ties. 
The 


reservoir 


(1) 
infec- 


interests 
respiratory 


sphenoid 
maintaining 


i 
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tion, (2) source headache, (3) 
avenue intracranial infection, and 
(4) potential bad neighbor some 
thirteen adjoining structures, any one 
which capable setting syndrome 
characteristic itself. When more than 
one these react the same time, they 
may strain our diagnostic ingenuity. 

other sinus well protected nor 
difficult access, save the posterior eth- 
moid cell with which frequently con- 
fused. 

The purpose this paper discuss 
the types changes which may occur 
the sinus disturb its environs, the 
type treatment suited each and the 
end result the treatment selected. 
10:40 a.m. 

ACUTE EPIGLOTTITIS 
ACUTE OBSTRUCTIVE SUPRAGLOTTIC 
LARYNGITIS CHILDREN 
CAUSED HEMOPHILUS INFLU- 
ENZAE, TYPE 


Alden Miller, M.D. 
Los Angeles, Calif. 
Discussers: 
Paul Holinger, M.D. 
Davison, M.D. 
Danville, Pa. 


Acute inflammation the epiglottis 
frequently seen both adults and chil- 
dren causing severe illness and difficulty 
breathing and swallowing. Most 
these infections are primary and, seeming 
clinical entity they present con- 
sistent, typical clinical picture symp- 
toms and findings. Only few are sec- 
ondary causes such trauma, burns 
and infection adjacent tissues. 

the adult, acute primary epiglottitis 
usually caused the more common 
organisms the Streptococcus hemolyti- 
cus, Str. viridans, Staphylococcus albus, 
Staph. aureus and the pneumococcus. 

But small children, almost all acute 
infections the epiglottis are caused 
Hemophilus influenzae, type This or- 
ganism causes acute obstructive supra- 
laryngitis with rapidly increasing 
dyspnea and sometimes sudden death. 
This has not been widely recognized but 
has probably frequently been diagnosed 
and treated laryngotracheobronchitis. 

This epiglottitis caused the Hemo- 
philus influenzae, type presents clini- 
eal picture which easily recognizable 
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and characterized abrupt onset 
and short fulminating course: dysphagia 
and respiratory obstruction due the 
great swelling the epiglottis and, some- 
times, the adjacent 
tures, fever, prostration and shock. 

The mortality this disease, un- 
treated, very high. Therefore this pa- 
per will present differential diagnosis 
its consistent clinical picture and 
laboratory findings from those seen 
most cases acute obstructive laryne- 
itis usually classed laryngotracheobron- 
chitis. 

should done all cases acute ob- 
structive laryngitis. This procedure alone 
will many times indicate the diagnosis 

Hemophilus influenzae, type can 
identified thirty minutes. Its early 
identification, even suspicion, the 
greatest importance that the early in- 
stitution specific therapy with strepto- 
mycin and type-specific antiserum, ad- 
dition the previously accepted treat- 
ment obstructive laryngitis, will save 
lives. 


11:20 a.m. 
PRACTICAL ASPECTS LABYRIN- 
THINE TESTS 
Gordon Hoople, M.D. 
Syracuse, 
Discussers: 
Theodore Walsh, M.D. 
St. Louis, Mo. 
Frank Lathrop, M.D. 
Boston, Mass. 


Many the tests for labyrinthine func- 
tion the past have been unsatisfactory 
because they lacked the element stand- 
ardization. Unregulated stimuli produce 
unequal responses which are difficult 
interpret. The turning chair differentiates 
only roughly the functional value the 
two ears. Mass douching with cold water. 
continued till nystagmus appears, varies 
length douching individual cases 
according the sensitivity the indi- 
vidual’s labyrinthine reaction. Minimal 
iouching with cold water controlled 
with difficulty. 

more precise method than those men- 
tioned the Hallpike-Cawthorne test. 
description the method given. pro- 
duces only minimal responses (of great 
comfort the patient) and rather accu- 
rate ones. valuable, addition, be- 
cause means one can elicit the 
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phenomenon directional preponderance 
nystagmus, which may consider- 
able diagnostic aid. The element time 
for the test and the recognition that 
cannot scientifically accurately admin- 
istered are scores against but despite 
these, one can profit more from its use 
than any other test which the author 
knows. 


11:50 a.m. 
REHABILITATION THE 
LARYNGECTOMIZED PATIENT 
Motion Picture) 


Julius McCall, M.D. 
Cleveland, Ohio 


This mm. sound motion picture 
dealing with the preoperative and post- 
operative training laryngectomy pa- 
tients the development the esopha- 
voice. 

The film story 


relates the man 


who discovers that has cancer the 


larynx and follows him through the whole 
procedure, including all the esophageal 
voice training preoperative and postopera- 
tive, until the end completely 
rehabilitated. The film stresses two main 
points throughout: the urgeney for early 
diagnosis and detection where cancer 
concerned, and com- 
plete rehabilitation for the laryngectomiz- 
patient who has the will learn the 
esophageal voice. 


planned issue the film two 
separate editions: the one shown. 
planned for professional use, will include 
picture color, showing the salient fea- 
tures laryngectomy; the other, planned 
for use speech clinics and for the in- 
laryngectomy patients, will 
the actual opera- 


struction 
not include the film 
tion. 


This film being produced under the 
auspices the Cleveland Hearing and 


Speech Center 
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Crystal Room 


Thursday, October 14, 1948 
5:30 p.m. 


ORDER BUSINESS 
Call order. 
Report Executive 
Treasurer. 
Report Necrologist. 
Report Editor TRANSACTIONS. 
Committee reports. 
thalmology. 
Unfinished business. 
New business. 
10. Report the Senior Member 
the Council. 
11. Election Fellows. 
(See Candidate list below.) 
12. Election officers. 
(Senior Member Council report.) 


CANDIDATES 1948 
date must filed with the Executive 
Secretary previous Saturday, 
ber 
CANDIDATES CERTIFICATED 
BOARDS 
Ophthalmology (OP) 
Otolaryngology (ALR) 
Plastic Surgery 
Abbott, Orville Lindsay, 517 Griesheim 
Bldg., Bloomington, OP. 


Ackermann, Kurt, 928 Bldg., 
Louisville Ky., OP. 

Albright, Arnold Col. (MC) USA, 
Perey Jones General Hospital, Battle 


Creek, Mich., OP. 
Alkoff, Louis, 733 University Block, Syra- 
cuse, Y., OP. 
Ambrose, Anthony, 
Newark J., OP. 
Amsel, Maxwell Ritter, 1114 Marsh, San 
Luis Obispo, Calif., ALR. 
Anderson, John Donald, 2125 Ave., 
Regina, Sask., Canada, ALR 


Washington 
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Madison 


Sander, 

New York 28, ALR. 

Paul James. Medical Center 
Lafayette, ALR. 


Jacob 


Ave., 


Alan H., East New 
OP. 

Harold Douglas, 406 
Camden, J., OP. 

Beamer, George Davis, 


Ave., Dearborn, Mich., ALR. 


Cooper 


Michigan 


Beard, Crowell, Ste. Claire San 
Jose 23, Calif., OP. 
Beetem, Luther Franklin, 425 Main, 


Madison, Ind., ALR. 
Berlove, Ira 
York, ALR. 
Bettman, Jerome Wolf, 2400 Clay St., San 
Francisco OP. 
Leonard 811 South 
Birmingham Ala., ALR. 
Blumenthal, Helmut, 9113 Commercial 
Ave., Chicago 17, ALR. 
Bockoven, Harold D., 117 
Dayton Ohio, OP. 
Boldizar, Albert George, 3720 Washington 
Blvd., St. Louis Mo., OP. 

Boley, John Peter, 1290 Ottawa Wind- 
sor, Ont., Canada, OP. 
Born, John H., 114 East 

Bounds, Lemann Hannah, 
Meridian, Miss., ALR. 
Braun, William, 406 Cooper Camden, 
OF. 


65th New 


East 


20th St., 


Main 


54th New 


Bldg.. 


Lamar 


Brooks, Roosevelt, 4655 Michigan 
Chicago 15, OP. 
Bryce, William Fielding, Medical Arts 


Bldg., Richmond 19, Va., OP. 
Buschke, William H., 210 East 64th 
New York 21, Y., OP. 
Bushard, Wilfred Joseph, 704 Physicians 
Surgeons Bldg., Minneapolis Minn.. 
OP. 


Caballero, Mariano Cecil, 1101 Hunting- 
ton Bldg., Miami, Fla., OP. 
Carpenter, Elford, 200 
North St., Greenville, C., ALR. 
Carpenter, Ralph Charles, 307 Masonic 
ALR. 


East 


Temple, Marshalltown, 
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Thomas, 395 Commonwealth 
Ave., Boston 15, Mass., OP. 

Chenault, Oran W., Capt. (MC) USN, 
Naval Hospital. San Diego 34, 
OP. 

Christenberry, Henry Edward, 501 West 
Ave., Knoxville Tenn., ALR. 

Cole, Helen Grady, 927 Park Ave., New 

Constantine, Frank Hamilton, East 
72nd St., New York 21, Y., OP. 
Coughlan, Charles Harold, 1005 Central 

Ft. Dodge, lowa, OP. 

Nelson Randolph, 915 Provident 
Bldg., Cincinnati Ohio, ALR. 
Crawford, Elisabeth Stripling, 610 Gray 

Ave., Houston Texas, OP. 


Darsie, Leigh 4800 Friendship Ave., 
Pittsburgh 24, Pa., ALR. 

Davidson, Morris, 906 Olive St., St. Louis, 
Mo., ALR. 

Davis, Dexter, Medical Arts Oak 
Ridge, Tenn., ALR. 

Davis, William G., 927 Seventeenth St., 
N.W., Washington C., OP. 

Deutsch, Alice Rene, 12-14 Main St., 
Memphis Tenn., OP. 
DeWeese, David Downs, 1216 Southwest 
St., Portland ALR. 
Dickinson, John Theodore, Mercy Hos- 
pital, Pittsburgh, Pa., ALR. 

Dienger, Bernard Cecil, 229 Doctors Bldg., 
Cincinnati Ohio, ALR. 

Dinolt, Robert, Front, Putnam, Conn., 
ALR. 

Dintenfass, Arthur, 1616 Ave., At- 
lantic City, J., ALR. 

Donegan, Justin Martin, 122 So. Michigan, 
Chicago, OP. 

Donnelly, William Lorne, 40th 
New York 16, Y., OP. 

Alfred Adolph, 106 West 7th 
St., Charlotte, C., ALR. 

John E., 625 Cleveland 
N.W., Canton Ohio, ALR. 

Horace B., 812 Gravier New 
Orleans 12, La., OP. 
inham, Tom Henry, 381 Chemeketa 
Salem, Ore., ALR. 
urschlag, Sidney Weiss, 1148 Euclid 
Ave., Cleveland 15, Ohio, ALR. 


gan, Edward Francis. Nahant St., 
Lynn, Mass., ALR. 

issler, Rolf, 2107 Van Ness Ave., San 
Francisco OP. 

mmens, Thomas Holmes, Kune Way 
Drive, Medford, Ore., OP. 

herington, John Lawrence, Wayne Bank 


Ethelburt 315 Medical Arts 
Bldg., Salt Lake City Utah, OP. 

Joseph Milton, 1930 Wilshire 
Blvd., Los Angeles Calif., OP. 

Feldmann, Robert Lincoln, 437 Market 
York, ALR. 

Ferguson, Charles Foss, 300 Longwood 
Ave., Boston 15, Mass., ALR. 

Gerald P., 508 Milwaukee 
St.. Janesville, Wis., ALR. 

John Jervis, 1443 
Indianapolis, Ind., OP. 

Folbre, Thomas Walthall, 1219 Nix Pro- 
fessional Bldg., San Antonio Texas, 
ALR. 

Fonda, Gerald E., 350 Millburn Ave., Mill- 
burn, J., OP. 

Leona R., 1908 St. Charles Road. 
Maywood, OP. 

Frankel, Samuel, 220 Victory Blvd., Sta- 
ten Island Y., OP. 

Franklin, Daniel, Box 5550 Term Annex, 
Denver 17, Colo., OALR. 

Freedman, Ruth Schreiber, 4500 Olive 
St. Louis Mo., OP. 

Freilich, Sydney Franklin, 7901 
Parkway, Brooklyn 14, Y., OP. 

pital, Bryn Pa., OP. 

Fritschi, Ulrich 523 Medico-Dental 
Bldg., Sacramento, Calif., OP. 

Frost, John B., 500 Physicians Surgeons 
Minneapolis Minn., OP. 

Charles Edward, 1930 Wilshire 
Los Angeles, ALR. 


Gambacorta, Otto, Broad St.. Bloom- 
field, J., ALR. 

Garrett, Edwin Everett, 1304 Walker 
Ave., Houston Texas, OP. 

Gates, Charles L., 820 MeClellan, Spo- 
Wash., OP. 

Gates, Edmund O., Grace Hospital. Welch, 
Va., OP. 

Gaynon, Irwin Earle, 231 Wisconsin 
Ave., Milwaukee OP. 

George, Lewis C., 291 St., San Ber- 
nardino, Calif., OP. 

Ghrist, Orrie Edward, 210 Central, 
Glendale Calif., ALR. 

Gilroy, Regina Veronica, Joralemon 

Glaser, Benjamin, 715 Orange, Orlan- 
do, Fla., ALR. 

Goduti, J., 704 Congress St.. 
Portland Maine, OP. 

Goldman, Joseph Lawrence, 1050 Park 
Ave., New York 28, Y., ALR. 

Goldstein, Jerome 57th St.. New 
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Golkin, James B., 325 Main St., Johnson 
City, ALR. 
Gottschalk, George Howard, 53171, 
Hoover, Los Angeles 37, ALR. 
Grant, William Francis, 309 Roseville 
Ave., Newark OP. 

Greenberg, Leon, 235 East 22nd New 
York 10, ALR. 

Gregor, Oscar, 101 New York 

Greif, Jacob Leonard, 170 St., 
New York 23, Y., ALR. 

Grogin, Paul Bloch, 3401 Fifth Ave., 
Pittsburgh 13, Pa., ALR. 

Grossman, Frederick Maximilian, 133 East 
58th New York 22, Y., ALR. 


Hallett, Joseph Medical Arts Bldg., 
Philadelphia Pa., OP. 

Halton, Edward Joseph, 377 
Holyoke, Mass., ALR. 

Hand, Francis John, 967 Elm St., Man- 
H., ALR. 

Hangos, George William, 6804 Windsor 
Berwyn, ALR. 

Hata. Tadao, 1704 King, Honolulu 19, 
H., ALR. 

Hecker, Daniel, 1528 Union St., Schenec- 
tady, Y.. ALR. 

Hessing, Ernest E., 1904 Franklin St., 
Oakland 12, OP. 

Higgs. Howard Hughes, 1628 Genesee 
Buffalo 11, OP. 

Himalstein, Milton Roger, Veterans Ad- 
ministration Hospital, Oteen, 
ALR. 

Hinman, Louis Franklin, 6110 Greene St., 
Philadelphia 44, OP. 

Hirsch, Lucien, 160 East Seventh St., 
Plainfield, ALR. 

Holden, Howard Thompson, 520 Profes- 

Holl, Paul F., 6141 Jenkins Arcade, Pitts- 
burgh, Pa., OP. 

Horns, Richard Coburn, 527 Medical 
Arts Bldg., Minneapolis Minn., OP. 
Hosford, George Newton, 450 Sutter St., 

San Francisco Calif., OP. 

Hostelley, William Vernon, 1221 Harrison 

St., Philadelphia 24, Pa., ALR. 


Irvine, Wendell Cannon, 727 West 7th St., 
Los Angeles 14, Calif., OP. 

Irwin, William DeLoss, 805 Hanselman 
Bldg., Kalamazoo Mich., OP. 

Jacobson, Seymour B., East St., 
New York 21, Y., ALR. 

Jones, Henry, 605 Medical Arts Bldg., 
Pa., OP. 

Jones, Wilmer Griffin, Medical Arts 
Shreveport, ALR. 


Appleton St., 
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Kafka, Adolph Joseph, 1820 Gilpin, Den- 
ver Colo., ALR. 

Kambara, George Kiyoshi, 312 First 
Room 405, Los Angeles 12, Calif.. 
OP. 

Kaufman, Perey, 200 16th New 

Kelly, Blanche North 
Darby, Pa., OP. 

King, Douglass Stone, 537 East Market 
Alliance, Ohio, ALR. 

Knight, Lamar L., Coachman 
Clearwater, Fla., ALR. 

Kope, Paul Thomas, 472 Central 
Petersburg OP. 

Kreft, Alfred J., 800 Pittock Block, Port- 
land Ore., OP. 


Bldg.. 


Lachterman, Alfred, Park New 
York 16, Y., OP. 

LaMotte, William Oscar, 601 Dela- 
ware Ave., Wilmington 281, OP. 
Landesberg, Jacques, Nevins Brook- 

Lehner, Jerome, Hooker 
keepsie, Y., ALR. 
Lenz, Charles Richard, Jr., 
Jackson, Mich., OP. 

Leonard, Robert Emmett, 1001 Greene 
Augusta, OALR. 

Leonard, Ruth, Charlotte Eye, Ear 
Throat Hospital, Charlotte C., OP. 

Lindblom, Alton Edwin, 1009 Nicollet 
Ave., Minneapolis Minn., OP. 

Lo-Presti, Joseph J., Beacon 
Boston, Mass., OP. 

Luria, Phelps Paul, 1502 Mott Ave., Far 
Rockaway, I., Y., ALR. 


MacGougan, Melrose Keir, Southam 
Calgary, Alb., Canada, ALR. 

Magder, Harry, 1526 Crescent St., Mon- 
treal, Que., Canada, OP. 

Maher, David Bremner, 700 North Miché- 
gan Ave., Chicago 11, OP. 

Marcus, Richard Earl, 307 North Michi- 
gan Blvd., Chicago ALR. 

Marks, Meyer A., 5907 Walnut Phila- 
delphia 39, Pa., ALR. 

Martens, Theodore Glenn, 151 Rock St.. 
Fall River, Mass., OP. 

McAskile, Kenneth, 174 St. George 
Toronto, Ont., Canada, ALR. 

McBain, Earle H., 490 Post San 
Francisco, Calif., OP. 

McCoy, Carroll Alonzo, 227 Doran 
Glendale Calif., OP. 

Eugene F., 910 Cobb Bldg 
Seattle, ALR. 

McHenry, Armond John, King 
York, Pa., ALR. 


Pough- 
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William Patton, 1023 First Na- 
tional Bank Wichita Kan., 
ALR. 

Mench, John Rishel, 
lentown, Pa., ALR. 

Merriman, Henry, 115 St., 
Waterbury Conn., ALR. 

Miller, Nathan H., Michigan Ave., 
Chicago OP. 


1306 Hamilton, Al- 


Miller, Samuel George, 3500 Fifth Ave., 
Pittsburgh 13, Pa., ALR. 

Mintz, Maxwell A., 497 Glen St., Glens 

Moen, Berwyn Harold, 924 North 24th 


St. Joseph, Mo., ALR. 


Joseph F., Franklin, 


Wilkes-Barre, Pa., OP. 

Morrison, Lewis Francis, 490 Post St., 
San Francisco ALR. 

William Robert, 3365 Fourth 
San Diego Calif., ALR. 


Neuburger, Fredrick Karl, 925 Delaware 


Newman, David 1882 Grand Con- 
course, New York, Y., OP. 
Nicholl, Russell J., 10515 Carnegie Ave., 


Cleveland Ohio, OP. 
Norene, Robert A., 727 West 7th St., Los 
Angeles 14, OP. 

Novak, Joseph Francis, 807 Empire Bldg., 
Pittsburgh 22, Pa., OP. 
Siegfried Carl 329 North 

State Waseca, OP. 
Neill, Charles Lee, Jr., 671 Broad 


St., 


arker, Robert Harvey, 329 Armour 
North Kansas City, Mo., ALR. 
irkinson, Carrol Doney, University Hos- 
pitals, Iowa City, Iowa, ALR. 

trick, Lloyd Edgar, 509 First National 
Bank Bldg., Boise, Idaho, ALR. 

vlo, Irving Lionel, 469 Beacon St., Bos- 
ton 15, Mass., OP. 

ter, Arnold L., 406 Akron Savings 
Loan Bldg., Akron Ohio, OP. 
trillo, Charles, Trumbull St., 
Haven 10, Conn., ALR. 

Ips, Gardner Dexter, 518 Jefferson St., 
Waterloo, Iowa, OP. 

Guillermo, WIAC Bldg., Ave Ponce 
Leon 654, Santurce, R., OP. 


New 


ilman, Max Edward, 2200 West 3rd 
Los Angeles Calif., ALR. 

rier, Ralph Alex, 1405 Stroh Bldg., 
26, Mich., OP. 

isner, Saul Richard, 188 State 


Maine, OP. 


065 


O'Neil, 500 North Skinker, St. 
Mo., ALR. 


Proud, 
Louis 

Randall, Ross George, 608 Waterloo 
Bldg., Iowa, ALR. 

Reitz, Herbert Richard, 446 
Ave., Buffalo, OP. 

Richie, George Todd, 227 
ver Colo., OP. 

Riechel, Leslie, 248 
bra, Calif., ALR. 

Roberts, Wyman John, Great Falls Clinic, 
Great Falls, Mont., ALR. 

Romaine, Hunter H., 111 East 65th 
New York, Y., OP. 

Rosen, Max, Purchase St., Rye, Y., 
ALR. 

Ross, Joseph Vitale M., 
Berwick, Pa., OP. 


Linwood 


16th St., Den- 


Main St., Alham- 


321 Front St., 


Ruddy, Lorenz Weir, 1731 St., Sacra- 
mento, ALR. 
Rush, Irving Arnold, 1930 Chestnut 


Philadelphia, Pa., ALR. 
Ryan, Gerald S., 140 East 
York 22, ALR. 


54th New 


Sackadorf, Harry, Eye, Ear, Nose 
Throat Clinic, Veterans Administration, 
Biloxi, ALR. 

Samuels, Sidney 813 
Philadelphia 40, ALR. 


Erie Ave., 


Leo A., Washington St., Chi- 
cago ALR. 
Sauer, William Nicholas, 3720 Washing- 


ton Blvd., St. Louis Mo., ALR. 

Schein, George C., 634 Washington Rd., 
Pittsburgh 16, Pa., ALR. 

Schein, Robert 634 Washington Rd., 
Pittsburgh 16, Pa., ALR. 

Schluederberg, Harry, Rex Ave., Phila- 
delphia 18, Pa., ALR. 

Schonberg, Albert Louis, 1621 
Ave., Cleveland 15, Ohio, OP. 

Schwartz, Edward, 112 St.. Chester, 
Pa., OP. 

Shaad, Dorothy 
City 16, Kan., OP. 

Shepard, David, 3936 Amboy Rd., Staten 
Island Y., ALR. 

Shields, Tom S., 11th St., Richmond, 
Ind., ALR. 


Euclid 


905 Kansas 


Sichi, William T., Lt. Col. (MC) USA, 
Valley Forge General Hospital, Phoe- 
nixville, Pa., OP. 

Siegel, Ralph Edgar, 121 Market St., 


Perth Amboy, J., OP. 
Snyder, Richard Vinson, 1654 Dekalb 
Norristown, Pa., ALR. 
Som, Max L., 121 East 


60th New 


York 22, 
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Spar, Arthur A., Mayo Clinic, Rochester, 
Minn., ALR. 

Stocker, Frederick William, 1110 West 
Main St., Durham, C., OP. 

Stone, Ralph Enck, 809 Second National 
Bank Bldg., Connellsville, Pa., ALR. 
Sullivan, Garrett Leo, 101 Bay State Rd., 

Boston 15, Mass., OP. 
Sullivan, William B., Racine Ave., 
Chicago 20, OALR. 


Tabor, George Leroy, Jr., Comdr. (MC) 
USN, Naval Hospital, Philadel- 
phia 45, Pa., OP. 

Tamari, Marvin J., Washington, 
Chicago ALR. 

Taylor, Morris, 311 North Pittsfield. 
Mass., ALR. 

ter Kuile, Reinold William, Ridge- 
wood, Ridgewood, J., OP. 

Thornhill, Edwin Hale, 521 Professional 
Bldg., Raleigh, C., ALR. 

Timmons, James McKnight, 1401 Taylor 
St., Columbia, C., ALR. 

Trayna, John A., 34-31 St., Jackson 
Heights, Y., ALR. 

Turner, Larry, 1110 Main St., Durham, 
C.. ALR. 


Uhde, George I., Nichols Veterans Admin- 
istration Hospital, Louisville 
ALR. 


Van Dorf, Nathaniel, 366 West Adams 
St., Chicago Ill., ALR. 

Vicencio, Antonio Bautista, Bayani, 
Galas, Quezon City, ALR. 


Wafa. Aly 3913 Chestnut 
Philadelphia ALR. 

Harold Edmond, 307 Market 
Charlottesville, OALR. 

Waggoner, Lyle G., 1144 David Whitney 
Detroit 26, Mich., ALR. 

Walker, Allan Elliott, 915 19th St. 
N.W.. Washington C., ALR. 

Wallace, Grady M., 248 Madison Ave., 
Memphis, Tenn., OP. 

Ward, Robert Harry, Comdr. (MC) USN, 
Naval Hospital, San Diego 34, 
Calif., OP. 

Waring. Harold R., Hospital, Mountain 
Home, Tenn., ALR. 

Warren, Lloyd Payton, Jr., 706 Orph- 
eum Wichita Kan., OALR 
Bldg., Detroit 26, Mich., ALR. 

Warren, Wadsworth, 1144 David Whitney 
Bldg., Detroit 26, ALR. 
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Watson, Edwin Josiah, 404 St. 
Washington C., OP. 

Weaver, Harry Sands, Jr., N.E. Cor. 20th 
Chestnut Sts., Philadelphia 
OP. 
Weiner, Herman L., South 20th 
Philadelphia Pa., OP. 
Weinstein, Roy Cyril, 738 
Gary, Ind., ALR. 

Weintrob, Joseph R., 1616 Pacific 
Atlantic City, J., OP. 

Weston, Horace L., 703 Stroh Bldg., De- 
troit 26, Mich., OP. 

White, Minor E., 309-315 Arcade Bldg. 
Kankakee, ALR. 

White, Roland Hubert, 8416 Georgia Ave., 
Silver Spring, Md., ALR. 

Wicks, William J., S.U.I. Hospital, lowa 
City, Iowa, ALR. 

Wilsey, John Derrick, III., 310 4th 
Winston-Salem, C., OP. 

Wolf, Jonas Walter, Park Ave., Yonk- 

Wong, Wayne Won, 1221 Victoria 
Honolulu 34, H., OP. 

Woodhouse, Walter W., 4800 Friendship 
Ave., Pittsburgh 24, ALR. 

Wright, William Kemp, 6804 Windso: 
Ave., Berwyn, ALR. 

Wyman, George J., 545 Jefferson Bldg 
Peoria OP. 


Zanek, Otto Louis, 1704 Esperson Bldg 
Houston Texas, OP. 


CANDIDATES NOT CERTIFICATED 


(Eligible for Membership After Board 
Certification 

Engelking, Charles Ferdinand, 
sity Hospitals, lowa City, Iowa. 

O'Neil, James Julian, Illinois Eye Ea: 
Infirmary, Chicago, 

Salomon, Maurice S., 655 Sutter St., 
Francisco Calif. 

Seelye, Norman Lee, North Ayer 
Harvard, 

Steinberg, Edgar I., 6192 Limekiln 
Philadelphia 41, Pa. 

Stine, George McMillan Hospital. 
Louis 10, Mo. 

Sutton, Paul, 1710-17 State St.. 
cago 

Terry Montes, Jorge 
Iowa City, Iowa. 

Thornhill, Gabriel Felder, 
Austin, Texas. 

Tingwald, Fred Ruhl, University 
pitals, lowa City. Iowa. 


Hospit: 
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Maxwell, M.D., Chairman Kenneth Roper, M.D. 
Ann Arbor, Mich. Chicago, 


LACQUER ROOM 


SPACE amination under the microscope pro- 
BRITTAIN PAYNE, M.D. chrome projector microprojector. 
New York Eye and Ear Infirmary 
New York, SPACE 
Co-Exhibitor: Exhibitor: 
EDGAR BURCHELL, PETER KRONFELD, M.D. 
Illinois Eye and Ear Infirmary 
University Illinois College Medicine 
Chicago, 
which ROY RISER, M.D. 
various forms pathology. like JOHN PARKER, M.D. 
mber histologic sections, stained 
hematoxylin and eosin also show 
same similar disease processes. The 
tologie sections are mounted between The ophthalmoscopic appearance the 


9 9 


glass slides, which permit ex- disk, recorded stereocolor photographs, 


the Human Eyeball: Gross 
Specimens and Histologic Sections 


Glaucomatous Excavations 
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correlated with the visual field defects 
cases wide-angle simple chronic 
glaucoma. 


SPACE 
Exhibitor: 
DONALD LYLE, M.D. 
Cincinnati, Ohio 


Co-Exhibitor: 
FRANK MAYFIELD, M.D. 


BY INVITATION 


Cerebral Angiography Relative 
Ophthalmology 


demonstration visualizing the cere- 
bral vascular tree, both arterial and 
venous, the normal 
states use contrast media injected 
into the arterial system. Drawings the 
visual and oculogyric systems with their 
blood supply are shown. X-rays and dia- 
grammatic sketches together with brief 
history the case are used demon- 
strate various types vascular lesions 
affecting the visual and oculogyric sys- 
tems. 


Exhibitor: 
ERNEST SHEPPARD, M.D. 
George Washington University 
Medicine 
Washington, 
Co-Exhibitors: 


WALTER M.D. 
MARY EVERIST KRAMER 


LY ISVITATI 
Fusion and Its Clinical Manifestations 


The clinical investigation the fusion 
anomalies and deficiencies and their mani- 
festations will shown. 
study the fusion status gives the oph- 
thalmic surgeon important prognostic in- 
formation regarding the outcome the 
surgical well the orthoptic treatment 
the oculomotor anomalies. The charts, 
photographs, slides and instruments 
the exhibit are designed show how the 
fusion anomalies are manifested and de- 
tected. 

SPACE 
Exhibitor: 
LAWRENCE LINCK 
BY INVITATION 
Executive Director, National Society for 
Crippled Children and Adults, Inc. 
Chicago, 


Speech and Hearing Services 
Vision Problems Cerebral 
Palsied Children 


Speech and hearing services provided 
through the facilities supported the 
National Society for Crippled Children 
and Adults, including special section 
the vision problems cerebral palsied 
children. 


SPACE 
Exhibitor: 
SAUL SUGAR, M.D. 
Wayne University 
Detroit, Mich. 


The Provocative Tests for the Glaucomas 


The results number the pro 
vocative tests normal and glaucoma 
tous eyes were studied determine 
normal range well the value 
the tests the various glaucomas. Among 
the tests used were the mydriasis test, th: 
water the lability test and combi- 
nation the water and 
used the author. 


SPACE 
Exhibitor: 

COLONEL ASH, M.C., U.S.A., Ret. 
Army Institute Pathology 
Registry Otolaryngic Pathology 
Washington, 


Special Topics From the New Atlas 
Otolaryngic Pathology 


The exhibit will consist graphics 
photographs, and photomicrographs 
particular importance the Registry 
Otolaryngic Pathology and 
from the new Atlas 
Pathology. 


SPACE 
Exhibitor: 

HELENOR CAMPBELL WILDER 
Army Institute Pathology 
Registry Ophthalmic Pathology 
Washington, 
Co-Exhibitor: 
LAWRENCE AMBROGI 


BY INVITATION 


Unusual Lesions the Eye 


The exhibit will consist photomicr 
graphic transparencies and color prin 
some unusual pathologic conditions 
cently contributed the Registry 
thalmic Pathology the Army Institut 
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Pathology. Each case will accom- 
panied brief clinical history. 
SPACE 
Exhibitor: 
CAPT. LLOYD NEWHOUSER, 
M.C., U.S.N. 
BY INVITATION 
Bureau Medicine and Surgery 
Department the Navy 
Washington, 


New Technics for Preparing Ocular and 
Restorations 


This exhibit portrays recent develop- 
ments ocular and maxillofacial restora- 
tions. The exhibit will 
three demonstrators follows: one Na- 
val dental officer, one Naval dental tech- 
nician, and one patient. 


SPACE 
Exhibitor: 


WALTER FINK, M.D. 
Minneapolis, Minn. 


Anatomic Study the Oblique 
Muscles and the Adjacent Structures 


The exhibit consists series dis- 
sections the orbit, which demonstrate 
the anatomy the superior and inferior 
oblique muscles and their relationship 
the adjacent structures. Special emphasis 
given the fascial membranes surround- 
ing these structures. Various points 
surgical significance related the oblique 


muscles are presented. The more com- 
mon anatomic variations are demon- 
strated. 


SPACE 
Exhibitor: 
COLONEL VICTOR BYRNES, 
M.C., 
Air University, School 
Aviation Medicine 
Randolph Field, Texas 


Training Aids for Ophthalmologic 
Instruction 


model satisfactory classroom 
ith photographs and film strip used 
teaching are shown. Also such tridi- 
ensional training aids large motor- 
ophthalmotrope; action 
monstration equipment; model dem- 
istrating the action accommodation; 
model illustrate projection images; 
model cross cylinder and trial 


frame useful teaching the cross cyl- 


inder; model Maddox rod and 
Risley rotary prism and wooden lens 
models demonstrating optical effects 
lenses. 


SPACE 
Exhibitor: 

SYLVAN BLOOMFIELD, M.D. 
New York Eye and Ear Infirmary 
New York, 
Co-Exhibitor: 

WILLIS KNIGHTON, M.D. 


The Lability Test for Chronic 
Simple Glaucoma 


The exhibit will demonstrate the per- 
formance the lability test and describe 
its physiologic clinical applica- 
tion, and relative value diagnostic 
procedure early chronic simple glau- 
coma. Charts will employed illus- 
trate its results when applied eyes with 
and without simple glaucoma, and 
compare its efficacy with that other 
tests commonly employed this disease. 


SPACE 
Exhibitor: 
MARY BROWN 


BY INVITATION 
Photographic Department 
New York Eye and Ear Infirmary 
New York, 


Are You Getting Full Value for 
Your Photographic Dollars? 


This exhibit will show the various roles 
that photography can play ophthalmic 
medicine. will combined with slides 
and transparencies depicting common er- 
rors made this kind photography 
along with suggestions for their correc- 
tion. will attempt show graphically 
how you can obtain the most for your 
photographic dollars. 


SPACE 
Exhibitor: 

ADOLPH POSNER, M.D. 
Manhattan Eye, Ear and Throat Hospital 
New York, 
Stereoscopic Photography the 
Anterior Segment 


The exhibit consists stereoscopic. 
colored transparencies depicting many 
common, and some rare, external diseases 


the eye. Several gonioscopic photo- 
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graphs taken through the Koeppe and 
Troncoso contact lenses well through 
the Allen gonioprism are also shown. 


SPACE 
Exhibitor: 

JULIUS LEMPERT, M.D. 
Lempert Institute Otology 
New York, 
Modern Temporal Bone Surgery 


from external auditory canal; endau- 
ral correction postauricular fistula; 
endaural complete mastoidectomy; 
endaural mastoido-tympanectomy; en- 
daural labyrinthotomy for drainage 
suppurative labyrinthitis sympathetic 
nonbacterial meningitis; endaural 
drainage middle and posterior fossa 
abscess; endaural treatment sinus 
thrombosis; endaural complete mas- 
toido-tympano apicectomy (exenteration 
apex); endaural apicotomy (drain- 
age apex); 10) endaural mastoido-at- 
ticotomy; 11) Bone-dust-free Fenestra 
Nov-Ovalis Operation for Clinical Oto- 
sclerosis; 12) Tympanosympathectomy 
for tinnitus; 13) Decompression la- 
byrinth for the relief vertigo and 
tinnitus disease. 


This exhibit being shown again the re- 
quest the Academy. not eligible for any 
au ard. 


SPACE 
Exhibitor: 

GORDON NEW, M.D. 
Mayo Clinic 
Rochester, Minn. 
Co-Exhibitors: 

FREDERICK FIGI, M.D. 
FRED HAVENS, M.D. 
JOHN ERICH, M.D. 

JOHN ERICH, M.D. 


Cancer the Larynx: Methods 
Treatment and Results 


Partial and Total Loss the Nose: 
Plastic Reconstruction 


This exhibit divided into four parts: 

Diagnosis cancer the larynx. 

Treatment laryngeal cancer 
suspension, thyrotomy. 

Treatment laryngeal cancer 
laryngectomy. 

Cancer the larynx, statistical 
analysis. 
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These various phases diagnosis and 
treatment cancer the larynx are de- 
picted means photographs, photo- 
micrographs and models. 


the use moulages the various 
types pedicle flaps that are general 
use are shown along with the multiple 
stages necessary correct nasal deformi- 
ties. Colored transparencies illustrate the 
end results many cases. 


This exhibit being shown again the 
quest the Academy. not eligible for 
any award. 


SPACE 
Exhibitor: 
CHEVALIER JACKSON, M.D. 
Temple University Hospital 
Philadelphia, Pa. 
Co-Exhibitors: 
CHARLES NORRIS, M.D. 
WALTER MALONEY, M.D. 
BY INVITATION 


JOHN BLADY, M.D. 


BY INVITATION 
Cancer the Larynx 


The exhibit presents analysis five 
year end results series several 
hundred patients treated surgery 
irradiation, both, from 1930 1942. 
Operative specimens and correlated clini- 
cal and pathologic data are arranged 
that the criteria which selection 
treatment was based can 
and re-evaluated the light the sub- 
sequent course. similar study pa- 
tients treated irradiation alone and 
patients whom recurrence metastasis 
was treated also presented. concise 
summary the exhibitors’ latest views 
criteria for the selection treatment 
given. 

SPACE 
Exhibitor: 
SAMUEL ABRAHAM, M.D. 


Mt. Sinai Hospital and Clinic 
Los Angeles, Calif. 


Nonparalytic Strabismus 


hoped that the pictorial 
the subject nonparalytic strabismus 
using comparative anatomy and embry 
ology will prove helpful. The attempt 
made present fresh review 
subjects position rest, 
accommodation, and development 
convergence. the light this review 
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restatement the etiologic factors 
made. Over 1,000 cases are used which, 
together with the 
proach, permit presentation classifica- 
tion covering all cases regardless age 
onset. Such classification helps ob- 
tain clear picture the role our 
various methods treatment. Some at- 
tempt also made these 
methods. 


SPACE 
Exhibitor: 

FREDERICK THEODORE, M.D. 
Manhattan Eye, Ear and Throat Hospitai 
New York, 

The Use Propionates Ophthalmology 


The exhibit demonstrates, means 
photographs and charts, the therapeutic 
application one the fatty acid deriva- 
tives, sodium propionate. The lower fatty 
acids are nontoxic, physiologic antibiotics 
and fungistatic agents that are present 
sweat. Sodium propionate 
for its action against some 
the more common ocular pathogens and 
was used clincally over 400 cases 
conjunctivitis, blepharitis 


SPACE 
Exhibitor: 

SAM ROBERTS, M.D. 
University Kansas School Medicine 
Kansas City, Kan. 
Co-Exhibitor: 

FRANK FORMAN, M.D. 


Simplified Technic 


There will mannequins showing 
lifferent types laryngeal lesions. 
will possible for the visitors pass 
the self-retaining laryngoscope with dual 
listal lighting each one these man- 
equins. Description the anesthetic 
will furnished cardboards. 


SPACE 
Exhibitor: 
MARVIN TAMARI, M.D. 


RY INVITATION 
Illinois Eye and Ear Infirmary 
niversity Illinois College Medicine 
Chicago, 


and Pathologic Study the 
Seventh Nerve 


This exhibit consists anatomic speci- 
mens, charts and 
the course the facial nerve the tem- 
poral bone. Also histologic and pathologic 
sections the seventh nerve and photo- 
graphs clinical cases with facial paraly- 
sis will shown. 


SPACE 
Exhibitor: 


JOSEPH KEMLER, M.D. 
Baltimore, Md. 


Co-Exhibitor: 
DAVID DAVIS, M.D. 


Bilateral Thyrotomy for Carcinoma 
the Larynx 


Fine colored drawings illustrating the 
operation. These drawings are made 
from actual life. They are enlarged with 
explanations. Also drawing conditions 
suitable for this operation. 


SPACE 
Exhibitor: 

LAWRENCE BOIES, M.D. 
Secretary for Home Study Courses 
American Academy Ophthalmology 
and Otolaryngology 


HENDRIE GRANT, M.D. 
ROBERT PRIEST, M.D. 


Home Study Courses 


display the program the Home 
Study Courses, with listing the names 
the faculty members, lessons, 
and other information. 

SPACE 
Exhibitor: 
FRANKLIN FOOTE, M.D. 
RY INVITATIO*S 
National Society for the Prevention 
Blindness, Inc. 

New York, 
Co-Exhibitor: 
VIRGINIA BOYCE 
BY INVITATION 
Leading Causes Blindness 


The leading causes blindness among 
children and among adults are illustrated 
with bar diagrams for easy comparison. 
Six drawings color depict some these 
conditions. The Committee Statistics 
the Blind gathered these data from 
reports 20,000 adults 
and children state schools for the 
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SPACE 


Exhibitor: 
MARJORIE ENOS 
Y INVITATION 


American Association Orthoptic 
Technicians 
New York, 
Co-Exhibitor: 
DOROTHY BAIR 


BY INVITATION 
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Orthoptic Apparatus 

practical display simple orthoptic 
appliances—-many 
terest both oculist 
Prize-winning slides for the major ambly- 
oscope will included. These are being 
reproduced commercially. Photographs 
various clinics and offices where orth- 
practiced. Prize-winning Bro- 
chure Instruction for Parents Squint- 
ing Children. 
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TECHNICAL EXHIBITS 


The Academy appreciative the co-operation all technical exhibitors. 


Surgical Co., Chicago, 
Booth 
shall exhibit selected line 
high quality surgical instruments for eye, 
ear, nose, throat and plastic surgery. Also 
included our display will many phy- 
supplies. 


Alkalol Co., Taunton, Mass. 

Booth 

The Alkalol Company featuring AL- 
KALOL, solution especially designed 
for the treatment the mucous mem- 
branes the eye, nose and throat. First 
compounded 1896 its balanced formula 
salts and essential oils makes solu- 
tion that effective and the same time 


nontoxic, mild and pleasant. alka- 
line and mucus solvent 
ALKALOL excellent vehicle for 


penicillin sulfathiazole. 


American Cystoscope Makers, Inc., New 
American Cystoscope Makers, Inc., ex- 
tends cordial invitation the members 
and guests the American Academy 
Ophthalmology and Otolaryngology 
visit their booth. The Thorpe ocular endo- 
nasopharyngoscope, oph- 
thalmoscopes, otoscopes and several new 
telescopic instruments interest those 
attending the meeting will display. 


copes. 


\merican Optical Co., Southbridge, Mass. 
Booths 8,9,21,22,39,40,41 


All members and guests the Ameri- 
Academy Ophthalmology and Oto- 
are cordially invited visit 
the American Optical Com- 
where they will have display 
latest ophthalmologic instruments 
equipment; also some their scien- 
instruments. Among the newer items 
exhibit will the new model Pro- 
ct-O-Chart, the new Space Eikonometer, 
new Renshaw Stereo Disparator, the 
Friedenwald Ophthalmoscope, 
implants and artificial eyes. Compe- 
Company representatives will 
hand fully demonstrate and explain 
ese instruments those interested. 


Audio Development Minneapolis, 
Minn. Booth 
The Audio Development Company will 
exhibit the ADC Model 50-E Audiometer, 
designed gather more complete data 
and make more certain 
short space time. Special features in- 
clude meter-calibrated circuit, 
the simplified hearing loss dial, calibrated 
masking control and equal loudness con- 
trol. 


Co., 


speech 


Also exhibit will the ADC 
Portable Model with modern appear- 
ance and finish. equipped with double 
headset, compartment 
rear weighs only 
pounds. 

full line items will 
shown, such group testing equipment, 
turntable, 


new 


has 
instrument, 


accessory 


and 


accessory 


Barnett Optical Laboratories, Chicago, 

Booth 107 
camera with the 
shutter 
will demonstrated with the Barnett 
Clinical Photographic Lighting System de- 
signed for anterior segment eye photog- 
raphy. Other optical developments will 
also exhibit. 


Argus 


’ 


The new 


Bausch Lomb Optical Co., Rochester, 
Booths thru and 

thru 
Chief source interest the Bausch 
Lomb exhibit will the newly released 
B&L Compact Acuity Projector. Said 
the last word compact projecting 
instrument for refractive examination, 
the device possesses the benefits flexi- 
bility, selectivity target, sturdiness, 
modern design, precision, and extreme ac- 
curacy acuity measurement. One its 
principal features beauty design, 
factor which was emphasized develop- 
ment work the realization that patients 
are quick evaluate ability 
terms the appearance his equipment. 
The Compact Acuity Projector pro- 

duction and currently available. 
display will also various Bausch 
Lomb ophthalmic instruments for diag- 
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nosis and refraction. These include the 
DeLuxe Refracting Unit, Green’s Refrac- 
tor, Poser Slit Lamp, Binocular Ophthal- 
Allen Gonioscope Prism and 
others. 

Information regarding developments 
industrial vision, based upon new research 
activities studies the plants sub- 
scribers the Bausch Lomb Industrial 
Vision Service and Purdue University, will 
also available the B&L exhibit. 

Belgard, Inc., Chicago, 
Booths and 

Always something new. Austin Belgard 
and Ralph Lowrey attendance wel- 
come you. 


Belgard-Spero, Inc. (The House Vis- 
ion), Chicago, Booth 


Bell Howell Co., Chicago, 
Booth 
The Bell Howell Company will, 
usual, exhibit motion picture cameras, 
projectors and accessories, and also 
slide projectors and sound motion picture 


projectors. 


Boll Lewis Optical Co., Chicago, 
Booth 
Boll Lewis Optical Company extends 
cordial invitation the members and 
guests the Academy visit their booth, 
where display will the latest Koe- 
nigkramer refracting unit; 
the Boll Lewis Kompact Tangent 
Screen; Premier multi-focus head mirror; 
the Ultex revolving display unit, showing 
process manufacture the Ultex 
bifocal; the Allen Gonioscopic prism; and 
electrically illuminated diagnostic instru- 
ments. 


Camel Cigarettes, New York, 
Booths and 
CAMEL Cigarettes will present dra- 

matic full color review their recent 
medical research smoking, well 
the details the nation-wide survey 
showing that ‘‘More Doctors Smoke Cam- 
els Than Any Other Another 
panel will illustrate the absorption 
nicotine the respiratory tract. Repre- 
sentatives will present. 

Cameron Surgical Specialty Co., Chicago, 

Booth 
The Cameron Surgical Specialty Com- 
pany will have demonstration the 
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Cameron Cauterodynes and Cauteradios 
for ocular, aural, nasal, and oral electro- 
surgery, electrocauterization and electro- 
coagulation; 
esophagoscopes, and laryngoscopes; elec- 
trodiagnostic lamps and instrument sets; 
the new flexible esophagoscopes and gas- 
troscopes with treated and coated lenses; 
spectacle 
loupes; magniscope and other specialties 
for ophthalmology and otolaryngology. 


Canadian Radium Uranium Corp., New 
American-mined and American-refined 
radium now available the medical pro- 
complete line radium instru- 
ments, accessories and protective equip- 
ment. See our new revolutionary type 
beta-ray ophthalmic applicator, and Monel 
metal radium applicator for treatment 
hyperplastic lymphoid tissue the naso- 
pharynx. For further details visit our 
booth. 


Clersite Co., Chicago, 
Booth 111 


Coca-Cola Bottling Co., Chicago, 
Booths and 
Our exhibit will booth where com- 
served. Everyone who attendance 
the convention invited visit our 
booth and refresh himself. Our booth will 
open all hours, ready serve the 
convention members. cordial invita- 
tion extended all. 


Coreco Research Corp., New York, 
Booth 
now possible, using the 
Automatic Color Camera, Model 300, 
establish standard photography 
where all photographic factors are con- 
stant alltimes. This instrument offers: 
correct lens opening, critically sharp fo- 
cus, correct and constant distance from 
lens object and lens film, exact size 
field photographed, and light 
source that always constant. All these 
tactors are integrated and synchron- 
ized that one push button controls them 
all, and the only variable the progres- 
sion the subject matter itself. 
knowledge photography required for 
perfect operation the camera. Here 
ideal instrument for color recording 
clinical eye case histories and for re- 
search many varied fields. 
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DeVilbiss Co., Toledo, Ohio 
Booths and 
Kodachrome transparencies depicting 
the distribution aerosols the lungs 
and bronchi are feature the DeVilbiss 
Company exhibit. These data support 
clinical investigations and experimental 
work with aerosols penicillin, strepto- 
mycin, epinephrine and other substances. 
Instruments for all types spray applica- 
tion displayed. 


Doho Chemical Corp., New York, 
Booth 103 
The makers AURALGAN are fea- 
turing this meeting their new sulfa 
preparation, O-TOS-MO-SAN, indicated 
the treatment and control chronic sup- 
purative ears. Our will 
happy explain detail the workings 
these medications and, also, distrib- 
ute hospital aural instruction charts and 
other charts the anatomic and patho- 
logic diseases the ear. 


Grieshaber Mig. Co., Chicago, 
Booth 108 


Grune Stratton, Inc., New York, 
Booth 105 

Featured the steadily growing group 
timely books the new Histology and 
Histopathology the Eye Som- 
mers, well known co-author Neurol- 
ogy the Eye, Ear, Nose and Throat 
(also shown). Atlas Plastic 
Surgery with extensive chapters the 
ear, and eye another important 
1948 publication. Clinical 
Methods Neuro-Ophthalmologic Exam- 
ination available second printing. 


Guild Prescription Opticians Ameri- 
ca, Philadelphia, Pa. 
Booths and 
Hollister-Stier Laboratories, Wilkinsburg, 
Pa. Booth 
The importance allergy the prac- 
tice otolaryngology evident the 
fact the only specialty having its 
allergy society. Lab- 
are happy have worked with 
this group since its inception. Trained 
ttendants booth will happy 
supply information the products and 
ervices designed especially for your 
needs. new and complete kit developed 
through co-operation with the 
well the complete 
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allergy service products—will 
played. 
Kelley-Koett Manufacturing Co., Coving- 
ton, Ky. Booth 
American Electric Company, division 
Kelley-Koett Manufacturing Company, 
exhibiting booth the inexpensive 
A.E. Mobile Head Unit. Here the new- 
est x-ray equipment advanced design 
and construction specifically provided for 
the practitioner who wishes perform 
his own ENT diagnosis radiography. 
Plugged into regular electrical outlet 
the unit simple operate, flexible 
any position for hand radiography, re- 
quires little space and can easily moved 
around the office. See this highly versa- 
tile unit display and have its regular 
service guarantee policy explained. 
Keystone View Co., Meadville, Pa. 
Booths and 
Keystone View Company will exhibit 
Keystone Occupational Visual Service 
and the Keystone Stereo-Motivator, one 
the most recent developments orth- 
equipment for correction strabis- 
mus. You are invited stop our booth 
for demonstration either these 
services. 
Kono Manufacturing Woodside, 
Booth 


Lea Febiger, Philadelphia, Pa. 
Booth 109 
You will find the Lea Febiger exhibit 
particular interest because such out- 
standing new books and new editions as: 
and Practice Oph- 


thalmic Surgery; Krimsky Binocular 
Imbalance; 
tics; Frohman Brief Psychotherapy; 


Boyd—Textbook Pathology; Joslin— 
Treatment Diabetes Mellitus; Ormsby 
and Montgomery—Diseases the Skin; 
Bell—Textbook Pathology; Musser 
Internal Medicine and many other works 
practical help and guidance. Our repre- 
sentative will glad assist you with 
your individual book problems. 


Mager Gougelman, Inc., Chicago, 
Paul Gougelman Co., New York, 
Booths and 

The exhibit will consist artificial 
eyes, both glass and plastic; postoperative 
Snellen and Shell Conformers; various 
gold, plastic and glass implants, especial- 
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designed Non-Slough Implants, Cutler 
Implants, Guyton Implants, and other 
types implants that transmit motility 
directly the prosthesis; Plastic Drains; 
Radiation Therapy Eye Shields; Intra- 
ocular Foreign Body Locators; and new 
surgical and examining instruments for 
the use ophthalmologists and otolaryn- 
gologists. continuous film will 
shown, illustrating the surgical technic 
placing implants which transmit mo- 
tility directly the prosthesis, and also 
the use new examining instruments. 
There will also exhibitors present who 
will illustrate the manufacture glass 
and artificial eyes. new type 
color chart and size guide will offered 
each ophthalmologist aid him the 
fitting artificial eyes his patients. 


Maico Co., Inc., Minneapolis, Minn. 
Booths and 
The Maico exhibit will feature the Maico 
E-1 audiometer. The E-1 the one-year 
period since has been introduced has 
opened and continuing open many 
new possibilities the field hearing 
testing. Every otologist will profit see- 
ing this fine new precision instrument. 
Also, the exhibit will show the Maico 
standard audiometer and the Maico Ato- 
meer hearing aid. 


Marcelle Hypo-Allergenic Cosmetics, Chi- 
cago, Booth 


Medical Case History Bureau, New York, 

inexpensive case history method. 
system which shows glance the 
case you want, how many calls you made 
and when, the history, the de- 
velopments and treatments, well 
the financial status each case. 

special interest the unique method 
which interesting cases may cross- 
indexed according the disease directly 
the history chart. 

The Medical Case History Bureau has 
specialized for many years record 
forms for the office. Their well- 
informed representative will gladly dem- 
onstrate the Info-Dex System and discuss 
your office problems. 

Medical Film Guild, New York, 

Booth 

Medical Film Guild, through MEDICAL 
FILMS THAT TEACH, presents 
fresher course fundamental medical 
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problems. Each film subject produced 
the manner textbook, profusely 
illustrated, offering information compara- 
ble that found postgraduate courses 
presented our leading medical 
schools. 

These films review such subjects as: 
Occupational Health Problems; Manage- 
ment the Failing Heart; Hypothyroid- 
ism; Arterial Blood Pressure; The Major 
Neuralgias; Cervicitis; Dis- 
ease; Petrositis with Menin- 
gitis; Otoscopy the Inflammations; 
Clinic Acute Mastoiditis; Otitis Media 
Thrombosis; Clinic Chronie Otitic 
Purulencies; Anatomy the Ear; Non- 
operative Treatment Paranasal Sinus- 
itis; Clinic Deafness. 

These films are available charge 
intern groups, hospital staff confer- 
ences, limited nurses’ groups, and gen- 
eral medical meetings. 
projection service charge and 
ranged through grants for postgraduate 
instruction. 

Wm. Meyer Co., Chicago, 
Booth 


Meyrowitz Surgical Instruments Co., 
New York, Booths and 
The accent during the past year has 
been making available those many 
items which have been unobtainable for 
the last few years. Most these will 
display our booths. Ophthalmolo- 
gists will particularly pleased see 
old friend, the Testor Trial Frame. 
addition will show the redesigned 
Troncoso Gonioscope and among the new 
instruments adjustable model the 
Arruga lid retractor. 

Mosby Co., St. Louis, Mo. 

Booth 


Mueller Co., Chicago, 

Booths thru 

Complimentary copies the new chart 
and supplementary graph for tonometric 
measurements, recently approved 
the Committee Standardization To- 
nometers, will available the Muel- 
ler Company exhibit. The new Elec- 
tronic Tonometer, which has created re- 
markable interest since its first showing, 
will one the prominent features 
this display. addition, you are also 
invited inspect interesting samples 
the complete Mueller line fine instru- 
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ments for surgery the ear, nose 
and throat, including some the newer 
specialties for procedures that 
cently been developed. 


eye, 


New Jersey Optical Co., Irvington, 

Booth 
booth the 
charge 


The New Jersey Optical 
Chicago convention will 
Mr. Sydney Freedman. Two particular 
items will featured—the Hampton E-Z 
Mont, mounting which has enjoyed un- 
usual popularity really 
smart 4-point spectacle which can easi- 
adapted any the modern lens 
especially designed for the new, modern- 
shaped lens and gives smart up-swing 
effect which affords dignified style mo- 
tif for men well women. The New 
Jersey Optical Company will stress al- 
ways their outstanding quality, tangibly 
demonstrated their guarantee 
Fine Gold for 1/10 12K. 


because 


as 


Novocol Chemical Mfg. Co., Inc., Brook- 
Booth 
The Novocol Chemical Mfg. Company 
extends cordial invitation the at- 
tending physician visit with us. There 
will display three Monocaine 
safe, more potent local 
anesthetic for use 
otorhinolaryngology, and 
for plastic surgery. The popular Anestube 
ind Novampul will demonstrated also. 
luke booth “MUST SEE” your 
memo book. 


Obrig Laboratories, Inc., New York, 
Booth 
Every ophthalmologist should con- 
rsant with the facts regarding contact 
nses, the modern method visual cor- 
ction. feature the Obrig Labora- 
ries exhibit, pioneers the manufac- 
plastic contact lenses, auto- 
slide film showing the use con- 
lenses various eye conditions. Oth- 
features are the plastic microscopy lens 
the plastic goniolens designed Dr. 
oncoso. 
Otarion Hearing Aids, Chicago, 
Booth 102 
Otarion will present for the first 
complete line quality, precision- 
ilt hearing aids prices everyone can 
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Philip Morris Co. Ltd., Inc., New York, 
Booth 
Philip Morris Company will demon- 
strate the method which was found 
that Philip Morris cigarettes, which 
diethylene glycol used the hygro- 
scopic agent, are less irritating than other 
cigarettes. Their representative will 
happy discuss researches this sub- 
ject, and problems the physiologic ef- 
fects smoking. 
George Pilling Son Co., Philadelphia, 
Pa. Booths thru 
booths through 31, The George 
Pilling Son Company will exhibit 
complete line fine surgical instruments 
especially designed leaders the fields 
eye, ear, nose and throat surgery and 
Featured the 
Pilling display are bronchoscopic instru- 
ments made new 
stainless alloy, which has made possible 
the use new and improved technics 
this highly specialized field. 


Precision-Cosmet Inc., 


Minn. Booth 

The NATURFORM EYE SELECTION 
GUIDE. NATURFORM ALL- PLASTIC 
ARTIFICIAL EYES, and CONTACT 
LENSES will exhibited well the 
new style features for rimless spectacle 
wear—COSMET EDGES and JULETTE 
(Jeweled Lenses). 


Minneapolis, 


Professional Press, Inc., Chicago, 
Booth 110 
and Throat Monthly 
now completing its twenty-seventh 
year publication. Its constant endeavor 
provide the ophthalmologist and the 
otolaryngologist with journal contain- 
ing material practical value. Sample 
will available our exhibit 


The 


i ar, Nose 


copies 


booth. 


Radium Chemical Co., Inc., New York, 
Booths 100 and 101 
Radium Chemical Company, will 
display the Monel metal radium applica- 
tor used the treatment hyperplastic 
lymphoid tissue the nasopharynx. This 
the original applicator designed Ra- 
dium Chemical Company and more than 
1400 are now used the United States. 
The beta ray eye applicator and also 
radon equipment will displayed. 
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Ritter Co., Inc., Rochester, 
Booths thru 
exhibition are the Ritter Ear, Nose 
and Throat complete with instru- 
ments, Ritter Motor Chair, Shockproof 
X-Ray, Multi-Purpose Table, Compressor, 
Rest and Relief Stool, Mobilrest Stool, 
Fluorescent Light, Sterilizers, Bone Sur- 
gery Engine and Surgical Cuspidor. 


Shuron Optical Co., Geneva, 
Booth 


Philadelphia, Pa. Booth 

Solution 
will featured the Smith, Kline 
French exhibit. Furmethide has proved 
coma therapy. intraocular 
tension wide range glaucomatous 
conditions—both primary and secondary. 
effective and consistent action, 
and nonirritating even after prolonged 


use. 


Soft-Lite Lens Co., Inc., New York, 
Booths and 

Designed along Swedish modern lines 
that present intimate, informal ap- 
pearance, the Soft-Lite Lens Company ex- 
hibit the annual convention the 
Academy affords welcome oasis for the 
weary delegate who wishes enjoy 
few minutes relaxation. hand for 
Soft-Lite greet those attending the 
convention will Nat Singer, Ray Lan- 
dis, George Pearce, Charles Ladew and 
Fred Slosson. They will happy 
answer any questions concerning Soft- 
Lite Lenses. 


Sonotone Corp., Elmsford, 

Booth 

Sonotone Corporation Elmsford, 
Y., manufacturers and distributors 
hearing aids and audiometers, will ex- 
hibit new portable, battery-operated 
audiometer for screening tests, profes- 
sional model desk set, the new Sonotone 
hearing aids and the textbook, The Hu- 
man Ear Anatomical Transparencies, 
publication which was sponsored 


Sonotone. 


Sorensen Co., Inc., New York, 


TRANSACTIONS JULY AUGUST, 


Booth 

Sorensen Company will have display 
for your inspection latest models ear, 
nose and throat equipment—the Imperial 


1948 


unit consisting complete treatment 
cabinet, chair, stool and lamp—as well 
other simplified portable and cabinet 
outfits with their various accessories. 


Storz Instrument Co., St. Louis, Mo. 
Booths thru 
Storz Instrument Company exhibit in- 
cludes many surgical instruments which 
have not been available for some time, 
including some imports which are begin- 
plete assortment instruments for eye 
surgery, almost entirely stainless steel. 
For ear, nose and throat work, are 
again showing some the Universal 
Handles and punches and other items 
which have not been available for some 
time. addition have display 
some modern furniture. 


Charles Thomas, Publisher, 
Booth 


Uhlemann Optical Chicago, 
Booths and 


Exhibit QUALITY 
GLASSES AND EQUIPMENT. First 
serve the exclusively 


Let tell you our service. 


Univis Lens Co., Dayton, Ohio 
Booths and 
The Univis Lens Company will feature 
completely new display which will, 
one panel, call attention the complete 
line segments manufactured Univis 
and another panel, emphasize certain 
manufacturing operations that will 
interest the profession. Diffused light- 
ing used throughout the display. 


Welch Allyn, Inc., Auburn, 
Booth 
Discriminating 
otolaryngologists will interested thi: 
display fine diagnostic instrument: 
where efficiency, durability and 
performance are paramount. Welc! 
Allyn instruments have been develope: 
during the past thirty-two years and 
recognized leaders the 
instrument field. 
Western Electric Co., New York, 
Booths and 
The Western Electric Company co! 


dially invites you visit booths 
71. 
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Au- 
as 


Western Electric’s 4-Type Group 
diometer for testing the hearing 
the 6-Type Audiometer for individual 
hearing tests will shown. addition, 
Western Electric’s new Model and Su- 
per Hearing Aids will demonstrated 
and explained company representatives 
who will attendance. 

The important new mechanical advan- 
ces that attending physicians will have the 
opportunity review are developments 
Bell Telephone Laboratories, who de- 
signed the Western Electric Hearing Aids 
and Audiometers that will displayed. 


White-Haines Optical Co., Columbus, Ohio 
Booths and 
will display equipment necessary 
and useful the refractive and other 
ophthalmologic examination work, plus 
finished ophthalmic spectacles unusual 
types. 
Newark, 
Booth 104 


White Laboratories, Inc., 


Baltimore, Md. 
Booth 106 
The Williams Wilkins Company will 
display the very popular Histopathology 
the Ear, Nose, and Throat, Eggston 
and 
Walsh; Eye Surgery, Stallard: Monoc- 
ular Vision Training, Evans: and the 
two Medica abstract periodicals 
ophthalmology and otolaryn- 
Supplementing these will 
onsiderable number new books the 
reneral medical field. 


Williams Wilkins Co., 


Max Wocher Son Co., Cincinnati, Ohio 
Booths thru 


Wottring Instrument Co., Columbus, Ohio 
Booths and 

The Wottring Instrument Company 
the manufacture precis- 
instruments and accessories. 
rst seen the 45B Troposcope for 
curate and complete measurements 
cases, particularly squint. Ba- 
ally Major Amblyoscope made here 
America with convenient service, the 


Wottring Troposcope eliminates any dis- 
tortion chromatic aberration and has 
many improvements for diagnosis and 
training which have resulted the ap- 
proval the American Orthoptic Coun- 
technicians, are expected 
display which will especial in- 
terest. excellent accessory automatic 
flashing unit for the Troposcope, called 
the will demonstrated. 
Then, for general training, the DeLuxe 
and Royal Rotoscopes are dis- 
play. Mr. Wottring from Los An- 
geles, well Wildermuth and 
Stanley Wolfe Columbus, Ohio, will 
attendance the Wottring booth. 


Year Book Publishers, Inc., Chicago, 
Booth 
Welcome booth 16. Drop and 
browse through the current Year Books, 
up-to-the-minute General Practice Man- 
uals and clinical monographs. Specifically 
designed aid your everyday prac- 
tice are such books as: Selinger’s Office 
Treatment the Eye; Wiener’s Ophthal- 
mology the War Years, vols. and 
(new); Intracranial Complica- 
tions the Ear, Nose and Throat Infec- 
tions; Office Treatment the 
Nose, Throat and Ear, ed. 
Skull, Sinuses and Mastoids (new); Year 
Book Eye, Ear, Nose and Throat; 
Allergy Practice; Moench’s 
Headache and many others. Ten days’ 
free examination privileges books 
your choice. Orders will taken only 
on your request. 


Zenith Radio Corp., Chicago, 
Booth 


booth the Zenith Radio Corpora- 
tion will display the ZENITH RA- 
DIONIC HEARING new type 
instrument formally announced the 
profession the Journal the 
Association Feb. 28, 1948. Zen- 
ith representatives will pleased ex- 
plain plan whereby the 
tested any physician without cost 
obligation him his hard-of-hearing 
patients. 
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LIFE FELLOW SENIOR FELLOW HONORARY FELLOW 
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Beil, Wallace C., 
912 American Bank bldg., New Orleans, La. OP 
Beinfield, Henry Harold, ’38 
760 Eastern Parkway, Brooklyn 13, ALR 
Beisbarth, Carl, 
Washington St. Louis Mo. 
Bell, John Gordon, 
1835 Eye Street, W., Washington D.C. ALR 
Bell, Julius W., '36....200 E. 16th St., New York 3, N.Y. ALR 
Bellows, John G., '35, 
Rm. 1729, 30 N. Michigan, Chicago 2, IN. OP 
Bellucci, Richard John, 
64th St., New York 21, ALR 
Black Waterloo, Iowa ALR 


Also: 121 60th, New York 22, N.Y. 


= 
| 
f John ray 
Beauchamp, Mark L 4 
> 


\CADEMY 


Bender, Rosarie Rossell, °45 
195 Linwood Ave., Buffalo, N. Y. 
@Benedict, William L., ‘19, Mayo Clinic, Rochester, Minn 
Benkwith, Karl B., ‘42, 
209 Lexington rd., Montgomery, Ala 
Benson, C. E., *40........515 6th St., Bremerton, Wash. 
Benson, Kenneth H., “44 
1114 North 2nd St., Harrisburg, Pa. 
>Bentley, Neil '22 
David Whitney bidg., Detroit 26, Mich 
Benz, Alvin H., “41 
200 E. Washington St., Ann Arbor, Mich. 


ALR 


OALR 


ALR 


OALR 


Berger, Isidore, 
888 Grand Concourse, Bronx, New York 51, 
Beryer, Louis, "40. ..30 N. Michigan Ave., Chicago 2 
Berger, Meyer D., "44. .681 Ocean av., Brooklyn 26, N. Y 
Berger, Murray, ‘3S 
101 Central Park West, New York 24, N.Y 
Bergida, Jerome, Dorchester Road, Brooklyn, N.Y 
Bergmann, B., 
959 Bushwick Brooklyn 21, 
Berke, Raynold N., '34..... 430 Union, Hackensack, N. J 
Berkley, William Leneave, Capt. (MC) USN 
U.S. Naval Hospital, St. Albans, N.Y. 
Berliner, Milton L., 57th, New York 19, 
Berman, Harry, Lincoln St., Salt Lake City Utah 
Berman, Harry L., Chapel, New Haven 11, Conn. 
Berman, Philip G., Central, Lowell, Mass. 
Bernasconi, Ezio Joseph, 
716 River Av., Providence, R. I 
Park bldg., Pittsburgh 22, Pa. 
Berner, George E., Greene, Philadelphia 44, Pa. 
Berney, Irving Vincent, 
Bernheimer, Benno, 
104 S. Michigan av., Chicago 3, III. 


Berns, Charles, 
3319 Avalon Rd., Cleveland 20, Ohio 
@Berry, 
1577 No. Illinois, Indianapolis 8, Ind. 
Berry, Gordon, Pleasant, Worcester Mass. 
Bertolet, John A., Locust, Philadelphia Pa. 
Bertrand, George Joseph, ‘42, 73 Main St., Montpelier, Vt 
Best, L. Kent, °35 
107 G. Ashley av., Charleston 16, S. C 
Beyer. A. G., '25........Carew Tower, Cincinnati 2, Ohio 
Beyer, Louis J.. ‘18..449 Delaware ay., Buffalo 2, N. Y 
Beyer, Theodore E., Sixteenth st., Denver Colo 
Biehn, Telford, 
282 Wellington St., Sarnia, Ont., Canada 
Bilchick, Edwin B., °35 
133 E. 58 St.. New York 22, N.Y 
Billings, Gilbert M., 
110 S. Sterling, Morganton, N. C 
Billings, Robert J., Penn Pittsburgh 22, Pa. 
Billingsley, J. A., ’38, Huron bldg., Kansas City 10, Kans 
@Binger, H. E., '17, Lowry Med. bidg., St. Paul 2, Minn 
@Binkley, Roy S., bldg., Dayton Ohio 
Birch, John R., '39 
1010 Maccabees bidg., Detroit 2, Mich 
Birdsall, Clarence H., Summer, Haverhill, Mass. 
Birge. Henry L., °39......179 Allyn st., Hartford, Conn 
Birsner, Louis J., "26..1232 Missouri bldg., St. Louis, Mo 
Bishop, Frederick J., 
Medical Arts bidg., Scranton Pa. 


ALR 
ALR 


ALR 
ALR 


ALR 
ALR 


ALR 


ALR 


ALR 
ALR 


ALR 
ALR 
ALR 


OALR 
ALR 
ALR 


OALR 


ALR 


ALR 


OALR 
OALR 


ALR 
ALR 

ALR 


ALR 


Bisno, Daniel, 4500 Olive, St. Louis Mo. 
Bizzell, Marcus Edward, 
139 W. Walnut Street, Goldsboro, N.C. ALR 
Black, Nelson Miles, '03, Huntington bldg., 
Miami 32, Fila. OP 
Black, Vernon Anderson, '45..105 Hawes St., Wharton, Tex. OP 
Black, Byron, bldg., Kansas City Mo. ALR 
lack, W. D., 1900. .Metropolitan bldg., St. Louis 3, Mo. ALR 
Blackford, Roger W., 
503 Hume-Mansur bldg., Indianapolis 4, Ind. ALR 
Blair, W., 
cor. 20th and Chestnut, Philadelphia Pa. 
DBlair, W. W., '17......Woodland rd., Pittsburgh 6, Pa. OP 
Hazard, 
Medical Arts bldg., Syracuse 2, N. Y. ALR 
Blake, Emerson Millen, '47, 1301 Broadway, Lubbock, Tex. ALR 
Blanchard, Edward James, ‘47 
Bank of America Bldg. Mez. Floor, Whittier, Calif. ALR 
Blankfeld, Nathan, 
538 9th St., Brooklyn 15, N. Y. ALR 
Blankstein, Samuel S., ‘42 
208 E. Wisconsin av., Milwaukee 2, Wisc. OP 
Blasdel, Tyler David, 
18th st., Parsons, Kan. ALR 
Blase. Charles Stenger, ‘47 
2600 Union Central Bldg., Cincinnati, Ohio ALR 
2>Blassingame, C. D., °23 
899 Madison Memphis Tenn. ALR 
E., 
First Bank Bluefield, Va. 
@Bledsoe, W., 
First Bank Covington, Ky. OALR 
2 Blickenstaff, A. J.. "22...20 Oak Park Dr., Peoria, Il). OALR 
Bloch, Charles L., '43...672 Francis Bldg., Louisville, Ky. OP 
Thorsten E., Seventh st., Rockford, ALR 
Blonder, Edwin J., '34, 25 E. Washington st., Chicago 2, Ill. ALR 
Blondis, Robert Richard, 
Schofield Bldg., Cleveland 15, Ohio OP 
Bloom, Hugh, 3rd, Easton, Pa. ALR 
Bloom, Edward |., 
255 S. 17th St., Philadelphia 3, P 
Bloom, Henry Rostler, '47 
311 Commonwealth Ave., Boston 15, 
Bloom, Samuel M., '46, 30 E. 40th St., New York 16,N. 
Bloomfield, Sylvan, "47 
10 Fift Ave New York 28. N.Y. 0 
Blue. J. B 62 N. Main, Mem; }, Tenn. OA 
Blum. Harry, '47..865 St. Marks Ave., Broc N. ¥.a 
Louis, 
221 Brooklyn av., Brooklyn 13, N. Y. ALR 
Blumklotz, Bruno, 
25 E. W ington st., Cl go 
Boaz, Emmett Daniel, 
3710 Fifth av., Pittsburgh 13, Pa. ALR 
Bochner, Maxwell K., Bloor st. W., Toronto, Can. 


Bockoven, Sterling, "38 
1752 Mass. av. N.W., Washington 6, D. C. OP 


Boden, Worthey C., "42. .Citizens Bank Bldg., Knoxvi Ia. ALF 
Bodenheimer, Ernst, 43.1212 Eutaw pl., Baltimore 17, Md 
Bodian, Martin, ‘47. .349 Eastern Parkway, Brooklyn, 


Boeckmann, Egil, "18 
Lowry Medical St. Paul Minn. OALR 


Boehs, Charles J., 
Medical Arts bldg., San Antonio 5, Texas ALR 


A 
- 
4 
| 
Sg 
= 
4 


IRECTORY 


Boemer, C., 
3720 Washington 
Donald Weeks, °40 
20 East 53rd st., New York 22, N. Y. OP 
jasarian, Robert Michael, "45 


108 Oak St., 


Louls Mo. ALR 


Bogart, 


Bing , N.Y. ALR 
Mills bldg., Topeka, Kan. OP 
.316 Michigan, Toledo 2, Ohio OP 


hamts 
Boggs, Frank Clinton, ’38 
Boice, Ralph E., ’35.. 
Boies, Lawrence R., 


Medical Arts bldg., Minneapolis 2, Minn. ALR 


Boiler. William F Major (MC), 
206 Dey bldg, Iowa City, Iowa OALR 
Boland, Wm. T., ‘4 Tk W. ( r t., Elmira, N. Y. OP 
Boles, Wm. M., 
4132 St. Charles Ave., New Orleans 15, La. OP 
Harold Robert, ‘38 


6'. S. Main, Monroeville, Ohio OP 
Bolotow, Nathan A., ‘29.126 Waterman, Providence 6, R. I. ALR 


istad. Donald Stanford, ‘47 
2799 W. Grand Blyd., D t 2, M ALR 
Bolton, Wilbur Minnis, '46 
1020 S.W. Taylor St., Portland 1, Ore. ALR 
Bonaccolto, Girolamo 
123 East 61st st New York 2 N.Y. OP 


Bond, Floyd M., Broadway, San Diego Calif. 
Bone, Herman D., ‘18....19 Pleasant, Gardner, Mass. OALR 
Bonham, William Lawrence, ‘39 
Medical Arts bldg., Oklahoma City Okla. ALR 
William F., ‘26 
1114 Josephine St 
Bonner, William Richard, 
White st., Summit Hill, 


OALR 


Sweetwater, 


Boon, Clifton Udonna, °47..25 S. Broadway, Aurora, I!!. ALR 
Bordley, James Jr.. ‘18 
ford Ave... Baltimor 


| Medical Arts bldg., Minneapolis 2, Minn. OP 


Borley, Wm. E., 
450 Sutter Bldg., San Francisco, Calif. OP 
Bornstein, Max, Will Sales Louisville, Ky. ALR 
1537 Main, Springfield 3, Mass. OALR 


Eugene George, ‘33. 


Bostwick, D. S., °34.. 106 Linwood av., Ardmore, Pa. ALR 


Boswell, Robert Echo, bldg., Dayton Ohio ALR 
hman, Louis, N. Michigar . Chicago 2, Tl. OP 
Botvi Morris, ‘47 l \ St., Provider R. 1. OP 
\ Harry M., 
800 Pittock blk., 10th and Washington, Portland, Ore. OALR 
Foley bidg., La Grande, Ore. OALR 
Richard L $3.1 Grand ; ( Meo OALR 
Harold H 17 i. M ALR 
Bowers, Wesley C., '36...17 E. 61st, New York 21, N. Y. ALR 
Boyce, G. H., ‘12 
Ist Nat'l Bank bldg., Iron Mountain, Mich. OALR 
Boyce, Wm. A., 


bldg., Los Angeles 14, Calif. 


Charles Wilson 


York, N. Y. ALR 
Harold M. E 14 
I Ang 14, Calif. ALR 
Guy Lee, '39.1735 N. Wheeler, Portland 12, Ore. ALR 


n ay 


468 Delaware av., Buffalo ALR 


Harry E 17. .264 B St.. Bost i, Ma oP 


Bradley, Jeter C., 


st., N.W., Washington ALR 


John Springs, Colo. ALR 
Brady, Charles Henry, 205 Sedalia, Mo, ALR 
N.Y. 


Braley, A. E., '39..635 W. 165th St., New York 32, 
Brandenburg, Kenneth C., °37 

110 Pine av., Long Beach 2, Calif. OALR 
Brandenburg, Nora B., ’36 


2nd St., Freder Md. ALR 
Nat’l Bank bldg., Canton, Ohio ALR 
Br 1, C. Hugh 17 Kraft av., Bronxville, N. Y. OP 


Brannin, Arts bldg., Dallas Texas 
Braunlin, Wm. 

Marion Bank bldg., Marion, Ind. OALR 
Brav, Solomon S 16, 2 ladelphia 3, Pa. OP 


7 Spruce St., Pl 


Brawner, Leon E., ‘29 
Thelon ‘‘By the Sea’’, St. Simon’s Island, Ga. ALR 
Bredlau, Ernest A., '29..2753 W. North, Chicago 47, Ill. ALR 


Breeding, Earl G., 
1801 Eye st. N.W., Washington ALR 
Samuel C., ‘47 
Kenwood A s 
Harrison L 20 
First Nat’l Bank Albuquerque, OALR 
Breisacher, Carl F., "44 
432 Medical Arts B! 
Breitstein, M. Lewis, °37 
1213 Eutaw pl., Baltimore 17, 


Bregande 
ALR 


Brehmer 


ig., Charleston 1, W. Va. OP 


Md. ALR 


James William, ‘4 
i Delaware A Buffalo, N. Y. OP 

Brennan, Russell James, ‘47 
100 Walnut St., Philadelphia 39, Pa. ALR 
L., Arts bldg., Houston Texas 
*32 133 E. 58th, New York 22, N. Y. ALR 


Breuning, Paul H., "32 
Brewer. John D 4 
Baird Brewer Gen. Hosp., Dyersburg, Tenn. OALR 
Brewster, F., Richards New Orleans, La. ALR 
Briant, Thomas E., '29...28 E. Main, Welland, Ont., Can. ALR 
DBribach, Eugene J., 
Professional bidg., Atchison, Kan 
Brick, Enoch B 17 ..526 Third St., Wausau, W 
Bricker, Sacks, °31.1101 W. Wyoming, Philadelphia 40, Pa 
Brickle Daniel W 


OALR 
ALR 
ALR 


Uhler-Phillips bldg., Marior Ohio OALR 
Brickley, Daniel W., Jr., 
101 I lg., Ma ALR 
Bridgett, Frank Aloysius, 
D ( I ALR 
H Har J 
611 City bldg 4 i N.C. OP 
Brighton, George 
580 Park av., New York 21, N. Y. ALR 
f lia, Frank J 8 \ Philadelphia 47, Pa. ALR 
Brikates, Peter, “4° 140} tth St., New York, N.Y. OP 
Brinckerhoff. Albert Johnson 
I Calif. OP 
Brindley, Benjamin, ‘40, 


Bradford George Edwi i 3 
Bradish, Robert F 
LR 
900 
R 
R 4 
I 
mann £ 
3 


Brinkerhoff, David E., Clinic, Phoenix, Ariz. ALR 
Bristow, Walter J., 
1517 Hampton, Columbia OALR 
Broadwell, Stuart, Jr., "37. ..10314 N. 5th, Springfield, I. ALR 
Von Haller, 
Ferguson bldg., Colorado Springs, Colo. OP 
Brodnitz., Friedrich S., ‘44, 
667 Madison av., New York 21, N. Y. ALR 
DBrodrick, Frank W., First av., Sterling, 
Brody, Yale, "46 
919 Bank of America Bldg., Stockton, Calif. OP 
Brogan. Edmund James, 
255 So. 17th St., Philadelphia Pa. ALR 
Brook. Jeffrey J., "34 
231 W. Wisconsin av., Milwaukee 3, Wis. ALR 
Brooks. Clyde M., ‘4% 
a 105 S. University ave., Carbondale, [1]. ALR 
Earl B., 13th st., Lincoln Nebr. OALR 
Jack E., 
Los Alamos Hospital, Los Alamos, N. M. ALR 
Brooks, Morris J., ‘34 455 Ocean ay., Brooklyn 26, N. Y. ALR 
Brooks, Richmond A., 
1150 Connecticut av., Washington ALR 
Broones, Otto, "36..123 E. 83rd St., New York 28, N. Y. ALR 
Brown, Albert L., Carew Tower, Cincinnati Ohio 
Brown, Andrew George, "42.717 DuPont bidg., Miami, Fla. OP 
Brown, Audrey 0., Woodward Detroit Mich. OALR 
Brown, Charles Lafayette, 
713-15 Richards New Orleans 12, La. ALR 


Brown, Charles Wm., 
: 7 Bank of America bldg., San Diego 1, Calif. ALR 
|. Brown, Clarence J., "34, Rear Adm. (MC) USN 
Bureau of Medicine and Surgery, Washington 25, D. C. ALR 
Brown, Clayton M., °12 
510 Delaware av., Buffalo 2, N. Y. ALR 
Brown, Clyde 0., °28 
a 3720 Washington blvd., St. Louis 8, Mo. ALR 
Brown, David Edward, 
520 Hume-Mansur, Ind. ALR 
Brown, Earl Henderson, Scott, Tucson, Ariz. ALR 
Brown, Harold Ethan, Bulen Columbus Ohio 
Brown, Harold W., Park av., New York 16, 
Brown, Henry A., 
1522 Damon Ct. S.E., Rochester, Minn. ALR 
@Brown, M., 6th, Los Angeles 14, Calif. ALR 


@Brown, John C., "20, Medical Arts bidg., 
St. Paul 2, Minn. OALR 


DBrown, John E., °01.135 Preston rd., Columbus 9, Ohio OALR 

Brown, Lester A., Doctors bldg., Atlanta, Ga. ALR 

Mortimer G., 

ry State Tower bldg., Syracuse 2, N. Y. ALR 
Brown, Seymour Milton, "47, 1 Ridge Rd., Baltimore, Md. ALR 


Harold, 
925 W. Georgia st., Vancouver, B. C., Can. OALR 


Brown, Wilbur Max, 2nd St., Ohio 


Brownell, Durwin H., 
3520 Third av., San Diego 3, Calif. ALR 


Morton E., Douglas, Wichita Kan. 


727 7th st., Los Angeles 14, Calif. 


Bruce, M., 165th st., New York 32, N.Y. 
@Bruder, Joseph, 57th, New York 19, OALR 


Brumbaugh, John D., 
North Wheaton Road, Akron 13, Ohio OALR 


Brumm, Lewis Patrick, ‘46 
726 Carew Tower, Cincinnati, Ohio OP 
2)Brumm, Seth A., °20 
Medical Arts bldg.,Philadelphia 3, Pa. OALR 
Bruner, Abram B., '23, Guardian bldg., Cleveland 14, Ohio OP 
Bruner, Claude R., "41. .Professional Bldg., Columbia, Mo. OALR 
Bruner, Wm. E., .Guardian bldg.. Cleveland 14, Ohio OP 
Brunk, Clifford F., 
7815 E. Jefferson av., Detroit 14, Mich ALR 
Brunner, George Harmon, °40 
603 Navarro st., San Antonio, Texas OP 
DBrunner, Hans, Michigan av., Chicago ALR 
Brusegard, James F., 414 Main, Red Wing, Minn. 
DBrust, H. O0., °13..820 S. Crouse av., Syracuse 1, N. Y. ALR 
Bryan, James H., 43 
3720 Washington Blvd., St. Louis, Mo. OP 
Bryav. James L., ‘28 
Bennie-Dillon bldg., Nashville 3, Tenn. OALR 
Bryan, William T. K., °42 
3720 Washington bivd., St. Louts 8, Mo. ALR 
Bryant, Ben L 31 
3875 Wilshire bivd., Los Angeles 5, Calif. ALR 
Bryant, Frank L., °37 .2622 Greenwood, Shreveport, La. ALR 
Buchanan, Norman D., ‘25 
129 Murray, Peterborough, Ont., Can. OALF 
Buchbinder, Murray W., 


Bucher, Walter M., ‘34. .4187 Pearl rd, Cleveland 9. Ohio ALR 
Buck, Clair A., ‘3! 17 Pine St., Glens Falls 5, N. Y. ALR 
Buckingham, Tracy W., 
405 Broadway, Bismarck, N. Il). ALR 
Buckman, Lewis T., Franklin, Wilkes-Barre, Pa. OALR 
Buckman, Samuel T., "40.70 S. Franklin, Wilkes-Barre, Pa. OALR 
Budetti, Joseph A., ‘4 
421 Huguenot St., New Rochelle, N.Y. ALR 
Buffington, Wiley R., 
Hibernia Bank bidg., New Orleans 12, 
Buffum, Edward S., "36....40 W. North, Buffalo 2, N. Y. ALR 
Bullard, Carleton Wm., Genesee, Auburn, ALR 
Bullis, John A. E.. 
387% Wilshire blvd, Los Angeles 5, Calif. 
Bullwinkel. H. Griffin, “31, Capt. (MC), USN 
Glenwood Gardens, Yonkers 2, 
Bulson, Eugene L., "28..347 W. Berry, Ft. Wayne 2, Ind. OALR 
Bunker, Paul G., Newberry Aberdeen, ALR 
Bunnell, Chester Wm., ‘35 
1316-27th Ave.. San Franeiseo, Calif 
Buonaguro, Michael J.. ‘3! 
589 Lorimer, Brooklyn 11, N. Y. OP 
Burch, Edward P., '39......Hamm bldg., St. Paul, Minn. OP 
‘Burch, Frank E., ‘07, 424 Hamm Bldg, St. Paul 2, Minn. OP 
s)Burchell, Edgar B., ‘44, New York Eye and 
Ear Infirmary, 2nd av., cor. 13th, New York 3, N.Y 
Burchfield, George W., Court, Maryville, 
Burdick, Austin F., 
P. 0. Drawer 1378, Lansing 4, Mich. OALR 
Burgess, John L., 
904 Medical Arts bidg., Waco, Tex. ALR 
Burgess, Taylor S., 
310 Medical Arts bldg., Atlanta 3, Ga. ALR 


Burgman, James Everette, 


> 


Main, Springfield, Ohio ALR 
Burian, Hermann M., ‘38 
520 Commonwealth av., Boston 15, Mass 


Burke, B. Russell, °35 
478 Peachtree St., N.E., Atlanta 3, Ga 


fen 


| 
Jamaica 2, N. Y. ALR 
ALR 


DIREC 
Burman, Daniel, °45...... .121 Ist St., Newburgh, N.Y. ALR 
ALR Burman, Herman J., °35 
1235 Grand Concourse, New York 52, ALR 
Burnham, Howard H., 
P Medical Arts bidg., Toronto 5, Can. ALR 
ns, Coleman Craig, °46 
Medical Arts bldg., Abiline, Tex. ALR 
Burns, S., Theatre St. Mo. ALR 
Burritt, W., Beechwood road, Summit, ALR 
Burston, Herschel, 43, 
1917 Wilshire Los Angeles Calif. ALR 
Burtoff, Samuel, 
, N.W., Washington 6, D.C. ALR 
rton, Edwin W., Market, Charlottesville, Va. 
Busby, William, Jr., 
218 Ross Bidg., Hattiesburg, Miss. ALR 
Bushman, B., 
City National Bank Omaha Nebr. OALR 
Butler, Edmund John, °42, 25 Garden st., 
Cambridge 38, Mass. ALR 
R Butler, Harry, °37, 77 Broadway, Bangor, Maine ALR 
tt, Miriam M., ‘08 
Seyr es Philadelphia 44, Pa. OP 
Charles 
R 50 Washington, East Orange, N. J. OALR 
R Buzzard, Josiah F., ‘31..1110 Thirteenth av., Altoona, Pa. OALR 
Byrne, Vincent, ‘38 301 Essex, Lawrence, Mass. 
Byrne, J Arthur, ‘41 tim, Morristown, N. J. ALR 
R Byrnes, Harry F., °10..67 Ct ut, Springfield 5, Mass. OALR 
E Victor A., Col. (ME 
R School of Aviation Me ! Randolph Field, Tex. OP 
Cabot, Clyde @., ’38 
2 2 pol ALR 
Cady, D. W., °30 65 N. Madison av., Pasadena 1, (a!if. OP 
Cady, J., 402 Jefferson Mich. OALR 
Cahill, James F., °37 .428 Salina, Syracuse 
te, Royal J 
541 Donaghey Little Ark 
caldemeyer, Everett S.. “47 
1826 R St., N.W., Washington, D. C. OP 
C Il, Robert, ‘12 
New Donaghey bldg., Little Rock, Ark. OALR 
Calhoun, Phinizy, 
478 Peachtree st. N.E., Atlanta Ga. 
C in, Ferdinand Phinizy, Jr., "46 
478 Peachtree St., Atlanta, Ga. OP 
allahan, Alston, 
Medical College of Alabama, Birmingham 5, Ala. OP 
Raymond R., ‘36 314 N. 6th st., Laf Ind. OP 
ron, Walter Courtney, "46 
1103 Medical Arts Bldg., Tacoma 2, Wash. OP 
a, James J. Vincent. ‘43, Comdr. (MC), USN, 
11 Lea t rd., Brighton 35, Mass. OALR 
WE 
Medical Arts bldg Minneapolis 2, Minn. OALR 
A., Bloor st. W., Can. ALR 
bell, C. H. 1s 
Thirteenth, Columbus, Nebr. OALR 
Campbell, Duncan A., 


David Whitney Detroit 26, OALR 
bell, Edward H., ’38 
ruce St. Med. bldg., 191 Spruce, Philad 


elphia, Pa. ALR 


Campbell, Glenn Stuart 7 
G \ nbr ( ALR 
Campbell, Mac D., ’27 
Campbell, Paul A., 
Suit 7 M ( ALR 
Campbell, Sherburne, ’36, 270 Center St., Wallingford, Conn. OALR 
Campbell, William, ’39.144 S. Harrison, E. Oran N J ALR 
Campbell, Wm. E., Jr., '36 
Medical Arts bldg., Atlanta 3 1 OP 
Cam George Stuart 
San 
¢ eld, Nort | New H ( ALR 
Cannon, Harold 
536 W. W nsin a4 ! kee “ ALR 
Capeles, Thomas F cis, 
191 Merrimack St., Mass. 
Cappeta, Dome 
St., New York 28, N.Y. 
Care Paul Vincent 
m4 ( igo 5 Ill. OP 
Carey ward T jhe bidg., Clinton, Ia. ALR 
Cari, Evan Elsworth, ‘40 
606 W. Wiscon 0g 3, Wis. OP 
Carmody, Raymond F., °37. , Ind. OP 
Caron, Armand L., Pleasant, Worcester ALR 
Carpenter, Chapin, Chestnut, Pa. 
Carrasquillo, Honorio Fernando, 
P. 0. Box 128, Utuado, Puerto Rico OP 
Carroll, Frank D., ‘37.635 W. ae New York, 32, N. Y. OP 
Also: Blind Brook Lodge, Rye, N. Y. 
Carr Wa'ter J. E., '37..5 Chestnut, Arlington 74, Mass. ALR 
Carr E., 
Medical Arts bidg., Portland 5, Ore. OALR 
Albert A., .419 Boylston, Boston 16, Mass. 
Carter, D., .Central Wichita Kan. ALR 
Carter, John M., 29. David ‘Whitney bldg., Detroit 26, Mich. ALR 
Carter, Leland F., 37 
ae Whitney bidg., Detroit 26, Mich. OP tee 
@DCarter, W. W., '08..... 6 Chestnut ar., N. Y. ALR 
Caruthers, Samuel “4 '87..Grenada Clinic, Grenada, Miss. OALR om 
.Medical Arts bldg., Dallas Texas OALR 
Cary, Grand Junction, Colo. OALR 
Case, Paul Henry, "39....... 15 E. Monroe, Phoenix, Ariz. OP 
Cassady, J. Vernal, ’28 
27 Sherland Bldg., South Bend 9, Ind. OP 
Cassidy, Waldron A., ‘31 
Medical Arts bldg., Omaha 2, Nebr. ALR 
Casten, ie a 412 Beacon st., Boston, Mass. OP 
Castroviejo, Ramon 
Cavanor, Frank Tracy, 


1818 ae Arts bldg., Minneapolis 2, Minn. ALR 


Cave, Linus S., .State Tower bldg., Syracuse ALR 
239 Pipestone, Benton Harbor, Mich. ALR ae ey 
Cecha, Albin H., '35, Capt. (MC) USN 
S. Naval Hospit Great Lakes, Il. OP 
160 Bischoff st., Fond Lac, Wis. 
Cetner, John A., 365 State St., Albany, 
Chace, Robert R., 
635 165th, New York 32, 
@Chadwick, Ira B., '20..717% Walnut, Coffeyville, Kan. OALR 
Chainski, Edward L., 130 Wells, Chicago ALR 
Chait, Robert A., °46........ 20 Plaza st., Brooklyn, N.Y. ALR 
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Chamberlain, Webb P., 
7405 Detroit Cleveland Ohio 
Chamberlain, Webb P., Jr., '44 
7405 Detroit av., Cleveland, Ohio 
Chamberlin, Clyde, 
300 Rentschler Bldg., Hamilton, Ohio ALR 
Chamberlin, lowa, 
4 Chestnut St., Springfield, Mass. ALR 
Chamlin, Max, 
1840 Grand Concourse, New York, N. Y. OP 
Champion, Albert N., '36 
Medical Arts bldg., San Antonio 5, Texas ALR 
Chandler, Arthur C., 
1562 Virginia st. E., Charleston 11, W. Va. OP 
Chandler, G. E., °3 ” Huntington bldg., Miami 32, Fla. ALR 
Chandler, Paul Austin, 
Bay State Road, Boston 15, Mass. 
Norman Ronald, ‘47 
, Trinidad, Port of Spain, B. W. I. OP 
Chapman, E. J., °43...331 Haywood bidg., Asheville, N. C. ALR 
Chapman, Katharine H., 
304 Burns bldg., 
Chapman, S. Jefferson, 
315 No. Casca 
Chapman, Vernon 
1861 M gan, Manitowoc, Wis. OALR 
Joseph W., Humboldt bldg., St. Louis Mo. 
‘Chariton, C. Coulter, 16 
1616 Pacific av., Atlantic City, N. J. ALR 


Chan-Pon 


SS8 Frederick St 


Colorado Springs, Colo. OP 


le av., Colorado Springs, Colo. ALR 


Chase, Carl Clarence, Main, Middletown, Conn. 
Chase, Frank, °18...... Cobb Seattle Wash. OALR 
Carver bidg., Ft. Dodge, Iowa OALR 
230 Broad, Pa. ALR 
Cheek, Carey, Medical Arts Springfield, Mo. 


E., 377 Commonwealth Boston 15, Mass. ALR 
@Cheney, James W., Wichita Kan. OALR 
Cheney, Ralph E., United bidg., Salina, Kans. 
Chenoweth, Charlie Everette, 


Forester’s bldg., Mason City, Iowa ALR 
Chessen, James, '46...... 510 Republic bldg., Denver, Colo. ALR 
Chester, Lewis, "45...... 179 Allyn st., Hartford 3, Conn. ALR 
Chevigny, Julius James, Broadway, Gary, Ind. ALR 
Childers, Robert J., 604 Park Plainfield, ALR 


Childrey, Edgar, Jr., ‘47 
605 Professional Bldg., Richmond 19, Va. OP 
DChilds, H. A., °15....1016 W. Adams, Creston, Iowa OALR 
Chinn, Chester W., 125 st., New York, N.Y. OALR 
Chisholm, Julian F., Jr., 
20 W. Cedar, c/o Mrs. Bunting, Boston 8, Mass. OP 
Christensen, Eugene L., 
727 W. 7th, Los Angeles 14, Calif. OP 
Christenberry, Henry Edward, Jr., 
501 W. Church st, Knoxville, Tenn. ALR 
Christoph, Carl H., Michigan av., Chicago OALR 
Cinelli, Albert A., Park New York 28, ALR 
Cirillo, Anchise Anthony, 
89-21 153rd St., Jamaica, N.Y. ALR 
Clapp, A., 513 Charles, Baltimore Md. 
Clark, Cecil P., Hume-Mansur, Indianapolis Ind. 
Clark, Ernest Walton, '47..414 Cooper St., Camden, N. J. ALR 
Clark, Howard Elton, ’39, 576 Hartnell st., Monterey, Calif. OALR 
es SS eee 188 E. State, Columbus 15, Ohio OALR 
DClark, Sheldon, Bank Freeport, OALR 
Clark, James W., '37....2250 W. 91st St., Chicago 20, Ill. OP 
@Clark, H., Monroe av., Rochester OALR 


Clark, Willard C., Main St., Dayton, Ohio 


Clark. William B., ‘34 
211 Loyola Ave., New Orleans 13, 
Clark, William H., ‘46 
120 N. Lafayette Blvd, 
Clarke, Clement C., 
240 Bradley St., New Haven, Conn. OP 
Clarke, Samuel Tracy, Medical Dental Bldg., Reno, Nev. 
Clayton, Milton Burns, ‘42 
Southern R. R. Office bidg., Washington 18, D. C. ALR 
Cleary, James A., 
804 Boston bldg., Sait Lake City, Utah ALR 
Cleff, Oscar, ’26 ....55 E. Washington, Chicago 2, Ill. OALR 
Clement, C. C., "18..30 N. Michigan av., Chicago 2, Ill. OALR 
Clement, L. 0., '30... 381 Chemeketa, Salem, Ore. OALR 
Clements, Frank Hartman, 
806 Medical Arts bidg., Birmingham, Ala. OP 
Clerf, Louis H., Locust, Philadelphia Pa. 
Clifford, P., Whitney Detroit 26, Mich. OALR 
Cline, Samuel, *82..... 416 Marlborough, Boston 15, Mass. ALR 
Clothier, William L., °43 
407-11 Kane bldg 
Coachman, Edwin H., ’39 
Manhattan bidg., 


La. OP 


South Bend, Ind. ALR 


Pocatello, Idaho OP 


Muskogee, Okla. ALR 
Coakley, Leo P., 
Western Montana Clinic, Missoula, Mont. ALF 
Coates, George M., 21 1721 Pine, Philadelphia 3, Pa. ALF 
@Cobb, Edwin, 1680 Vine St., Hollywood 28, Calif. OALR 
Cobey, James Francis, 
1210 Chapel St., New Haven 11, Conn. OALR 
Cockrum, William Marion, 
908 Hulman bldg., Evansville, Ind. OP | 
Cody, Claude C., Jr., 
1304 Walker av., Houston 2, Texas ALF 
Cody, Claude Carr 
1304 Walker av., Houston, Tex. ALR 
Cogan, David G., '39 30 Clark St., Belmont 78, Mass. OP 
Cohen, Bernard M., 
25 E. Washington st., Chicago 2, Tl. ALR 
Cohen, Herman B., '27...255 S. 17th, Philadelphia 3, Pa. ALR 
Cohen, Jerome H., 
604 Johnstown Trust Johnstown, Pa. 
Cohen, Louis B., ’36....1320 Arrott, Philadelphia 24, Pa. OP 
Cohen, Martin, 64th, New York 21, 
@Cohen, Samuel, 
Spru St. Medic bidg., Philadelphia 3, Pa. ALR-F 
Cohoe, Don A., °30.13535 Woodward av., Detroit 3, Mich. ALP 
Cole, John Gordon, .780 Park av., New York, N.Y. 
Cole, Nathan B., ’35...... 104 Market, Perth Amboy, N.J. OALR 
Coleman, Benjamin, 
36-40 Bowne, Flushing, L. I, N. Y. ALR 
Coleman, Joseph A., 40.5051 Iselin Av., New York 63, N.Y. ALR 
Coleman, Lester Laudy, 
162 80th, New York 21, ALR 
Collins, Arthur D., °45 
1007 Guardian Bldg., Cleveland 14, 0} 
Collins, E., 701 Elizabeth St., Waycross, Ga. ALR 


Collins, E. W., °10..... 1578 Humboldt, Denver 6, Colo. ALR 
Collins, J. D., °14...... 187 Main, Northampton, Mass. ALR 


Collins, James T., ’40...Republic bldg., Cleveland 15, Ohio ALR 
Colson, William, Essex St., Lawrence, Mass. 
DColver, B. N., °13.436 S. Boyle av., Los Angeles 33, Calif. ALR 


Combacker, Leon C., '35 
101% Lincoln av., Fergus Falls, Mint 


Combs, Arnold B., Clinic, Minot, 
Combs, Fielding, '42.Nissen bldg., Winston Salem 3, N. 


q 
q 
| 
ALR 
ALR 
4 


Conboy, John E., 

2265 University av 
ne, Alfred J., ‘29 453 N. Taylor, St 
ynley, John J., "43 
Connell, Evan Shelby, 


Commerce bldg., Kansa 


» New York 53, N.Y 
Louls 8, Mo 
E. 5ist St., New York, N. Y 


‘ity 


Barre, Pa 
a, F 


R Miners Nat’! Bank bldg., Wilke 
nnor, Arthur B., "42 P.O. Box 398, 
nnor, Joseph Joyce, ‘42 750 Main, Hartford 3, Conr 
Sonstans, George M., Clinie bidg., 


Dar 


LR Constantine, Elizabeth Frederick, ‘43 
E. 72nd New Y 
stantine, K. W., °36..229 Bz P B , Fla 


318 Forty-eighth st., Uni City, N. J 

Conway, J. M., °30 Jenkins Arcade, Pittsburgh 

Conway, Wm. S$ 5 14 H 
ook, Raymond C., 

1005 Donaghey Bldg., 

k, W. Albert, °24 Medical Arts bldg., Tulsa 3, 

Carl C.., 7, Med Arts bldg., Norf 10, \ 

ley, Justus H iT W. Hig Somerville, N. J 


St., Pet 


eg mbs, A. J., ’32 .30 N. Michigan av., Chicago 2, | 
414 David Whitney bidg., Detroit 26, Mici 
Maxey, 
Medical Arts bldg., Oklahoma Cit 
Cooper, James H., °43, 316 Michigan st., Toledo 2, Oh! 
Cooper, Kemp G., .Metropolitan bldg., Denver 2, Col 
per, Roy C., '32. .6929 Yorkshire rd., Pittsburgh 8, I’a 
Cooperman, Harold 0., ‘37 
$16 No. Bedford, Beverly H Calif 
Copps, Lyman A., ‘23, Marshfield ¢ Mar 
Corboy, Phillip M., '36, 565 Young Bldg., Honolulu 9, T. H 
Cordes, Frederick C., Post, San Francisco 
David P., ‘41 
108 wea A\ Bost M 
eluus, C. E., "40 Summit av., Jer town, | 
Corser, John B., ‘11 415 Mulberry st., Scranton 3, Pa 
Cortopassi, Andre J., 
is W \ 
Vital E j 


115 E 
B., Beaumont Med 
er, Frank Duncan, 
160 St., N.W., Washingt 


ve, Kingsley 


ten, 


j 


Tullos 0., °40, 
Medical Arts 


’15....333 Linwood ayv., 


Oklahoma City 2, Okla. 


Cott Buffalo 9, N. Y. 


e, Maurice H., ‘36.30 N. Michigan av., Chicago 2, Il) 


rtney, Robert H., °35 
Professional bldg., Ri 
Wendell, ‘46 120 Tth St.. Racine, Wi 


Pa. 


hmond 19, Va 
Kermit 
, Allred, °38... 

Clyde R., °33 


69 Bay State road, 


Cowan Chestnut, Philadelphia 
Lowa 


jack Bay, Boston 15, Mass 


ALR 
ALR 


oP 


ALR 


ALR 


ALR 


ALR 


Cowan, Thomas H., ‘41 
1930 Chestnut 
Edward Huntington, 


27 Biltmore Way, 


St., Philadelphia 3, Pa. OP 
Cowell 
Coral Gables, Florida OP 
Cowen, Jack P., 
1421 *higan av., Chicago, Ill. OP 
wher "a n, Buffalo 2, N. Y. OP 
Cox, L., 
Pere Marquette bldg 
7 W.M 
Medical Arts bldg., 


, New Orleans 12, La. ALR 
sin St., Penns Grove, N. J. OP 
Dallas Texas 


x 


1779 Ma av., N.W., Washington 6, D. C. OP 
21, 


East T2nd St., New Ye 
ALR 


r, Cincinnati 2, Oh 
1002 Hume-Mansur bldg., Indianapolis 4, Ind ALR 
3 , Chicago 2, Ill. OP iB 


W gton St., Chicago, Tl. ALR 
Craig, Pau! C.,. 232 N. Sth, Reading, Pa. OP 
Craig, St t Less! } 
St., New York 21, N.Y. ALR 
17..836 BR Bidg., Cleveland 15, Ohio ALR : 5 


C er, Irving | $7 
Cramton, Edward A., ‘37 
Crandall, Alan Slade, °45 

11 East 2nd 8 


ril Vincent, 


hnsbury, Vt. OALRF 


1, Utah OP 
Crane, Cy 
6s 5. 1 OP 
ald VanDenburgh, 


Crane, D 
Medical Arts Bldg., Tulsa 3, Okla. OP 
F \\ | Ang 14, Calif. ALR 
( Ase., Kingston, N.Y. OP 
Crawfo J s H., 


Watertown, S. 


Dak. 


Ilanche bldg., New Orleans 16, La. OP 


) 140 Harrison, East Orange, N. J. OP 

C J )..37 §S. 20th, Philadelphia 3, Pa. OP 

Crespo. Jose E { 28 W. 95th, New York 25, N. Y. ALR 

Cress, Wil J 318 W. Market, Pottsville, Pa. ALR 

Crevelit E LaMont ! PO. Box. 2446. Re Nev. ALR 
Cr F J 

M s ( Va. OP 

Crisp, William H., Metrepolitan bldg., Denver Colo. 


a bert a Phoentx bldg., Bay City, Mich. OP 
Cr t. Charles A 390 Mass. ALR 
Croll. J 7 WwW vard as Detroit, Mich. OALR 
Wood \ Detr Mich. OP 


lain, Worcester §, 


115 


) Cass av., Mt. Clemens, Mich. OALR 
.890 Main, Worcester 8, Mass. OP 
525 Welsh, Chester, Pa. OP 


David Whitney bldg., Detroit 26, Mich. ALR ) 


I bidg., Detroit 2, Mi ALR 


Samuel James, ° 


Joins Hopkins Hospital, Balt 


Crowe 
Md. ALR 


imore, 


OP 
Connelly. Edgar J R k bldg., Dubuque, 2 
Connole, J. V., 
Cr r, Arthe 
oP 
oP Cr fock, Wn 
Craft, Kenr 
ALR 
Crage, Franci 
ALR 
OALR 
OALR 
OALR 
ALR 
ALR 
ALR 
oP 
ALR 
ALR 
OP 
OALR 
Creasy. Raymond 59th, New York 22, ALR 
ALR 
ALR 
ALR 
ALR 
OALR 
ALR 
OP Croman, Joseph M., Jr., “24 4 
LR Crossen, Henry F., 
oP 
ALR Croushore. James £ ~ 


Cruthirds, Archie Edward, 


Culler, Arthur M., 
150 


Culpepper, Wm. S., Col. (MC) 
6601 E 
Cummings, Edward J., °37 


18th Ave., Denver, Col 


915 19th St. N.W., Washington 6, D. C 
Cummings, George 0., Deering, Portland Maine ALR 
Cunning, Daniel S., 60th, New York 22, OALR 


Cunningham, Bernard Poland, 
3314 4th Ave., San Diego 3, 
Cunningham, Henry Kelso, 


Crume, John J., 724 Polk, Texas ALR 
Crumrine, Norman R., Third st., Beaver, Pa. OALR 


Professional Phoenix, Ariz. ALR 
R., Temple, Zanesville, Ohio OALR 


Broad st., Columbus 15, Ohio OP 
Bennie-Dillon Nashville Tenn. 
ALR 


ALR 


Calif. ALR 


Medical Arts bldg., Knoxville 1, Tenn. ALR 
John C., '43, Winooski Burlington, Vt. 


Curran, Desmond, 


J., 
Federal Res. Bank bldg., Kansas City 6, M 
Curran, Kevin, °39 


Curran, Timothy L., ‘47 

Currier, Wilber D., 

Glendon E., 


Asylum Ave 


Madison Ave., 


Kansas City 6, Me 


. Hartford 5, Conn 


1805 Federal Reserve bldg., Kansas City, Mo. 
oP 
Federal Res. Bank Kansas City Mo. 
ALR 


Pasadena, Calif. ALR 


1204 Pitt Bank Pittsburgh 22, Pa. 


>Curtin, Eugene A., '23....506 Spruce, Scranton 3, 
Curts, James H., 


2 127 South Wa 


hington Ave., Saginaw, Mich 


Pa. OALR 


Cusick, L., 1108 Stroh Bldg., 
Cuthbert, Marvin Peare, 

5611 Ne 
Cutino, M., Henry St., Brooklyn 
Cutler, Abraham Maurice, 


Delaware st., 


Detroit 26, Mich. 


Indianapolis, Ind. OP 
N. Y. OP 


750 Ocean ay., Brooklyn 26, N. Y. ALR 


Cutler, Harold M., 
Seaumont Medical Bidg., St 
Cutler, Max Helix, 


1010, 307 Michigar 


Chicago, Ill 


Louis 8, Mo. ALR 


ALR 


Cutler, Morton, '46.......... $ox 780, Twin Falls, Idaho OP 


Cutler, Norman L., ‘38 


1300 Harrison st., Wilmington, Del. OP 


Daisey, Willard 0., ’37 


Medical Arts bldg., Minneapolis 2, Minn. ALR 
Dailey, Gilbert L., 618 3rd, Harrisburg, Pa. OALR 
Daily, Louis, Arts Houston Texas OALR 
Daily, Ray K., Arts Houston Texas OALR 


Park av., Rehobath Beach, Del. ALR 
Daley, Jacob, "41...... 104 E. 40th, New York 16, N. Y. ALR 


Dalton, Eugene, 101 Surrey Ave., 


Ventnor, Atlantic City, 


ALR 


Daly, John F., 140 54th st., New York, N.Y. ALR 


Federal st., Greenfield, Mass. 


\CADEMY 


Damitz, John Cyril, "43. .515 Woodside Dr, Akron, Ohio OALR 
Dan, Julius Martin, 
1362 President Brooklyn 13, N.Y. OP 
Daniel, Ruby K., Arts Dallas Texas 
Danielson, Ralph W., 
Metropolitan bldg., Denver Colo. 
Darmer, George A., ‘21. Terminal t . Aurora, Ill. OALR 
Darrough, L. E., °32........4105 Live Oak, Dallas, Texas ALR 
Dart, M. 0., °40 2701 S. Mari st., Englewood, Co ALR 
Dart. Col. (MC 
Dattner, Herman B., 
1000 Miners Nat’l Bank bldg., Wilkes-Barre, Pa. ALR 
Davidson, Morris, °29 17 Park av., New York 16, N. Y. OP 
Davies, Charles Edgar, 
925 West Georgia St., Vancouver, B.C., Canada OP 
Davies, F., Eye st. N.W., Washington ALR 
Davies, Morgan C., State, Columbus 15, Ohio 
Alexander, Sherbourne, Toronto, Can. OALR 
Davies, Windsor 
1302 Stroh Bldg., 28 W. Adams Ave, Detroit, Mich. OP 
Davis, Arthur Henry, '41.Medical Arts bidg., Tulsa 3, Okla. ALR 
Davis, David, ’34.1835 Eye st. N.W., Washington 6, D C. ALR 
Davis, Frederick Allison, 
224 W. Washington a Madison 3, Wis. OP 
Davis, George E., °15..14 E. 90th, New York 28, N. Y. OALR 
Davis, Hugh P., °37, 135 E. 65th St., New York 21, N. Y. ALR 
Davis, James Edward, "40.179 Allyn st., Hartford 3, Conn. ALR 
Davis, James S 17, 59 S. Main St s Norwalk, Conn. ALR 
Davis, John Calvin, Jr., "28..Aquila Court, Omaha 2, Nebr. OALR 
Davis, Leo L., 1509 Farrell Lane, Richland, Wash. 


Davi Oscar | WC) USN, D airy, Philadelphia 
1, oN Base t Philadelphia 12, Pa. OALR 
Davis, Ralph Allison, Broadway, Chicago, 


Ralph F., Arts bidg., Portland Ore. OALR 
Davis, Carroll, Philadelphia 32, Pa. ALR 
Davis, Thomas W., 
O’Hanlon bidg., Winston-Salem 3, N. C. OALR 
Davis, Wm. C., '30.....150 E. Broad, Columbus 15, Ohio OP 
Davison, Francis W., '36....Geisinger Hosp., Danville, Pa. ALR 
Davol, Rector Thomson, ‘47, 63 North St., Greenwich, Conn. ALR 
Day, Kenneth M., ’30.121 University pl., Pittsburgh 13, Pa. ALR 
Dayton, G. 0., "18 
1401 3S. 
Deal, John F., 
Dean, Alfred, 
Medical Arts bidg., Grand Rapids 2, Mich. OP 
T)Dean, F. W., ’03.......22 S. 6th, Council Bluffs, lowa OALR 
Dean, L. W., °38 
3720 Washington bird., St. Louis 8, Mo. ALR 
Dean, Walter, °17..300 Francis bldg., Louisville 2, Ky. OALR 
Dearmin, Robert M., 
3440 No. Meridian St., Indianapolis, Ind. ALR 
De Blois, Elizabeth, 


OALR 
OALR 


lope, Los Ang », Calif 


ig 
.522 E. Capitol av., Springfield, Tl 


247 Commonwealth av., Boston 16, Mass. ALR 
>DeBoe, M. P., ’20....Huntington bidg., Miami 32, Fla. OALR 
DeBord, Bert, Jr., "44... .Scott-White Clinic, Temple, Tex. ALR 

Decker, C., Sioux City Iowa OALR 


Decker, Phillip Harold, '42 
25 W. Third st., Williamsport 5, Pa. ALR 
Decker, Russell M., Madison, Pasadena Calif. ALR 


Deems, Myers B., Lt. Col. (M.C.), 


1601 Leyden st., Denver, Colo. ALR 
William A., 
28 Adams av. W., Detroit 26, M ALR 


| 
= 


DIRECTORY 


John Dixon, Fred W., bldg., 15, Ohio ALR 
y{ ' Philadelphia, Pa. OP Dixon, 0. Jason, '28.Professional bldg., Kansas City 6, Mo. ALR 
Waller, E., °18...... 1617 4th, Santa Ana, Calif. OALR 
1930 Chestnut, Philadelphia Pa. 110 36th, New York 16, ALR 
Delaney. Adrian Capt. (MC), USN, Dobbs, R., Riverview Drive, St. Louls 15, Mo. ALR 
Nat Naval Medical Center, Bethesda, Md. ALR Dodge, W. M. Jr., °34 
Delaney, James H., 9th, Erie, Pa. Central National Bank, Battle Creek, Mich. 
Della Anthony Doherty, Wm. B., 55th, New York 19, 
1400 Benson St., New York 61, N.Y. ALR Dolowitz, David A., °43 
Delman, A. H., “3 183 Babeock St., Brookline 46, Mass. ALR 1152 Gilmer Drive, Salt Lake City 5, Utah ALR 
DeLozier, Leonard Cecil, Dolph, Chancey H., Main, Baytown, Texas ALR 
311 Central National Bank bldg., Peoria, Hugh C., 
Delph, John F., '28..700 N. Michigan av., Chicago 11, Tl. ALR 520 Commonwealth av., Boston 15, Mass. OP i 
Denison, Ward C., Broadway, Paterson, John J., 141 Hempstead Ave., 
Denman, Francis E., Rockville Center, ALR 
541 Lincoln road, Beach, Fla. Herbert, Main, Waxahachie, Texas ALR 
Dennis, 2745 Barnson pl., San Diego Calif. Edward J., Spruce, Philadelphia Pa. 
Denyes, Gerald Foster, Michigan, Toledo Ohio ALR Donoghue, William Francis, Jr., 
Depping, C. W., ’30 17 W. 54th, New York 19, N. Y. ALR 69 Chestnut St., Springfield, Mass. ALR a 
rlacki, Eugene L Donoher, William D., ‘17 


Roetth, Andrew F., Edward Brand Glendale, Cal. ALR 
508 Bank Bldg., Spokane, Wash. Donovan, John E., 265 10th, Erie, Pa. ALR 
Joseph, Donovan, Richard J., Main, Fall River, Mass. OALR 
1726 Eye st. N.W., Washington Frank, Metz Grand Rapids Mich. ALR 
Stio, Daniel Highland bidg., Pittsburgh Pa. ALR Richard 
William, 1111 Nicollet av., Minneapolis Minn. OALR 
DeVoe, Arthur Gerard, ‘41, Institute of Opht gy Santa Monica Blyd., Santa Monica, Calif. ALR 
635 165th New York 32, N.Y. Dougherty, Clifford Washington, Chicago ALR 
De Vries, Harold G., °28 36 E. Sth, Holland, M ALR c Edward M 
Medical Arts bldg., Grand Rapids 2, Mich OP Douglas, Frederick A 22 wee 
eWeese, Clarence, Bank Crosse, Wis. OALR 
na, Calif. OALR Dow, Frank ‘14 West st., Northampton, Mass. 
Edward N., Lafayette, Bridgeport Conn. Dow, Julian Neal 
DeWolf, Charles W., Porter st., Melrose, Mass. ALR 730 Wilshire Beverly Hills, Calif. 
Milton A., Dowling, Harvey E., 
1618 Westwood blvd., Los Angeles 24, Calif. ALR 315 Southam bldg., Calgary, Alberta, Canada 
Charles N., Jr., “41 210 Main, Hackensack, N. J. ALR Dowling, J. Ivimey ! 
Dickerson, Wm. E., ’35, 802 Masonic Temple, Danville, Va. ALR 116 Washington av., Albany 6, N. Y. OALR 
Dickey Clifford A., Dowling, James Reginald, 
450 Sutter St., San Francisco 8, Calif. OP m0 Merchants bidg., Massillon, Ohio ALR 
Dickinson, Wm. G., Tower, Syracuse Downey, Harold R., 
Medical Arts bldg., Houston Texas ALR Downing, Arthur H., av., Des Moines, Ia. 
ks Owen C., ‘47 Downing, James A., '36 
2628 Telegraph Ave., Berkeley 4, Calif. OP Bankers Trust bldg., Des Moines 9, Iowa ALR 
Dickson, Robert L., Penn, 24, Pa. Maurice Joseph, 
Diehl, James E., "44, 813 Wainwright Bldg., Norfolk, Va. ALR 630 Medical Arts bldg., Seattle 1, Wash. OP ee 
William Harold, Chestnut St., Lebanon, Pa. Leslie C., 
Diess, Robert G., '42 .307 B.C.N.B. bldg, Butler, Pa. OP 516 Metropolitan bidg., St. Louis 3, Mo. OP 
Ernest Sherland bldg., South Bend, Ind. Frederick J., 
Dill, Lewis, Ford Hospital, Detroit Mich. ALR 316 Blount Ft. Lauderdale, Fla. ALR 
Dillemuth, Frederick Joseph, Wm. H., 1845 11th Ave., Greeley, Colo. 


404 E. 154th, New York 55, N. Y. ALR Drooker, Joshua C., “40, 20 Charlesgate W , Boston, Mass. ALR 
Dillon, E., Ridge rd., Homewood, Ill. Joseph G., Park New York 28, ALR 
Dimmitt, Frank W., 34.78 Waterman, Providence 6, Sz OALR Duane, Thomas David, 47, 215 S Dodge, lowa City, lowa oP 
Dimond, Waldo B., Gay bldg. Madison, Wis. Henry B., 248 State, Albany 


Dinan, Thomas Edward, George Joseph, 
132 Union Framingham, Mass. ALR 1930 Chestnut, Philadelphia Pa. 
Dineen, John B., Main st., Springfield Mass. Sidney H., 
Dintenfass, Henry, Spruce, Philadelphia Pa. ALR 1068 Crenshaw Blvd., Los Angeles 43. Calif. ALR 
Diven, Wilbur Lester, Main, Bismarck, D.ALR Gaston Normand, 
Dix, Harold C., 42. .206 Paddington Rd, Baltimore 12, Md. OP 707 Medical Arts Bldg., Montreal, Que., Canada ALR 


ACAI 


Duehr, Peter A., 
224 Washington Madison Wis. 
Duke, Roncie R., 706 Franklin, Tampa Fla. ALR 
Octavus, bldg., Louisville Ky. ALR 
Dumas, Edward DeVan, 
Medical Arts San Antenio ALR 
Dunaway, 711 DuPont Bldg. Miami, Fla. ALR 
Dunbar, John Charles, Pittsburgh 22, Pa. 
Duncan, Frank Benbow, Polk St., Amarillo, Tex. 
Duncan, Perry E.. '37..405 E. Capitol Ave., Springfield, OP 
Sir James Unknown 
Dunkelberger, John Alfred, ‘47 
621 KE. Market St., York, Pa. ALR 
Dunlap, Edward A., ‘47 
525 E. 68th St 
Dunlap, Henry A., °37 
7815 Jefferson av., Detroit 14, Mich. 
>Dunlap, Lawrence G.. ‘20. .101 Main St., Anaconda, Mont. OALR 
Dunn, Austin 
111% Strongs Point, Wis. ALR 
Dunnavan, Floyd Leighton, 
514 Medical Arts Bldg., Vancouver, Wash. OP 
Dunnington, John H., "24, Inst. of Ophthalmology, 
Pres. Hos., 635 W. 165th, New York 32, N.Y. OP-PLS 
Dunphy, Edwin B., Charles St., Boston, Mass. 
Durr, S. A., ’27....511 San Fernando, San Diego 6, Calif. OP 
@Dutrow, H. V., "14,....426 Kramer Road, Dayton, Ohio OALR 
Dvorak, Joseph E., Sioux City 13, 
Dyar, Edwin William 
3202 N. Meredian, Indianapolis 8, Ind. OP 
Dykman, Augustus B., 


Dysart, Ben Robnett, 
Madison Pasadena Calif. ALR 


, New York 21, N. Y. OP 


Eagle, Watt W., Duke Hospital, Durham, ALR 


Earl, Harry D., 
1501 LeGrande Terrace, San Pedro, Calif. ALR 


Earnest, Clarence E., Thatcher bldg., Pueblo, Colo. ALR 


First Nat’l Bank Ohio OALR 
Easton, T., 264 Beacon, Boston 16, Mass. 
Eber. Carl Theo., "28, Carleton bldg., St. Louis 1, Mo. OP 
Edelman, Maurice 
605 Lincoln rd., Miami Beach 39, Fla. ALR 
Edgerly, Sherburn Edward, ‘47 
220 Engle St., Englewood, N. J. ALR 
Edgerton, Ambrose E., 
450 Sutter, San Francisco 8, Calif. OP 
Edmunds, Stanley L., "38. .360 Glen St., Glens Falls, N. Y. ALR 
Edwards. David Lloyd, “46, 2020 S. Xanthus, Tulsa, Okla. OP 
Edwards, Gwilym Austin, '42 
Home Guards bldg., Van Wert, Ohio ALR 
Edwards, A., Guards bldg., Van Wert, Ohio ALR 


Edwards, Slocomb R., 107 Fifth, Centro, Calif. OALR 


Edwards, Thomas J., ‘38 
237 Lowry bldg. St. Paul 2, Minn. OP 


Edwards, Thomas Marvin, 


510 Citizens Bldg, Tampa 2, Fla. ALR 


Ehrenfeld. Edward, '44...185 Lexington av., Passaic, N. J. OP 
Ehrlich, Leon Herbert, °45 
211 Central Park W., New York 24, N.Y. OP 
Ehrlich, Max, ‘40, 721 N. Broad st., Elizabet N. J. ALR 
Ehrmann, Evelina W., °42 
327 S. La Grange Road, La Grange, Ill. 0P 
Eilert, John Harold. 
501 Central Trust Bldg., Sterling, Ill. OP 
Eimer, C. E., “28 462 N. Taylor av., St. Louis 8, Mo. ALR 
Eisenhower, Charles Earl, "47, 426 W. Market St., York, Pa. OP 
Elfman, Louis Kenneth, “42 
6330 Lebanon av., Philadelphia 31, Pa. ALR 
Carl, Detroit av., Lakewood Ohio 
DElles, Norma B., ‘19 
Niels Esperson bldg., Houston 2, Texas OALR 
Elliff, Edgar Alonzo, '41......216 N. 8rd, Sterling, Colo. ALR 
Elliot, Alfred J.. "43 
170 St. George st., Toronto, Ont., Canada OP 
Elliott, J. Norman, "38. .Griesheim bldg., Bloomington, Ill. ALR 
Ellis, Bert E., ‘31 
303 Hume-Mansur bldg., Indianapolis 4, Ind. ALR 
Ellis, C. Ward, ‘28. M.0. Box 637, Lansing, Mich. ALR 
Ellis, Orwyn H., "40. .727 W. 7th st., Los Angeles 14, Calif. OP 
Ellis. Van M 14 S28 Spruce St., Philadelphia 2, Pa. OP 
Elvin, Norris C., "47..48 Baldwin Rd., Hempstead, N. Y. OP 
Elwyn, Herman, '45, 239 Central Park W., New York 24, N.Y. OP 
Elz, Jule T., Gravois bivd., St. Louis 16, Mo. 
Emenhiser, Lee K., "44 
Medical Arts bidg., Oklahoma City, Okla. ALR 
DEmerson, Linn, Park av., Orange, N. J. OALR 
Emery, John R., Centre, White Plains, ALR 
Emrich, Paui Stanley, Mt. Vernon, Oshkosh, Wisc. ALR 
Emswiler, Herbert D., '37, 370 E. Town, Columbus 15, Ohio ALR 
Engler, Clarence Wm., 
2323 Prospect av., Cleveland 15, Ohio ALR 
Enlows, Ella A., 
510 N. E. 13t Awe Ft 
Epstein, Sidney ‘41 
2021 Grand Concourse, New York 53 
Equen, Murdock S., ‘31 
144 Ponce de Leon ay., N-E., Atlanta, Ga ALR 
Erdel, Milton William, ‘47 
306 Peoples’ Life Bldg., Frankfort, Ind. ALR 
Erich, John B., Mayo Clinic, Rochester, PLS 
Ernsting, Harry Carl, Main st., Ohio 
Ersay, Emil Francis, ‘46 
1030 Euclid Av., Cleveland 14, Ohio ALR 


Lauderdale, Fla ALR 


DErsner, Matthew S., ‘20 15 Sy Philadelphia Pa ALR 
Escapini, Humberto. ‘47 
San Salvad El Salvad Central A 1 OP 


Eschenbrenner, John W., 
306 W. Broadway, Fort Worth 4, Texas OALR 
Esterly, Daniel Beard, ‘4¢ 
104 No. Madison, Pasadena 4, Calif. OP 
Esterman, Benjamin, '37.983 Park av., New York 28, N. Y. OP 
Estlick, Richard 
629 Wayne Pharmacal bldg., Ft. Wayne 2, Ind. ALR 
Eubank, Ambrose E., '28.Bryant bldg., Kansas City 6, Mo. OALR 
Eubank-Jones *39, 944 Maple av., Evanston, I!!. OP 
Evans, John Dorritte, 
899 Madison Ave., Memphis 3, Tenn. ALR 
Mass. ALR 


Miriam D., 


Evans, Maurice G., ’32, 416 Marlborough, Boston 15 


Evans, Samuel D., 
1502 Park bidg., 355 Fifth av., Pittsburg 


22, Pa. OP 


| 
elu 
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Physicians & Surgeons bldg., Memphis 3, Tenn ALR 
Evans, Wm. H., °34, 510 Dollar Bank bldg., Youngstown, Ohio ALR 
Evatt, Clay W., °40....91 Rutledge av., Charleston 16, §.C. ALR 
Everett, A. Reginald, ’39, 11 Wal! st., New York 5, N. Y. ALR 


Evans 


Evers, Lorance Bixler, Wall St., Bend, Ore. ALR 
Ewing, Fayette C., (Retired) 
‘Nosegay,’’ Pineville, La 
Fabricant, Noah D., 36.185 N. Wabash av., Chicago 1, Ill. ALR 
Fackler, C. L., "30 Country Club rd., York, Pa. OALR 


Faggart, George H., Oglethorpe av., Savannah, Ga. ALR 
‘30 Wilshire blvd., Los Angeles, Cal. OP 
Faier, Samuel Z., No. st., Ft. Smith, Ark. OALR 
Fairbairn, John F., '12.925 Delaware avy., Buffalo 9, N. Y. ALR 
Fairchild, Nora M., ‘22 
939 S. Figueroa st., Los Angeles 15, Calif. OP 
Fairfax, Kenneth T., °39. .423 Main st., Geneva, N. Y. OP 
Fairing, John W., 122 Main, Greensburg, Pa. OALR 
Falkson, Kurt F., '42.225 W. S€th st., New York 24, N. Y. ALR 
Fallows, Howard D., ‘1 
Foresters Mason City, Iowa OALR 
Falls, Harold Francis, Hosp., Ann Arbor, Mich. 
Farmer, William Dempsey, °45 
119 Nortt 
Farnsworth, M. A., °17 
Opera House Apt. Junta, Colo. CALR 
250 Genessee, Utica 2, N. Y. OP 
Farrington, P. M., ‘04....Colburn Hotel, Denver, Colo. ALR 
Farrior, J. Brown, '42.... Ochsner Clinic, New Orleans, La. ALR 
Fast, Ralph B., '36..136 E. Michigan, Kalamazoo 4, Mich. ALR 
Fawcett, Ivan, '13....75 Twelfth st., Wheeling, W. Va. OALR 
Fawcett, Keith R., .205 2nd St., Duluth, Minn. 
Fein, Harry, °40 ....483 Beacon, Boston 15, Mass. ALR 


Greensboro, N.C. ALR 


Elm St., 


Farrell, James | 


Fein, Norman Nathaniel, 
Trinity Hospital, Little Rock, Ark. ALR 
Feldberg, Irving, “47 Veterans Adn Rath, N. Y. OP 
Idman, trvin 
1722 Eye St., N.W., Washington, D.C. ALR 
Feldman, Joseph, ‘40. .1 I Bldg., Palm Bea Fla. ALR 


ws, M. Fording, 


1200 Me i h, Minn. OP 
Fenton, R. A., ‘21, 1020 SS. W 5, Ore. OALR 
on, E. R., °35 404 Inn nd, Tenn. ALR 
Georne 


Burton, 
1110 West Main st., Durham, N. C. ALR 
Fernandez, Luis J., "40, Box 2206, San Juan 10, Puerto Bico OP 


ez, Ricardo F., ‘39, 15 Ponce de Leon a 

B 2206, San Juan 10, Puerto Rico OP 
8620—-115th, Richmond Hill, New York 18, N. Y.ALR 


is, Ralph G., °34.55 W. Maple ay., Birmingham, Mich. ALR 
ell, A. G., °31 1924 Pine, Philadelphia 3, Pa. OP 
ld, Homer Baker, '42 

12757 S. Western av., Blue Island, Ill. OP 


Jack, 
Vineland Ave., No. Hollywood, Calif. 
Frederick A., ‘27 Mayo Clinic, Rochester, Minn. LR-PIS 
k-Perez, Ann, ‘47 Harwood Bldg., Scarsdale, N. Y. OP 


Filmer, George A., °41 

324 Metropolitan bldg., Denver 2, Colo. OP 
Findlay, E. K., ’30.....30 N. Michigan av., Chicago 2, Ill. OP 
N. Y. OALR 


klyn 26, 


Abraham, °32 25 Ocean av., Broc 


Fine, Irvin Jack, "47, 
Fineberg, Maxwell, ’3( 
6 


Fineberg 


280 Hobart St., Pert 
) 
O7 N 


Amboy, N. J 


Grand blvd., St. Louis 3, Mo 


Nathan L., ’38 
475 Commonwealth ay., 


3oston 15, Mass 


Finegan, James F., 


415 
Fink, Leo W., Me 
Fink, Otto E g 
Fink, Walter H., °27 

Me 
Fi ey Nancy E ; 


Firestone, Charles, 


20k 
326 


Fischbach, V. W., °31 


I 


Medical Arts Bldg., Omaha 2, Neb 

dical Arts bldg., Minneapolis 2, Minn 
Robinsen st., Danvil I!] 

lical Arts bldg., Minneapolis 2, Minn 


Gilbert 
0, 
Medical Dental 


Bldg., Seattle, Wash 


Central Cincinnati Ohi 


Fischer, Abraham, ’39 


999 Sibley 


Fischer, Arthur J 


Fischer, Aubrey, 


Fischer, Louise, ‘44, 


I I Bidg., Pittsburgh, Pa 
1835 Eye St., N.W., Washington 6, D. C. 

Medical 

31 Lincoln Park, Newark 2, N. J 


Fischer, 
Fisher, George Garthw 


Fisher, Gilbert Eugene 

Fisher, Guy Rothwell, 
Fisher, 
Fisher, Harry Richard 


Fisher, James A., 


Fisher, Lawrence Christian, Market, York, Pa. 


Jerome, ‘47 
Louis Z., 


Fishman 
Fishman 


Fishof, Frank E., ‘41 
Fitzgerald, Fred 

74 
Fitzgerald, James Rob 


H. Noland, ‘37 


Tower bidg., Rochester 4, N.Y 


N. Arthur, °25 


Union Trust bldg., Pittsburgh 19, Pa 

aite, 
52 West Ave, Malverne, N. Y 

42 

edical Arts bidg., Birmingham 5, Ala 

"42. .1 E. Beverley st., Staunton, Va 

..106 N 

, 

465 West End Ave., New York, N.Y 
601 Grand ay., Asbury Park, N. J 


, 30 N. Michigan Ave., Chicago 1, Ill 
1211 Post St., San Francisco 15, Calif 
Veterans Adm. Hosp., Butler, Pa 
Beechwood Terrace, Yonkers 

ert, °43 


Fitzgerald, William W. 


Fitz-Hugh, Glassell SI 


$24 Mad 


sunht 
aughter, 


104 E. Market st., Charlottesvill \ 


Fitzhugh, William Mc 


Flack, Clarence Elbert 
Flack. J. Vincent 


Flaherty 


10573 W 
Flanders. Merton 
Flatley, Robert 


@Flatley, J., 


Edward 17, 163 


P., 

384 Post, San Francisco 8, Calif 

, '45....715 Lake St., Oak Park, 
Institute of Opht 


5th St., New York 32, N.Y 


Norman W., °3 


er Rouge 18, Mich 


Jefferson ave., Riv 


Professior bldg., Waterville, Maine 


] ) Sth Ave., Moline, Tl 
1518 Fifth av., Moline, Ill 


Flickinger, Roger R., '45 


Fiora, William Kennet 


Park Hospital Clinic, Mason City, la 
h, '45..406 Main st., Johnstown, Pa 


Silver st., Olney, 


27 Ludlow, Yonkers, N 
iv., New York, N. Y. 


ALR 


ALR 
ALR 


ALR 
OALR 
ALR 


ALR 
ALR 


ALR 
OALR 


ALR 
ALR 


Flynn, Charles T., Trumbull, New Haven 10, Conn. ALR 


Flynn, James A., ‘24 
1511 Rhode 


Flynn, J. Donald, ‘41 


Island avy. N.W., Washington 5, D. ( 


240 Kendall Professional bldg., Grand Rapids, Mic! 


ALR 


ALR 


ALR 
ALR 
ALR 
oP 
|| ALR 
| | ALR 
°47 
ALR 
ALR 
ALR 
‘ 
ALR 
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Charles W., 372 St. Peter, St. Paul Minn. OALR 
Folken, Frank G., "28..201 S. Broadway, Albert Lea, Minn. OALR 
Follweiler, Frank L.. "43 423 York rd., Jenkintown, Pa. ALR 
Folsom. W. H., '27 11 N. Main, Fond du Lac, Wis. OALR 
Font, Juan H., °33, P.O. Box 5363, Puerta de Tierra 
Station, Medical Arts bldg., San Juan, Puerto Rico ALR 
Foote, Charles M., 
412 N. Hastings Ave., Hastings, Nebr. OP 
Foote, Wm. D., "43. .1800 Eye St. N.W., Washington, D.C. OP 
@Forbes, Sherman B., Franklin, Tampa Fla. 
Ford, Hanby L., Robeson Champaign, OALR 
Ford, Harry C., 
1014 Medical Arts bldg., Oklahoma City 2, Okla. ALR 
Leroy Sargent, School St., Keene, ALR 
Ford, William W., ‘38 109 E. Walnut, Green Bay, Wis. ALR 
Forman, Frank S., “47 
1110 Professional Bldg., Kansas City 6, Mo. ALR 
Forney. Claudius Langdon, ‘47 
1519 S. Parkway, Chicago 15, Il. OP 
Forrester, Alex M., 43. .922 Heyburn bldg., Louisville, Ky. ALR 
2)Forsythe, S. T., "19 ... Rose bldg., Cleveland 15, Ohio OALR 
Foster, Clarence Batchelder, 
Foster, George C., Clinic, Fargo, OALR 
Foster, Harold, "35 
42-11 35th av., Jackson Hts., New York, N. Y. ALR 
Foster, Warren H., Fifth av. S., Clinton, Iowa ALR 
Foster, Wayne J., bldg., Cedar Rapids, Iowa ALR 
Fowler, Edmund Prince, Jr., 
180 Ft. Washington Ave., New York 32, ALR 
Fowler, Floyd J., Akron Clinic, 
513 W. Market, Akron 3, Ohio ALR 
Fowler, James G., '37...412 Linwood av., Buffalo 9, N. Y. OP 
Fowler, Robert H., ‘29. 610 Park av., New York 21, N. Y. ALR 
Fowlkes, John W., 63rd, New York 21, ALR 
Fox, Calvin, 1806 Spruce, Philadelphia 3, Pa. ALR 
Fox, Meyer S., 
208 E. Wisconsin av., Milwaukee 2, Wis. ALR 
Fox, Nathan H., °45....... 4010 W. Madison, Chicago, Ill. OP 
Fox, Samuel L., "43, 1205 St. Paul st., Baltimore 2, Md. ALR 
Fox, Sidney A., 75th St., New York, 21, 
Frackelton, Ralph J., 
15701 Detroit av., Lakewood 7, Ohio ALR 
Fralick, Bruce, 
First National Ann Arbor, Mich. 
Francis, Charles C., 
610 West End av., New York 24, ALR 
Francis, Norton L., °41, 214 Orpheum Bldg., Wichita, Kans. ALR 
Frank, David |., '37, 60 Gramercy Park, New York 10, N. Y. ALR 
Frank. Herman W., °43..520 Chestnut St., Gadsden, Ala. OP 
Frank, Walter L., 342 State St., Jacksonville, 
H., 
25 W. Michigan av., Battle Creek, Mich. ALR 
Fraser, Robert C., 
6777 Hollywood Los Angeles 28, Calif. ALR 
Frazee, John Richard, Beacon st., Boston, Mass. ALR 
Frazer, John Paul, The Medical Group 
1133 Punchbowl, Honolulu 43, Hawaii ALR 
fread, Bernard, 85th, New York 28, 
Fred, Gustave B., Beacon st., Boston 15, Mass. ALR 


Freedman, 0., 
1396 St. Catherine st. W., Montreal, Can. ALR 


Freedman, L. M., "13 
475 Commonwealth Boston 15, Mass. ALR 

Freeman, Marvin S., 
409 Osborn bldg., Cleveland 15, Ohio ALR 

Freeman, Sheldon B., 

Freimuth, L. E., °27 

University Club bidg., St. Louls 3, Mo. ALR 
@French, F., Temple, Marshalltown, Iowa OALR 


French, Robert W., 181 Pleasant, Malden, Mass. 
Freund, E. M., "41...... 762 Madison av., Albany 3, N. Y. ALR 
Frey, Walter D., 200 Upper, Lexington 15, Ky. 
Frey, G., Jr., 60th, New York 22, 


Fried, Joseph John, °45.5 West 86th St., New York 24, N.Y. OP 
Friedberg, Stanton A., 
122 So. Michigan Ave., Chicago 3, Ill. ALR 
DFriedenwald, Harry, 
1212 Eutaw Baltimore 17, Md. 
Friedenwald, J. S., "25. .1212 Eutaw pl., Baltimore 17, Md. OP 
Friedman, Benjamin, °33 
485 Central Park W., New York, 
Friedman, Elmer A., 
41 Fullerton Pkwy., Chieago 14, NL ALR 
Friedman, Joseph Jay, 
57 Midw 1 St., Brooklyn 25, N.Y. ALR 
Friedman, Louis Leonard, 
6078 Jenkins Arcade, Pittsburgh 22, Pa. ALR 
Friedman, Orel, "47... .469 Madison Ave., Albany 6, N. Y. ALR 
Friend, Amos Edgar, ‘47 }5 Main St., Manchester, Conn. ALR 
Fringer, Robert Chatterton, ‘46 
216 News Tower, Rockford, Ill 
DFringer, W. R., '04..... 109 Sheridan st., Rockford, Ill. OP 
Fritsche, Theodore R., '37.Fritsche bldg., New Ulm, Minn. OALR 
Fritz, Milo H., 46, 3700 Northern Blvd., Manhasset, N. Y. OALF 
Frost, Carl Grover, ’41..333 Linwood av., Buffalo 9, N. Y. ALR 
Frothingham, Florie D., °41 
133 58th, New York 22, ALR 
4 1930 Chestnut, Philadelphia 3, Pa. OP 
Fuchs, Valentine H., ‘28 
American Bank bidg., New Orleans 12, La ALR 
Fulkerson, C. B., "15 
107 Michigan Kalamazoo Mich. OALR 
Fuller, John A., Bank bldg., Reno, Nev. OALR 
209 Pine, Texarkana, Texas OALR 
Fulton, Harry C., '37..... ..339 N. Duke, Lancaster, Pa. OP 
Furlong, Frank C., ‘44, 713 Union st., Schenectady, N. ¥. ALR 
Furlong, Thomas F., Jr., °35 
Times Medical bidg., Ardmore, Pa. ALR 
Furman, Martin A.. ‘36, 
1082 Park Av., New York 28, N.Y. ALR 
Furstenberg, C., 


First Nat’l bidg., Ann Arbor, Mich. ALR 
@Fust, John H., ...231 7th, Pa. OALR 


Gabriel, K., 1101 Main St., Quiney, OALR 
Gadomski, Casimir Francis, 
331 S. Broad st., Elizabeth, N.J. OP 
Gagion, Thomas Reed, ..23 Broad st., Pittston, Pa. 
Gagliardi, George R., 
56 Proctor St., Framingham, Mass. OALR 
Joseph B., Mary’s bidg., St. Cloud, Minn. 
@Gailey, Watson W., '22..1008 N. Main, Bloomington, Ill. 0P 


Gaillard, Milton T., ‘44.. 5 Park av., Baldwin, N. Y. 0P 


| 


jaines, Shelley Rice, '46 
211 Loyola St., New Orleans 13, La. OP 
Gale, M. Jean, ‘18 Republic bldg., Denver 2, Colo. OP 
lizzi, Vincent D., ‘42, 
; Bank bidg., Pittston, Pa. OALR 
636 Church, Evanston, ALR 
Gambill, Perry Judson, °42 
New Jersey State Hospital, Greystone Park, N. J. ALR 
amble, R. C., °29.....30 N. Michigan av., Chicago 2, Ill. OP 
. Jerome A., °43 922 Keith bidg., Cleveland, Ohio OP 
Samuel Evans, ‘17 
155 East 72nd St., New York 21, N. Y. ALR 
Garber, J. M., "11.....14 N. Mulberry, Mansfield, Ohio OALR 
Ernest, 701 Chestnut st., Lebanon, Pa. ALR 
rdiner, Frederick S 17 
LO800 ¢ gie Av Cleveland 6, ALR 
Garland, Frederick E., 483 Beacon, Boston 15, Mass. 
Richard Walton, 
216 North Manoa Road, Havertown, Pa. ALR 
Garlick, George B., ‘36.144 Golden Hill, Bridgeport 3, Conn. ALR 
Garlock, Arthur Varney, Bemidji, Minn. 
Sarnier, William Hampton, ‘41 
Stillwater Nat'l Bank Bldg., Stillwater, Okla. ALR 
Garofalo, Charles J., ‘37.439—77th st., Brooklyn 9, N. Y. ALR 
urrett, Ernest W., °35...Hanna bidg., Cleveland 15, Ohio ALR 
arrett, John D., '32, Bar Ass’n bldg., Indianapolis 4, Ind. ALR 
rrick, Thomas J., 61st, New York ALR 
rten, Joseph L., 


t ig neal OALR 
Park av., New York 21, N. Y. OP 
N.Y. ALR 


tner, Samuel, 521 
vey, Thomas Quincy, "46, 115 E. 61st st., New Y 
Ira E., 
833 Medical-Dental bldg., Portland 5, Ure. OALR 
Gatewood, Richmond 19, Va. ALR 
L., 
111 st., New York 21, ALR 
Gaudet, Lucien S., 405 Franklin, Natchez, Miss. OALR 
Gaudreau, Honore E., ’34..293 Bridge, Springfield 8, Mass. OP 
ry, Russell Diener, "42 
337 Bridgeboro Road, Riverside, 
George R., 


ALR 


ie , Pittsburgh 16, Pa. OP 
Geiger, Dillon, "41....300 E. Kirkwood, Bloomington, Ind. ALR 
Gemeroy, Joseph C., 
664 Fisher Bidg., Detroit Mich. 
Gemmill, Walter D., ’39......130 Seventh, Monessen, Pa. ALR 
George, Arthur R., 
291 “E’’ St., San Bernardino, Calif. ALR 
George, Forney P., 118 Hanover, Carlisle, Pa. ALR 
William, 28.5 r Av., Kankakee, Il). OP 
rshon, Nathan Isaac, '45 
727 W. Peachtree St., N.E., Atlanta, 
Gerstley, Manfred J., 
83 E. Genes 


Ga. ALR 


neateles, N.Y. ALR 
Martin Llewellyn, ‘40 
27 Admiral rd., 
Bennett G., 
891 St. Marks 
ler, Wm. 
2902 Fairfield av., Ft 
Bernard Charles, 
2028 Pine St., Philadelphia, Pa. 
Charles 481 Beacon st., Boston 15, Mass. ALR 
William B., °44, Calif. OP 


16, ALR 


suffalc 


Brooklyn 13, N. Y. ALR 


Wayne 6, Ind. OALR 


Gibby, Harold J., ‘31 .....27 Elm, Worcester 8, Mass. ALR 
Gibson, Glen G., °35 ..255 §. 17th, Philadelphia 3, Pa. OP 
Gibson, William J., °43 .650 Main, New Rochelle, N. Y. ALR 
Gidoll, Sidney H., °42 


16 Sutter st 


, San Francisco 2, Calif. ALR 
Gifford, Harold, '37 Medical Arts bldg., Omaha 2, Nebr. OP 


Gilbert, Joseph G 


Gilbert, Ralph H., °41..Metz bidg., 
Gilfillan, Homer J., Gilfilla 

Gill, E. G., °19 711 S. Jeffer 
Gill, King, 


Clinic, Bloomfield, Ia. ALR 
Roanoke 10, Va. ALR 


Chapar Corpus Texas ALR 
Gill, Bache 
1726 Eye st. 


Davis, ‘2 


Nashington 6, D. C. ALR 
Gill, Wm 
705 E. Houston, San 

Albert Ritchie, '47 
Cor. Lewis and Frederick Staunton, Va. ALR 
Gillespie, Elmer H., °38 6 State St., Reno, Nev. ALR 
Gillett, Wilbur G., °20,..201%4 N. Main, Wichita 2, Kan. OP 
Gillette, D. F., ’25 State Tower, Syracuse 2, N. Y. OP 
Gilligan, Alexander, ’39....1154 Dean, Brooklyn 16, N. Y. 
Gilliga John Henr "46 


Antonio 5, Texas OALR 
Gillespie 


007 N. Highland St., Arlington, Va. ALR 
Gilliland, 0. S., '30.Professional bldg., Kansas City 6, Mo. ALR 
Gillis, Marion Howard, Jr., °43 

204 Walnut, Salisbury, Md. OP 
Be 221 S. 6th, Terre Haute, Ind. OALR 


odlatte Brow 


2Gillum 
Gilmore, G 
2940 Grand Concourse, New York 58, N. Y. ALR 
Gilmore, Milton A., ‘36.....Box 172, Parkersburg, W. Va. OP 
Gilmore, Robert 0., 1159 Hancock, Quincy, Mass. ALR 
ull b f Norman A 
720 Bryant Bldg., Kansas City 6, Mo. ALR 
Gipner, J. F., "26...Medical Arts bldg., Rochester 7, N. Y. OP 
Girard, Paul H., °44, 258 Genesee St., Utica, N. Y. OP 
Gissy, C. J., °43..717 Metropolitan bldg., St. Louis 8, Mo. OP 
>)Gittins, T. R., °20 Davidson bidg., Sioux City 18, Ia. OALR 
Givner, Isadore, '36.....108 E. 66th, New York 21, N. Y. OP 
Glasford, S. T., °24 ..416 Elizabeth, Pekin, Ill. OALR 
! 
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Glasgow, S. Condit, ‘44, 8 E. Alisal St., Salin Calif. ALR 
Glassburn, Edward Myler, ‘47 
6102 Jenkins Arcade, Pittsburgh 22, Pa. ALR 
Glatt, Morris A., ’31. 55 E. Washington, Chicago 2, Ill. ALR 
Glauber, Jerome J., ‘44 878 Lafayette, Buffalo 9, N.Y. ALR 
Gleason, John E "40 
David Whitney bldg., Detroit 26, Mich. ALR 
Glick. Harry N., ’28 1504 S. Grand bivd., St. Louis 4, Mo. ALR 
Glorig. Aram, Jr., ‘47 
Veterans Adm., Room 880, Washington, D. C. ALR 
DGlosser, Herbert H., °12....47 N. Broad, Wellsville, N.Y. OP 
Glover, Arthur C., '33 ..811 W. Church, Elmira, N. Y. OALR 
Glover, Lewis P., ‘38 1200 Fourteenth ay., Altoona, Pa. OP 
Glowacki, Ben F., ’28 Maccabees bldg., Detroit 2, Mich. OALR 
Glushak, Leopold, ‘38..1 West 85th, New York 24, N. Y. ALR 
Goad, R., ..110 2nd St., Iowa 
Goar, Everett L., "26...1300 Walker av., Houston 2, Texas OP 
Godwin, Dean E., ‘44, 117 E. 8th st., Long Beach 2, Calif. ALR 
Goehring, Donald Everett, °41 
Butler S. & T. bidg., Butler, Pa. ALR 


Goetzman, Arthur C., ‘42 


8 United Office | 


Goldberg, Herman K., ‘42 

719 N. Char! , Baltimore, Md. OP 


ig., Niagara Falls 


bd “ 
a" 
| 
| 
285 New York Brooklyn 16, N.Y. ALR 
t 
; 
| 
= 
‘ 


' 
ye 
rs 


ACAD 
Goldberg, Sol, Jenkins Arcade, Pittsburgh 22, Pa. 
Goldberg, Sylvan S., 
Suite B, 121 N. San Vicente bivd., Beverly Hills, Cal. ALR 


Goldcamp, Edward C., 
Dollar Bank bldg., Youngstown 3, Ohio ALR 
Goldcamp, John S., ‘41 
$10 Dollar Sav. & Tr. Co. bldg., Youngstown 3, Ohio OP 
Goldenburg, Michael, 
104 S. Michigan av., Chicago 3, Ill. OP 
Goldhammer, Samuel, ‘45. . Republic Bldg., Denver 2, Colo. OP 
Golding, Joseph E., Nevins, Brooklyn 17, 
Goldman, A. Milton, "28 
1 N. Village av., Rockville Centre, L. I., N. Y. OP 
Goldman, H. G., ’23, 57 W. 58th st.. New York 19, N. Y. ALR 
Goldman, Irving Brice, *40 
E. 60t 


New York 22, ALR 


Goldman, Jerome, 1 Johnson Av., Newark 8, NJ. OP 
Goldsmith, Jacob, 60th St., New York 22, N.Y. 

Goldsmith, Perry 2, Med. Arts bldg., Toror 5, Can. ALR 
Goldstein, Henry Z., “36 31 Lincoln Park, Nev ALR 


Goldthwaite, Ralph H., ‘35, Brig. Gen. (MC) (Retired) 
299 East Valley Rd., Santa Barbara, Calif. OALR 
Gollom, Joseph, Bloor st. W., Toronto, Can. ALR 
Gomon, Louis D., Eddy Saginaw, Mich. 
Gonne, Wm. S., 
David Whitney Detroit 26, Mich. ALR 
Gooch, John B., 
Canal Bank bidg., New Orleans 12, La. ALR 
Good, Palmer W., ‘37 715 Lake St., Oak Park, Ill. OP 


Good, Richard P., °41 
308 Armstrong-Landon bldg., Kokomo, Ind. ALR 
Good, Wm. M., ’29....... 63 Center, Waterbury 18, Conn. ALR 


Goodale, Robert L., Dartmouth, Boston 16, Mass. ALR 
Goode, Edward A., 
143—28 Sanford Flushing, ALR 
Goodfellow, Thomas J., 
Arcade bidg., Saratoga Springs, N. Y. OALR 
Goodhill, Victor, 
2007 Wilshire Blvd., Los Angeles 5, Calif, ALR 
Goodman, Thomas L., 
1601 Clover Lane, Fort Worth 7, Texas ALR 
Goodspeed, Harry B., 
Pleasant, Worcester Mass. ALR 
Goodwin, Themas M., Clinic, Elkins, Va. ALR 
Goodwin, Vernon L., 
509 Central Tower, Youngstown 3, Ohio ALR 
Gordon, Betty Constance, 
%9 Lafayette Ave., Brooklyn 17, N. Y. OP 
Gordon, Charles H., Deering, Portland Maine ALR 
Gordon, Dan Morris, 
525 E. 68th St., New York 21, N.Y OP 
Gordon, George Raoul, 
913 S. 19th St., Birmingham, Ala. ALR 
Gordon, Glenn G., Alexander Baker, Ore. ALR 
Gordon, John Simpson, 
c/o Nalle Clinic, 412 N. Church St., Charlotte 2, N. C. ALR 
Gordon, William, °33, 5 ia 39, Pa. ALR 
Gorin, Meyer, °42, 39 S. Goodman St., Rochester 7, N. Y. ALR 
Gorman, James R., Arts bldg., Lynchburg, Va. ALR 
Gorney, Arthur J., '39, 14 Charlesgate West, Boston, Mass. ALR 


16th and Vincennes, Chicago Heights, OALR 


345 Spruce St 


Gorrilia, Laurence Vincent, ‘42 
1114 M st San Luis Obispo, Calif 
Gosney. C. W., ‘20 
5217 Hollywood bivd., Los Angeles 27, Calif 
Goss, Harold L 7..4502 | rd St., Seattle 5, Wash 
Gottlieb, Bernard N., "39 
387 Eastern Parkway, Brooklyn 16, N. Y. 


Gough, Roy H., 10th, Fort Worth Texas OALR 


Gould, Nathaniel Jay, ‘37 
940 Grand Concourse, New York 56, N. Y. 
Gouterman, Joseph 1930 t, Philadelphia 3, Pa 

Goux, Raymond S., 
David Whitney bldg., Detroit 26, Mich 

Gowen, Thomas F., '39, Comdr. (MC) USNR 

N.A.S. Dispensary, Norfolk, Va 

Gowens, Henry L., Jr., "42 
2217 Delancey, Philadelphia 3, Pa. 


Grace, Charles C., 145 King, St. Augustine, Fla. 
Gracey, George F., "24..... ..209 State, Harrisburg, Pa 
DGradle, Harry S., ‘11 

14060 Valley Vista blvd., Sherman Oaks, Calif 


Graebner, Herbert, ‘34, American Airlines, NYMA, 
Jackson Heights, New York, N. Y 
Graef, Fred W., 54th, New York 22, 
Grafton, Edwin G., Jr., “47 
4319 Oak Lawn Av Dallas 4, Tex 
Graham, George Albert, 
842 Carroll St., Brooklyn 15, N.Y 
Granberry, Carl, 
Maison Blanche bldg., New Orleans 16, La 
@Granger, W. B., '20... dg., Emporia, Kans 
DGrant, Fred E., 
Kalamazoo Bank Kalamazoo Mich. 
Grant, H. W., ‘30.Lowry Med. Arts bldg., St. Paul 2, Minn 
Grant, Maurice David, 
1860 Morris av., New York 53, 
Address Unknown 


Gazette bl 


Graves, Basil, 
Gray, Claude Cleveland, ‘47 
Medico-Dental Bldg., Sacramento, Calif. 
Gray. Leon Fowler, 47, 509 Marshall St., Shreveport 4, La 
Gray. Raymond John, ‘47 
5095 Jenkins Arcade, Pittsburgh 22, Pa 
Greear, James Jr., 
1740 M st. N.W., Washington 6, D. C 
Green, Frank Murray, ‘47 
1502 Mott Ave., Far Rockaway, N. Y 
Green, Hyman S., °35..25 EF. Washington st., Chicago, Ill 
Green, John, 
3720 Washington St. Louis 
Green, Stanley L., "44, 129 W. Lexington, Independence, Mo 
Greenburg, Maynard M., 


16 Medical Arts bldg., Omaha 2, Nebr 
Greene, James S., Irving pl., New York 


Greene, Laurence W., bldg., Denver Colo 


Greene, Maurice L., 
M ri Theater bidg., St. Louis 3, Mo 


Greene, Philip Burkland, 46 


517 Old National Bank bldg., Spokane, Washington OF 


Greenfield, Philip, "47 Veterans Hospital, Temple, Tex. 0P 


Greenfield, Samuel D., "27 
169 New York av., Brooklyn 16, 
Greenfield, William J., ‘28, 50 Anderson, Hackensack, N. J 
and 30 E. 40th, New York i6, N. Y 


Greenlee, Max R., Theatre Oskaloosa, 


Greenwocd, Glenn v., 50 
154 Medio dr., Los Angeles 24, Calif 


ALR 
OAL® 


OALR 


ALR 


ALR 
ALR 


ALR 


ALR 


ALR 
OALR 
OALR 
ALR 
ALR 
oP 
OF 
0 Pp 
OF 
m= 


DIRECTORY 


James S., 210 St., Marion, Ohio 
100 Main, Hutchinson, Kan. OALR 
Grego, John B., 
Security Nat'l Bank bldg., Sioux Falls, S. D. OALR 
Gresser, Edward B., 75th, New York 21, 
Gressette, James H., ‘44.. ......Orangeburg. S. C. ALR 
Griesemer, Z. Lawrence, ‘43, 
1145 E. Jersey, Elizabeth 4, N. J. OP 
Griesman, Bruno L., '39 3 E. 66 st., New York 21, N.Y. ALR 
Grieve, Harry Gordon, ‘44 
315 Scollard bldg., Victoria, B.C., Canada OALR 
Griffey, Edward W., 
Medical Arts Houston Texas OALR 
Griffey, Walter P., ‘39 
1303M Clinton Blvd., Bloomington, Ill. OP 
Griffin, Edwin A., 
18 Prospect Park West, Brooklyn 15, N. Y. ALR 
Harold M., 
Johnstown Bank Trust Pa. 
Grigsby, Roll Second st., Ashland, Wis. ALR 
Americo John, 
100 West 59th, New York 19, 
Grimes. Martin Osmond, ‘47, 57 Kay St., Newport, R. 1. OP 
Grimmett. Roger Skelton, ‘40 
406 Akron Savings and Le B Akron, Ohio ALR 
Gromer. Terry John, ‘46 
110 Metropolitan bldg., Denver, Colo. ALR 
met, Maurice T., ‘45 
| Rd., Brooklyn + N. ¥. ALR 


Veterans Administration, Bay Pines, Fla. ALR 
man, Herman P., '28..210 Ang 1. 0P 
nan, Erwin E., "44 
238 W. Wisconsin av., Milwaukee, Wis. OP 
ve. Bruce Alexander, ‘42 126 W. Market, York, Pa. OP 
Grove, Russell C., 58th, New York 22, ALR 
Grove, E., 
324 E. Wisconsin av., Milwaukee 2, Wis. OALR 


Providence 6, } 


e Rudolph 
oo Parkway, Brooklyn 18, N. Y. OP 
Karl W., ‘38 258 Genesee, Utica 2, N. Y. ALR 
ell, George F., “38 244 E. Douglas, Wichita 8, Kans. 0P 


subner, Julius, °37 25 Lefferts av., Brooklyn 25, N. Y. ALR 
Leon Henry, ‘47 
24 EE. W nA Milwauk 2, Wis. ALR 
DuPont 
503 Professional bldg., Richmond, Va. OP 
genhemm, L. K., 
321 Glenroy av., Los Angeles 24, Calif. ALR 
bor, George P., °33, 303 Central Life bldg., Ottawa, Ll. OP 
Gulick, John Duncan, Union, Schenectady ALR 
Millard E., ‘39 $11 30th St., Oakland 9, Calif. OP 
ndelach, C. A., °12 
University Club bldg., St. Louis 3, Mo. ALR 
Gundersen, Trygve, Bay State rd., Boston, Mass. 
Ernest Hearst Av., Berkeley, Cal. 
Jerson, Harvey Clifford, °45 
2001 Collingwood Ave., Toledo 2, Ohio ALR 
Lawrence Kramer, 
1930 Wilshire Los Angeles Calif. ALR 
Milus L., Mound, Harlan, Ky. ALR 


Henry H., 
215 Bankers Trust Bldg., Des Moines, lowa OP 


900 17th St. N.W., Washington 6, D.C. OP 


Gustafson, Olga Frideberg, 
185 N. Wabash av., Chicago 1, Ill. OP 
Gutkin, Morton Lewis, °45 
71 East 80th St., New York 21, N. Y. ALR 
Guy, Loren P., '34....... 40 E. 62nd, New York 21, N. Y. OP 
Guyton, B. S., '18..512 Van Buren ay., Oxford, Miss. OALR 
Guyton, Jack Smallwood, ’41 
Johns Hopkins Hospital, Baltimore 5, Md. OP 
Guzek, Joseph T., Connell bldg., Scranton Pa. 


Haas. Joseph Stahl, ‘47 
58 E. Washington St., Chicago, Ill. OP 
))Haden, Henry C., '13.....1914 Travis, Houston 3, Texas OP 
Haessler, Herbert, bldg., Milwaukee Wis. 
Hagaman, Van Dyke, ‘34 
Lamar Life bldg., Jackson Miss. ALR 
Hagan, Cornelius E., Jr., 
1918 Oneida, Spokane, Wash. ALR 
Hageman, George Ricker, 
Longmont Hospital, Longmont, Colo. ALR 
Hagens, Elmer William, Michigan, Chicago ALR 
Haggart, Harry H., °37. 
920 Carew Tower, Cincinnati 2, Ohio ALR 
Hagood, Daniel S., '43 
822 First Nat’l Bank bldg., Montgomery 4, Ala. OP 
Hague. Elliott B., °39 454 Franklin, Buffalo 2, N. Y. OP 
Hahn, Wm. H., Clinton Av., Newark, N.J. 
Hahn, William N., '38 
City Nat'l Bank bldg., Omaha 2, Nebr. OP 
Haik, George M., 43, 812 Maison Blanche bldg., 
New Orleans, La. 


Haines, Henry L H ' State st.. New London, Conn. ALR 
Haire, Paul G., Pleasant, Malden 48, Mass. 
Hale, Arthur S., '28.. Eaton Tower, Detroit 26, Mich. OALR 
Hale. Channing Ward {7 

281 Pomona, Calif. OP 
Haley, Paul J. D., '37. So. Harwick, Mass. ALR 
Hall, Albert Winter. “47, 6820 W r Ave., Berwyn, Ill. ALR 


Hall, Alice K., '24 ...25 E. Washington, Chicago 2, Ill. ALR 
Hall, Colby, '42 1136 W. 6th St., Los Angeles, Calif. ALR 
Hall, Donald S., 
Vicksburg, Miss. OALR 
Hall, Edwin P., Box 212, Oneonta, N.Y. ALR 
Hall. James Tidwell, Lubbock, Tex. ALR 
Hall, Lawrence H., Oak, So. Pasadena, Calif. OALR 
Hall, Raymond A., ‘39 
514 Home Loan Youngstown, Ohio ALR 
Hall, Sobisca S., ‘34, Empire Bank Bldg., Clarksburg, W. Va.ALR 
Hailaron, John J., 
5740 Vicksburg St., New Orleans, La. ALR 
Hallberg, Olav Erik, "42.....Mayo Clinic, Rochester, Minn. ALR 
Hallum, Alton V., Peachtree, Atlanta Ga. 
Halsted. Fred S Is 
Metropolitan bldg., Denver Colo. OALR 
Hamilton, Richard G., °40 
Medical Arts bidg., Pittsburgh 13, Pa. ALR 
Hamlin, Fred E., '26........P.0. Box 2276, Roanoke, Va. ALR 
Hammond, Arthur, '35 
David Whitney bldg., Detroit 26, Mich. ALR 
Hampsey, Joseph W., bldg., Pittsburgh 22, Pa. ALR 
Hamrick, DeWitt, 601 Jackson, Corinth, Miss. ALR 


R | 
| 
R 
win, Bernard J.. "42 
~ 


Hanckel, Richard White, Jr., 

96-A Bull, Charleston 16, 8S. C. ALR 
Bahr Arcade bldg., Pottstown, Pa. ALR 
450 Sutter, San Francisco 8, Calif. ALR 


Hancox, Cecil 
Hand, Frank, °35 
Hands, Sidney G., 
Wm. P., Medical Arts bidg., Omaha Nebr. OALR 
Hankins, George Geddy, "41 
Medical Arts bldg., 
55th, New 


Newport News, Va. ALR 
Hanley, Swift, '37 40 W York 19, N. Y. ALR 
Hanley, Jeanne Roeling, 

Maison Blanche New Orleans 16, La. ALR 
William Henry, ‘47 
1801 St., 


§ Hanna big., 


Hanna 
N.W., Washington, D. C. OP 
Hannon, Emmet, Cleveland 15, Ohio 
Hansel, French K., "26.634 N. Grand av., St. Louis 3, Mo. ALR 
@Hansen, Erling W., ‘20 
Medical Arts bldg., Minneapolis 2, Minn. OP 
Hanser, Samuel Albert, '43 
3424 Lonefe 
Hanson, George, 
1528 Medical Dental Bidg., 
Hanson, Frederick Charles, 
162 Angell St., Providence, R.I. OP 


Louis 4, Mo. OP 


ow bivd., St 


Seattle Wash. 


Hanson, Henry V., ‘47 
U. S. Veteran’s Hosp., Minneapolis, Minn. ALR 


Spivey East St. Louis, ALR 


Hanson,, Wm. L., 
Hantman, Irvin, "39 
900 17th St., N.W., Washington 6, D. C. ALR 
Happ, Linley C.. "41. 170 Waterman st., Providence 6, R.I. ALR 
James, 436 Boyle Av., Los Angeles 33, Cal. ALR 
Haralson, Charles H., Arts Tulsa Okla. 
Harbert, Frederick, Capt. (MC) USN 
U. S. Naval Hosp., Philadelphia, Pa. OALR 
@Harbert, John P., 135 Main, Ohio OALR 
Harbin, Thomas Shelor, Harbin Hosp., Rome, Ga. 
@Hardesty, F., 
Missouri Theatre bldg., St. Louis Mo. 
Hardie, C., Michigan Jackson, Mich. OALR 
Harding, Myron S., 
308 Hume-Mansur bldg., Indianapolis Ind. 
Hardy, Guerdan, “38 
3720 Washington Blvd., St. Louis 8, Mo. OALR 
Hardy, LeGrand H., 79th, New York 21, 
Hardy, Walter B., Highland, Birmingham Ala. ALR 
Hargitt, Charles A., Schermerhorn, Brooklyn 
Harkins, Herbert P., "42 
1930 Chestnut st., 
Harkins, William Blake, “41 
3720 Washington ave., St. Louis 8, Me 


DHarkness, Gordon F., 


Philadelphia 3, Pa. ALR 
ALR 


Putnam bldg., Davenport, Iowa OALR 
Harley, Robison D., 
101 So. Indiana Av., 
Harlowe, Harold Douglas, 
Garberson Clinic, Colony bidg., Miles City, Mont. ALR 
Harned, John W., '39..90214 S. Main st., Hopkinsville, Ky. ALR 
Harner, Clyde E., 
1091 No. Palm Canyon Drive, Palm Springs, Calif. OALR 
Buffalo 9, N. Y. ALR 


Atlantic City, N.J. OP 


Harnick, Israel, '39..1182 Delaware av., 
Harper, DeWitt Lawrence, 

111 East North st., Greenville, S.C. ALR 
Harrell, Voss, Hofman Detroit Mich. ALR 


Harrill, James A., "41 
Bowman Gray School Medicine, Winston Salem, ALR 


Harrington, David 0 17 
Harrington, John Thomas, ‘40 
$50 Sutter St., s Franc Ca ALR 
Harrington, Silas Frederick, "42 
227 Herschell, Dallas 4, Texas ALR 


Harris, C. M., °10.Johnstown Trust bldg., Johnstown, Pa. OALR 
Harris, Carl B., 
319 Hume Mansur bidg., Indianapolis 4, Ind. OP 


Harris, Edward W., °30 
240 East State st., Columbus 15, Ohio ALR | 
Harris, H. B., ‘10. Fidelity Medical bldg., Dayton 2, Ohio OALR 
Harris, Harold Earl, '42.Cleveland Clinic, Cleveland 6, 0 ALR 
Harris, Herbert H., 
1039 Mellie Esperson bldg., Houston ALR 
Harris, Herman Lee, '46 
Reynolds Arcade bldg., Bristoi, Va ALR 
Harris, J. Harley, 
Methodist Hosp., Doctors Memphis Tenn. ALR 
Harris, Louis D., "44...... 242 Trumbull, Hartford, Conn. OP 
Harris, Morris, 102 Broad st., Bloomfield, N.J. 
Harris, Robin, °23 964 N. State, Jackson 6, Miss. ALR 


Harrison, Fred H., °28 
Second Bank Pa. OALR 
Harrison, Glen H., "44..307 Washington st., Waukegan, Il!. OP 
Hart, N. Leon, “44 
710 Pere Marquette Bldg., New Orleans, La. ALR 
Hart, Verling Kersey, ‘46.108 West 7th St., Charlotte, N.C. ALR 
Hartenbower, George E., 1212 Broadway, Normal, ALR 
Hartgraves, Hallie, 
St. Mary's Convent, Kenosha, Wis. OP 
Hartman, Deane C., 
727 W. Seventh st., 
Hartman, Eugene C., 
610% Market, Parkersburg, Va. OALR 
Hartzell, Sol M., ‘11 
137 
Harvey, Elmer Frank, 
1422 Euclid Av., Cleveland 15, Ohio OP 
T)Harvey, N. Darrell, 04.112 Waterman, Providence 6, R.I. OALR 
i)Haskell, Alfred W., "18....142 High, Portland 3, Maine OP 
2122 California St., Washington 8, D C. ALR 
1203 Asturia, Coral Gables, Fla. ALR 
Hatcher, William F., 
804 Medical Arts Roanoke 11, Va. 
@Hauer, A. M., "16... 
@Haughey, Wilfrid H., °11.Post bldg, Battle Creek, Mich 
Haughton, Thomas J., 
2125 llth Ave 
Hauser, |. Jerome, 
606 David Broderick Tower, 
Hauser, Maurice J., 
606 Broderick Tower, 


Los Angeles 14, Calif. OP 


Peck dr., Beverly Hills, Calif. OALR 


350 E. State, Columbus 15, Ohio ALF 


Regina, Sask., Canada ALS 


Detroit 26, Mict 


Detroit 26, Mich. OF 
Colo. OF 


Hausmann, Gertrude S., 16th st., Denver 


Walter K., "44 
2757 Ewing Ave., 


Havens, Fred Z., Clinic, Rochester, ALR-P! 


Haven, 


Minneapolis Minn. OALR 


2Hawman, Erle G., ‘20 
4051 


Hawn, Hugh W., 
807 Broadway, Fargo Clinic, 


Hawthorne, T., 
110 


Broad, Philadelphia 49 


Farg 


ALR 


Braddock, Winchester, Va 


DIRECTORY 


Hayden, Jerome William, ‘42 
4458 Madison st., Chicago 24 


Hayes, Merrill B., ‘40 710 Madison st., Chester, Pa 
Hayes, Robert T., Coburg, St. John, B., Can 

Hays, Arthur V 14 1300 27th ave., Gulfport, M 
Charles E., Luzerne St., Johnstown, 
Hazen, Frank, 231 Chestnut, Meadville, 

Heard. Mary K., "10, (Retired) 

7412 2nd Ave. N., St. Petersburg 6, Fla 
Heare. Lous C 39 Box 312, Port Arthur, Texas 
Hearn, Paul P.. ‘43. .384 Post St., San Francisco 8, Calif 

Heath. Parker. ‘24 8 Fernway, Winchester, Ma 

Hebble, Howard Miller, "40 

320 Chester av., Moorestown, N. J. 


Heckert, Frank B., "44 
1105 Bank of Lansing bldg., Lansing, Mict 
Hedemark, Norman G., ‘43 


218 Eastman Bldg., Bolse, Idaho 


Hedlund 


G. 0., '36 ..616 Mer Painesville, Ohio 
Harry J., "18 
212 W. Wiscor 
Heed, 
R., 
Medical Arts bldg., 
Iman, George, 
Union Central bldg., Cincinnati 2, 
berg, Charles J., ‘31.. 
ne, Lyman H., °38 
William Howard, 
Odd Fellow bldg., Fremont, N 


Heyburn bldg., Louisville 2, Ky 


tor av., 
Heeb 


in av., Milwaukee 3, Wis 


Grand Rapids 2, Mich 


.635 Main, Fremont, Nebr 


teer, J. D., °05.... 


Helbling, Franklin Kirkland, '45 
34 No. Ash St., Ventura, Calif 
eld, Albert E.. 39. .732 Eastern Pkwy., Brooklyn 13, N.Y 
Hempstead, Bert E., Clinic, Rochester, Minr 


Henderson, Charles Henry, 45. .800 Park Ave., Nortor 


erson. Charles William, ‘4 
504 Solomon Bldg., Ark 
Henderson, James Alexander, 
2450 College Ave., Quincy, 
Jerson, John Warren, ‘47, Mayo Clinic, Rochester, Minr 
Jerson, John Woodworth, ‘47 
University Hospital, Ann Arbor, Mich 
fricks, John Ellswo/th, ‘47 
14 West Locust St., Newark, Ohio 
Hendricks, Louis J., °31 Carew Tower, Cincinnati 2, Ohio 


er, Robert, 37, 1830 Burton Ave., Highland Park, Ill 
Hennessey, Wm. W., ‘20 333 Essex, Salem, Mass 
ning, Carl, 
1752 Massachusetts av. N.W., Washington 6, D. C 
inger, L., °13 
65 N. Madison ay., Pasadena 1, Calif 
rich, Mary Ingeborg, 
I i Ave 
John William, 46 
2001 Fourth Ave., San Dieg Ca 
Henry, George Arnold, 


rickson 


Medical Arts Bldg., Toronto 5, Ont. Canada 


595 E. Colorado, Pasadena 1, Calif. 
Margaret, ‘47, 384 Post St., San Fran » 8, Calif 
Robert T., '42,........Grady bidg., Colfax, Wash 


Otto S., "40. 
George E., 
812 S.W 


.250 Prospect a 
18 


Washington, Portland 5, Ore 


Hebert, Arthur W., Sutter, San Francisco Calif. 


1205 Spruce, Philadelphia 7, Pa. 


Ohi 
Medical Center, Pensacola, Fla. 


, Hackensack, 


ALR 
ALR 
ALR 
ALR 
ALR 
ALR 


ALR 


ALR 
OALR 


OALR 
ALR 


OALR 


ALR 

ALR 
ALR 


ALR 
OALR 


ALR 


ALR 


ALR 


OALR 


ALR 


Henton, George H., 
812 S. W. Washington st 

Hepp, Virgil Eugene, 
178 Canon Drive 


Santa Barbara, Calif. ALR 


Herr, Albert H., ‘37 129 N. Elizabeth st., Lima, Ohio ALR 
Hersh, Joseph H., "44..57 W. 57th st., New York 19, N.Y. ALR 
Hert, Cecil B., "40 29 N. Goodman st., Rochester, N.Y. ALR 


8th, Allentown, Pa. ALR 


Hertz, William J., '36........125 N. 


Herzig, Arthur J., '41.667 Madison av., New York 21, N. Y. ALR 
Herzog, Max, ‘41...... 2815 81% av., Rock Island, Ill. OP 
Hess, William L., 
2018 Fairburn, Los Angeles 25, Calif. OALR 


Marion William, '46 
317 Marble Arcade Bldg., 
A. Werner, ’ 
Madison av., New York 21, ALR 
and 260 North av., New Rochelle, 
Eccles bldg., Ogden, Utah OALR 


Hester, 
Lakeland, Florida OP 


Hetrick, J. 


Hetzel, C. C., ‘06 
Hetzel, Clarence Charles, Jr., “46 


721 Eccl 


; Bldg., Ogden, Utah ALR 


Hewitt, Wright P., ‘44.51 Bratt t., Cambridge 38, Mass. ALR 
Hewson, Wm ] 2 1 La t., Philadelphia 3, Pa. ALR 


Hickey, Cornelius S., ‘46 
39 Bay State Road, Boston 15, Mass. ALR 


nver Colo. ALR 
j 211 Third st., Logansport, Ind. ALR 
igh, 


...Republie bldg., De 


26. 


William J., °30 


, William Wynne, ‘4: 


, Ellensburg, Wash. ALR 
, San Diego 3, Calif. ALR 
411 E. Mason, Milwaukee 2, Wis. OALR 
Pampa, Texas OP 


Higbee. D. R., °27 

Higgins, R. P., 
Higgins, S. G., ‘11 

High, Clifton E., °35....Combs-Worley bldg., 

High, Howard Charles, 

nsin Milwaukee Wis. ALR 

$26 5th, Reading, Pa. ALR 


Wise 

High, Isaac B., °31 
Hilding, Anderson C., ‘31 

Medical Arts bldg., Duluth Minn. OALR 

Hildreth, H. Rommel, °34 

720 Washington Blvd., St. Louis 8, Mo. OP 

Hilgartner, Henry L., Jr., 202 St., Austin, Texas 

Hilger 


Jerome Andrew, '46 

444 Lowry M 

Hill, C. E., °19......160 Bloor st 

Hill, Emerson S., °37 

Hill, Frederick T., '28.Professional bldg., Waterville, Maine ALR 
Hill, Howard E., ‘39 

$02 W. Jack 


Arts Bldg., St. Paul, Minn. ALR 
W., Toronto Can. 


t., POB 774, Muncie, Ind. ALR 
Main, Waterville, Maine 


= 
= 
a 
_ 


Hill, 
Hilleman, George A., "40 

267 Alexander st., Rochester 7, N. Y. ALR 
Hillyer, Ernest C., 


1033 Gayley av., Los Angeles 24, Calif. OP 

Hilsinger, Raymond Louis, "47 
Doctors Bldg., Cincinnati 2, Ohio ALR 
Himelfarb, H. M., 80 E. Queen st., Chambersburg, Pa. ALR 


Jacob Gordon, ‘47 
206 Commonwealth Bldg., Cleveland, Ohio ALR 


Himmel 


Hinderer, Kenneth H., 
Medical Arts bldg., Pittsburgh 13, Pa. ALR 


Hipp, Walter, '45......140 E. 54th St., New York, N.Y. OP 


R | 
Hickey, Harold L., 
Hickman, Warren R., ’ 
Hicks, Vonnie M., 
| 7 
ALR 
OP : 
ALR 
OALR 
OALR 
ALR 
Hem 


ACADEMY 


Hipskind, Myron Maxwell, '40 

6060 Drexel Chicago 37, ALR 

Hirschfelder, Max Kurt, "41....408 W. 2nd, Centralia, Il. OP 
Hirschmann, Hans A., 

1502 Mott ay., Far Rockaway, N. Y. ALR 

Hitschler, William J., 

Chestnut Philadelphia 18, ALR 

Hitz, John B., "34....411 E. Mason st., Milwaukee 2, Wis. OP 

Ho, Wayne Y. H., '37 


1401 S. Hope St., Los Ang 


15, Calif. ALR 


Hobart, Carl, Gra St. Louis 16, Mo. OP 
Hochfilzer, John J., 

Lowry Med. Arts bldg., St. Paul 2, Minn. ALR 
Hodge, George E., Drummond, Montreal, Can. ALR 
Hodge, James V., 105 Market, Kingsport, Tenn. ALR 


Hodsdon, F., Box 923, Miami Fla. OALR 
Hoeper, Philip George, “47, Mankato Clir Mankato, Minn. OP 
Hoffman, G., Michigan av., Chicago OALR 
Hoffman, N. Fulmer, Jr., ’43 

2126 Spruce st., Pa. ALR 
2 Hoffman, Walter F., ‘20 

819 Boylston Av Seattle 4, W oP 
Hoffman, Walter Lees, ‘39 

Medical Arts bidg., Minneapolis 2, Minn. OP 

Hoffman, William &4., 

30 N. Michigan av 
Hoffmann, John N., ‘27, Peopl ba ig., Ca 
Hofling, Charles A., ‘20 19 W. Sth St., Cincinnati 2, 0 oP 
Hofmann, Albert P., Vine, Cincinnati 19, Ohio ALR 


Kahl bldg., Davenport, Iowa OALR 
Hogan, Chester F., Main st., Houlton, Maine ALR 
Hogan, Michael John, ‘4: 

50 Sutter St., San Francisco 8, Calif. OP 
750 Main, Hartford 3, Conn. OP 


Hogsett, Smith Fuller, '42 
673 Paulsen Medica 
T)Hogshead, J. M., 
602 Georgia av., Chattanooga 3, Tenn. OALR 
(Hogue, D. W., ’08........ 34 W. High, Springfield, Ohio OALR 
DHohf, Julius A., °15 ..Clinie bldg., Yankton, S. D. OALR 
Hoitash, Frederick J., 
P. 0. Box 1066, Huntington 13, W. Va. OP 
Holcombe, Virgil Eugene, 
Medical Arts bldg., Charleston Va. ALR 
Holden, Harold M., 
3875 Wilshire blvd., Los Angeles 5, Calif. ALR 
Holden, Wm. H., 755 Park New York, N.Y. ALR 
Holding, Bruce F., "36..... Bell bldg., Montgomery 4, Ala. ALR 
Holinger, Paul H., °37..700 N. Michigan, Chicago 11, Ill. L 
Hollabaugh, Charles F., 
1915 Church St., Nashville, Tenn. OP 
Holland, Emory E., Main st., Richmond, Ind. 
Holland, John Gill, 725 Church, Lynchburg, Va. ALR 


Minor, 
1200 Prince Edward, Fredericksburg, Va. ALR 
Hollowell, Frederick Dixon, '40 
705 Lamar Life Jackson, Miss. ALR 
Holmberg, Conrad Joel, 
527 Medical Arts Bldg., Minneapolis 2, Minn. ALR 
Holmen, Robert W., 
Lowry Medical Arts bidg., St. Paul Minn. ALR 
Holmes, Dorothy Behner, 
1816 Street N.W., Washington D.C. 


Holmes, Edgar M., Dartmouth, Boston 16, Mass. ALR 
Holmes, Will W., “35 kK. D. No. 4, Logansport, Ind. ALR 
Holohan, Joseph L., '37 330 State, Albany 6, NY. OALR 
Holstein, Theodore, ‘42 

127 llth St., Sacramento 14, Calif. OP 
Holt, Helen, ’48.....720 N. Michigan av., Chicago 11, Ill. OP 
Hombach, Frank Joseph, 

1421 State, Santa Barbara, Calif. OP 

@Hompes, J. J., “15 ..Sharp bidg., Lincoln 8, Nebr. OALR 
Honiss, John R., Alexander, Rochester ALR 
Hooker, James F., ‘39 Capt. (MC) USN 


U. S. Naval Hospital, Great Lakes, Tl. ALR 
Hooker, Lyle, ‘4 146 Esperson bldg, Houst 4 oP 


Hoople. Gordon D., Med Arts bldg, Syracuse, N.Y. ALR 
Hooss, C. H. A., 
2333 S. Grand blvd., St. Louts 4, Mo. OP 
Hooval, J. H., ‘4! 213 Fallis bldg., Ontario, Calif. ALR 
Hoover, Walter B., 
605 Commonwealth, Boston 15. M ALR 
Hope. Robert M., '37.108 Rutledge av., Charleston 16. S.C. ALR 


702 N. Main, Pueblo, Cc oP 
Hopp, Eugene S., 
2000 Van Ness Ave., San Francisco 9, Calif. ALR 


Hornback, George A., ’*35....50C Broadway, Hannibal, Mo ALR 
Hornbogen, Daniel Powell, ‘41 


Bank bldg., Marquette, M OP 


Oa 


Horner, Warren D., '35, 490 Post st., San Francisco 2, Calif. OP 
Horsfield, Russell Thomas, °45 
M ip bldg, Seattle 1, Wash. OP 


Hory, Joseph S., ’ 
2488 Grand Concourse, New York 58, N. Y. OP 
Hotchkiss, Walter T., 
541 Lincoln rd., Miami Beach 39, Fla. ALR 
Houlahan, James M., 117 2nd Mt. Vernon, 
ind 653 Park av., New York 21, N. Y. OP 
House, Howard Payne, ‘41, 
1136 W. 6th st., Los Angeles 14, Calif. ALR 


House, Hugh 0., ‘38 
1835 Eye st. N.W., Washington 6, D. C. ALR 
House, Leland Richmond, 
1727 New Jersey st., Los Angeles 33, Calif. ALR 
Houser, Ben P., Broad St., Tamaqua, Pa. ALR 
Houser, Karl M., '34...2035 Delancey, Philadelphia 3, Pa. ALR 
Howard, Harvey J., Plaza Hotel, St. Louls Mo. 
Howard, Henry Sargent, 
940 Jefferson bidg., Peoria 2, Ill. ALR 
@Howard, J. W., ‘12, (Retired), 
6026 McGee, Kansas City 2, Mo. OALA 
Howard, John C., Jr., ‘42, 
1408 Prof | bldg., Kansas City, Mo. ALR 
Howard, Lioyd G., . Park Bldg., Council Bluffs, OALR 
Howard, Robert E., 
Union Central bldg., Cincinnati 2, Ohio ALR 
aca mae ..... Oelwein, Ia. OALR 
Howard, William H., 
9152 Commercial Chicago 17, Ill. 


Howarth, Ervin 
705 Main st., Santa Paula, Calif. ALI 
Howe, A. W., '20..Medical Arts bidg., Tacoma 2, Wash. OALR 
Howell, Donald M., Wiechmann bldg., Saginaw, Mich. ALR 
Howell, Homer P., Alida st., Oakland, Calif. 


Howell, Stacy C., 
478 Peachtree st. N.E., Atlanta 


4 


| 
Hollender, Abraham R., 
605 Lincoln rd., Miami Beach, Fla. ALR 


DIREC 


Howland, Alvin W., ‘39 
255 So. 17th st., Philadelphia 3, Pa. OP 
Howley, Bartley Mawell, '45 
“7 1 ! New Brunswick 2, ALR 
e Derrick (Ma USN 
U.S. Naval Hospital, Portsmouth, Va. ALR 
Hubbard, Wm. B., '31..802 Paterson bldg., Flint 8, Mich. OALR 
Hubble, William Fields, 42. Citizens bidg., Decatur 80, ALR 
Huber, Walter A., °32...Medical Arts bldg., Tulsa 3, Okla. OP 
ck. John P . " Aie.. } tt, N ALR 
Huffman, William Clyde, 
University Hospita lowa City, Ia. ALR 
Huggins, Marrison D., 
Whipps Kalispell, Mont. ALR 
Hughes, L. W., ‘25 965 Broad, Newark 7, N. J. OP 
Hughes, Ray W., 
OALR 
Hughes, E., Grace, Richmond 20, Va. ALR 
Hughes, F., 
{ Hume-Mansur bldg, Indianapolis 4, Ind. OP 
Hughes, Wendell L., ‘29 
Professional bldg, Hempstead, N. Y. OP-PIS 
William Franklin, Jr, 
Hughes, William Lauch, bldg., Jackson Miss. ALR 
ulka, J. WL, Hosp., Kromeriz, Czechoslovakia OALR 
Hull, Allen, °35.. 401 76th, Brooklyn 9, N. Y. OP 
Hulse, William Fri 


William Jame 


Charlies Raym 
1 ALR 
Ker J 
{ M ( \ ALR 


nicutt, Leland G., ’38 
75S. H ton av., Pasadena 5, Calif. ALR 
Guy A., 
i27 N. bp. B lart irg, W. Va. OP 
Hunt, Thomas Ewell, 
First Nat'l] Bank bldg., Paris, Texas ALR 
nt, Westley M., °2 907 Fifth av, New York 21, N. Y. ALR 


Hunt, Wm. Remfry, ‘38 
Southern Permanente Hospital, Fontana, Calif. ALR 
Hunt, Wm. T., Jr., “34 Srookway, Merion Station, Pa. OALR 
ter, J. F., °30 : 3 Penn ay., Turtle Creek, Pa. ALR 
Hunter, Robert John, 


» Delancey st., Philadelphia 3, Pa. AL 


Hurd, Allan C., ‘4 72 Church St., Gardiner, Maine ALR 

Hurd, Fritz D., '39.Medical Arts bldg., Great Falls, Mont. ALR 

Hurff, Wallace, 671 Broad, Newark OALR 

Hurst, Reeves, Hurst Longview, Texas OALR 
Hurwitz, Paul, "43, Suite 1532 Field Annex bldg., 

ik, 1820 Spruce, Philadelphia Pa. ALR 
ton, Marshall D., Main st., Cedar Falls, Ia. ALR 


John Kenneth, 

Francis bldg., Louisville 2, Ky. OP 
inson, Ben. B., ‘38 
Lubbock Memorial Hospital, Lubbock, Texas OP 
tchison, 0., 

1509 Sherbrooke st. W., Montreal, Can. ALR 
Hutchison, S., Orange st., Lancaster, Pa. ALR 
Joseph, °4 io \ Brooklyn 26, N. Y. OP 


Hyman, Morris Doetors bidg., Cincinnati Ohio ALR 
Hymes, Charles, ’39 

Medical Arts bldg., Minneapolis 2, Minn. OP 
Hynes, Frank Joseph, 41.121 E. 60th, New York 22, N. Y. ALR 


Ide, David, °39.1749 Grand Concourse, New York 53, N. Y. ALR 
luershemmer. J 17 {s st 
Hiff, Ct Edwi 17 W St Baltimor 1. Md. OP 

Ingalls, Raymond G., ’41, Institute of Oph., Presbyterian Hosp., 


Hollis Carlyle, 203 Exchange Orlando, Fla. 


Herbert, 
770 Fidelity Medical Dayton Ohio OALR 


eland, Percy 


ram 


insel, Herman 


> 


. \\ nut st Kr i n ALR 

Isbell, D ! 52 McCallie av., Chattanooga 3, Tenn. ALR 

E A ' 15 Forrest av., Gadsden, Ala. ALR 

m Clifford, '40.455 W. State, Trenton 8, N. J. ALR 
H., Chestnut, Philadelphia Pa. 


Medical Arts Ft. Worth Texas 
Jackson, Chevalier, '04..255 S. 17th, Philadelphia 3, Pa. L 
: 17th, Philadelphia 3, Pa. L 


2065 Adelbert Road, Cleveland 6, Ohio ALR 
Jackson, J. D 232 W. 8th, Erie, Pa. OALR 
Jacobs, Clyde Hillock, '41 
Geisinger Memorial Hospital, Danville, Pa. OP 
acobs, Milton, ’33....122 S. Michigan ayv., Chicago 3, Ill. OP 
°18..... 15 W. 81st, New York 24, N. Y. OALR 
Jacoby, Mark W., ° 


= 


..Hanna bidg., Cleveland 15, Ohio OP 
Charles Eisele, 
136 Evergreen Place, East Orange, N.J. OP 
Jaffe, Benjamin, ‘39 .566 Bergen av., Jersey City 4, N.J. OP 
Jaffe, Morris, '42 
Grand Concourse, New York 56, 
Jakobovits, Rafael, 7 
18 Bush St., San Francisco 9, Calif. OP 
James, George R., 
Wyoming Bank Casper, Wyo. 
James, James E., "44 
128 W. Fourth st., Bethlehem, Pa. ALR 
James, Voyle, 
6253 Hollywood Hollywood ALR 


635 165th st., New York, N.Y. 
Inglis, Harry J.. °14.43 Bay State rd.. Boston 15. Mass. ALR 
Arts bldg., Toronto, Canada ALR 
Irg Edwin F Fou ( ALR 
Ray 
Irvine, Robert Post, San Frar Calif OALR 
Irwi John J ph, °42 
bldg., New Orleans 12, La. ALR 
tu ib Cleveland 1 ( ALR irwin. Thon an 
Park st., Jacksonville, Fla. ALR 
1634 Main, Mass. OALR 
Irwin, Willard J 
Jackson, Atras E., '28 
Jackson, Clarence R., 
: 


it 
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James, Wm. M., Johnston, Kenneth B., 
3720 Washington Blvd., St. Louis Mo. 1509 Sherbrooke st. W., Montreal, Can. 
Jamison, Edgar L., Louisa Greenville, Pa. ALR H., State, Santa Barbara, Calif. ALR 
Louis William 1515 State Santa Barbara, ALR 
710 Medical Bldg., Corpus Christi, Euclide V., Detroit 26, Mich. ALR 
James T., Fulton Hempstead, Jones, Arthur C., Eastman Boise, Idaho ALR 
Jarvis, DeForest C., Bank bldg., Barre, Vt. Cecil Cain, Des Moines Towa OALR 
George W., 1415 Laguna st., Santa Barbara, Cal. Jones, David E., 
Jeancon, Etta Charlotte, “47 Chamber of Commerce, Indianapolis 4, Ind. ALR 
523 6th Los Angeles 14, Calif. Jones, David H., 140 54th, New York 22, 
Jellis, Walter, College av., Somerville 44, Mass. Edley H., Washington, Vicksburg, Miss. OALR 
Jenkins, H., Arthur av., Chicago, Edmund L., Clinic, Wheeling, Va. OALR 
Bt Jenkins, William Herndon, ‘47 Jones. Edward Earl, "40, 141 W. Elm St., Brockton, Mass. ALR 
3 1150 Comecticut Ave., N.W., Washington 6, D. C. ALR @Jones, Elgin W., °13..29 Lafayette St., Wakefield, Mass. OP A 
a Jennes, Milton Leo, "47, 76 Center st., Waterbury 18, Conn. ALR Jones, Emmett L.. Jr.. 44, P.O. Box 947, Cumberland, Md. ALR 
121 pl., Pittsburgh 13, Pa. Jones, Florentine B., 416 17th, Mattoon, ALR 
1119 Cottonwood st., Grand Forks, John Allen, 
Jensen, Cari Dana, 401 Ceurt St., Montgomery, Ala. ALR 
1315 Medical Dental Bldg., Seattle Wash. Jones, Leonard W., 
3 Jerome, Bourne, °43 77 Windemere Rd., Rochester 10, N. Y. OALR 
: 1750 Medical Arts bidg., Minneapol Minn. OP Jones, Lester T., '37...1020 8S. W. Taylor, Portland 5, Ore. OALR 
Jervey, James W., Jr., '45..101 Church St., Greenville, S.C. OALR Jones, M. F., °30......121 E. 69th, New York 22, N. Y. ALR 
Simon, Jones, G., Boone, Johnson City, Tenn. ALR 
500 Lucas av., Los Angeles 13, Calif. Vincent L., 
Erwin, Fifth Av., New York 29, N.Y. Missouri Theatre bldg., St. Louis Mo. OALR 
Johns, Juanita Pearl, Jones, Yerby, 436 Sycamore, Buffalo 
313 Commonwealth ay., Boston 15, Mass. OP Jones William M., '44....5254 Michigan av., Chicago, Ill. OP 
Johnson, Carl Cordes, Jones, William S., 
5 Bay State Rd., Boston 15, Mass. OP 521 Sheridan road, Menominee, Mich. OALR 
Johnson, Charles |., ’39 Jordan, George T.. '21..215 Court st., Vermillion, S. D. OALR 
403 Commonwealth ay., Boston, Mass. Harvey Ernest, Jr., 
3 Johnson, David M., °32, 327 E. State St., Columbus, Ohio ALR 1912 Spruce St., Philadelphia 3, Pa. ALR 
Johnson, Don, Eye st. N.W., Washington James Shannon, 
Ernest D., Main, Alhambra, Calif. OALR Medical Arts bidg., Scranton Pa. 
Johnson, Fordyce H., Jordan, Lewis W., Arts bldg., Portland Ore. ALR 
No. Madison, Pasadena Calif. Philip J., 
Johnson, Gayle T., St. Joseph St., Mobile, Ala. ALR 910 Medico-Dental San Jose 20, Calif. ALR 
Walnut Ave., Fairmont, Va. OALR Jordan, Raymond Ellsworth, 
Henrietta M., 121 University Place, Pittsburgh, Pa. 
Johnson, Henry P., Deering, Portland Maine ALR 10515 Carnegie Cleveland Ohio ALR 
Johnson, Hobart Clemens, 45 Joseph. Gerald Feitel, "47 
839 Belgrade Av., Mankato, Minn. OP 2291 Plank Rd, Baton Rouge, La. ALR 
Johnson, Leighton F., Joseph, Nime K., st., Wheeling, Va. ALR 
i 29 Bay State road, Boston 15, Mass. ALR Joy, Harold H., ’26..State Tower bldg., Syracuse 2, N. Y. OP 
Johnson, Lorand V., Joyce, Wm. M., Main st., Middletown, Conn. ALR 
10515 Carnegie, Cleveland Ohio 525 Sycamore, Waterloo, Iowa OALR 
645 Medical Arts bldg., Minneapolis Minn. Delbert K., $20 Arcade Kankakee, ALR 
Johnson, Raymond A., @Judd, 61st, New York 21, N.Y. ALR 
Medical Arts Bldg., Oak Ridge, Tenn. H., Medical Arts bldg., Omaha Nebr. 
Johnson, Robert Marion, '47 >Judge, Harry V., "20... 46 Willett, Albany 6, N.Y. OP 
1422 Medical Arts Bldg., Houston, Tex. Judge, Thomas A., Water, Milwaukee Wis. ALR 
i Johnson, Roger Harry, "45. .522 Cobb Bldg., Seattle, Wash. OP Juers, Arthur L., '37..55 E. Washington st., Chicago 2, Ill. ALR 
Johnson, Thomas W., 
x 47. 535 Main St., Racine, Wis. OP 


529, East Ohio, Indianapolis Indiana Maurice. 


hnson, F., 65th St., New York 21, 


Johnston, James Gilliam, 204 Pape Staten Island, N.Y. 
4 1520 E. Fourth, Charlotte 7, N. C. OP Kaiser, Robert F., °44..1705 Knox Ave., Bellingham, Wash. ALS 


Kallen, Leo A, ‘4 667 Mad Av., New York 21, N.Y. ALR 
Kammerling, Theo. S., "32.616 N. Central, Chicago 44, Il. OALR 
Kane, J. T., °37.88-49-—163rd st., Jamaica 3, L. I., N. Y. ALR 
Allin 
ap est W I Ontar ALR 
Kaplan, Carl, '37....69-17 Forest av., Brooklyn 27, N. Y. ALR 
Kaplan, Leon, '42..881 Lafayette st., Bridgeport 4, Conn. OP 
lan, Samuel M MC) Adar Ur ALR 
Kapp, Carl G., °35.440 Westminster av., Elizabeth 3, N. J. ALR 
Kapp, Henry, '36 50 Merrimack, Haverhill, Mass. ALR 
Karkeet, Robert B., ‘28.833 S.W. 11th av., Portland 5, Ore. ALR 
Kasnetz, Joseph P., 
678 Eastern Parkway, Brooklyn 13, N. Y. ALR 
Kasper, Kelvin Anthony, 
135 S. 18th, Philadelphia 3, Pa. ALR 
Katz, Dewey, °37 99 Pratt, Hartford 3, Conn. OP 
Katz, Harry Kolman, ‘42 
1206 Cottman st., Philadelphia 11, Pa. OP 
Katz, |. H., °41 713 E. Genesee, Syracuse, N. Y. OP 
Katzin, Herbert Maurice, "45 
1148 Fifth Ave, New York 28, N.Y. OP 
Kauffman, A. B., 
1704 State Tower Bldg., Syracuse, N. Y. ALR 
Kauffman, M. Luther, 
Medical Arts bidg., Jenkintown, Pa. OP 
Kaufman, Aaron, ‘4¢ 483 Beacon St., Boston 7, Ma ALR 
Kaufman, A. Spencer, ‘17 
255 So. 17th St., Philadelphia 3, Pa. ALR 


ALR 


Kaufman, Maxwell, ‘40... .. 85 Maujer, Brooklyn 6, N. Y. 
Kayser, Reuben, ‘39 
442 Bay Ridge Parkway, 75th st., Brooklyn 9. N. Y 
Kazanjian, V. H., °33 
475 Commonwealth ar., Boston 15, Mass LR-PIS 
Kearney, Harold L., °37 
1403 Delachaise, New Orleans 15, La 


ALR 


ALR 


Kearny, 
2311 Connecticut av. N.W., Washington ALR 
eating, T. F.. '27, 2325 Ed n Ave Detroit 2, Mich OALR 
Keefe. William J., '29 
205 E. Sidney av., Mt. Vernon, N. Y. OALR 
Keeler, Lansing H., "34. .89-04—148th, Jamaica 2, N. Y. OALR 


Keeler, Nelson S., Oakland Calif. ALR 
Keil, Frank C., °39..660 Madison av., New York 21, N. Y. OALR 
Keil. Peter A., ‘36.118 Pennsylvania av., Brooklyn 7, N. Y. ALR 
Keim, William Franklin, Jr., 

15 Washington St., Newark 2, N.J. ALR 


per, G. F., dr., ’30. 113 N. Church, Visalia, Calif 


Keith, W. E., '16. Professional bldg.. Kansas City 6, Mo. OALR 
Paul Kenneth, ‘47 
714 Prof ! kK ALR 
S. A.. °20 
(03 S. Minr ta a Sioux Falls, 8S. D. OALR 
Isaac D., Jr., "28 } Park Ave., St. Louis 10, Mo. ALR 
Samuel F., '44 17 E. 61st New York, N.Y. ALR 


| te Vincent J., 
520 Commonwealth 
Francis B., 


3oston 15, Mass 


521 Medical Profes il bldg, Corpus Chi Tex. OP 
Kelly, Geo. F. J., °84...... 37 §. 20th, Philadelphia 3, Pa. OP 
ly, Joseph D., °28 
140 54th, New York 22, 
ly, Vincent J., ‘44 10 Ar bidg., Kankakee, Ill. OALR 
er. Joseph “22, 1808 Eu pl., Baltimore 17, Md. OALR 
Kemp, Roy C., ‘88........ ..843 State, Albany 6, N. Y. ALR 


‘TORY 


Kempt Charles Roosevelt 
First lanhattan, Kan. ALR 
133 58th, New York 22, ALR 
Kennedy, Eldred W., °28 


Kennedy, Francis L., 
M uri Theatre bldg., St. Louls 3, Mo. ALR 
Kennedy, Patrick James, ’40 
6910 Market st., Upper Darby, Pa. OP 
cc j 
( ( OF 
K ¢ A 25S r_S P M oP 
K E itl 
\ OP 
e 3 nB I N ALR 
Kerns, Thomas C., ’4 110 West M Du 5, N. C. ALR 

N I Ba I ) ALR 
Kershner, W. E., °34 117 Front St., Bath, Ma OALR 
Kerst, John Arthur, 42. .1444 Lake Shore Dr., Chicago, OP 


Kerwin, Raymond W., ‘38 

310 S. Michigan av., Chicago 4, Ill. OALR 
Keskey, George Rose bidg., Marquette, Mich. ALR 
Kessler, Mana, ’38....... 311 Center ay., Bay City, Mich. ALR 


Kettelkamp, Fred 0., 
Ferguson 
Key, Samuel N., ‘26 


Colorado Springs, Colo. ALR 


505 Capital Nat’! Bank bidg., Austin Tex. OALR neal a 
Key, Samuel Newton, Jr., 
120 W. 7th St., Austin 16,Tex. OP 
Keyes, John E. L 
22199 McCauley Rd., Shaker Heights 22, Cleveland, Ohio OP 
Keyton, John A., 304 Oates, Dothan, Ala. ALR 
Kiehle, Frederick A., ‘15 
1020 Southwest Taylor, Portland 5, Ore. OP F 


Kilbourne, P. H., 
Fidelity Medical bldg., Dayton 2, 
George L., '35 
411 Thorn St., San Diego 3, Calif. OP 
Kilmann, Martin H., '45 
118 East 54th St., New York 22.N_Y. OP 
Kimata, Harold T., '43..165 Elk Place La. ALR 
Kimbrig, Max, "40.. ...20 High st., Huntington, N. Y. ALR 


Ohio OALR 
Kilgore 


New Orleans 13 


DKineaid, J. H., 
$21 West Church av., Knoxville 42, Tenn. OALR 
Kincannon, LeRoy T., 
2300 Highland Ave., Birmingham 4 OALR 
King, Charles M., Jr., "44 
899 Madison Ave., Suite 116, Me I oP 
King, Charies R., ‘2 spitzer bldg., T 4, Ohio OALR 
King, Clair B., '37 409 Srd St. N.W., Canton 2, Ohio OP 
Holiywood 2s, Calif. 
King, George L., ‘2% 537 E. Market St., Allianee, Ohio OP 
King, James Thomas, ‘46 
Medical Arts bldg., Atlanta Ga. ALR 
King, 470 State, Ohio ALR 
King, Merrill J., "47......264 Beacon St., Boston. Ma op 
King, O. H., ‘16, Medical Arts Bldg., Hot Springs, Ark. OALR 
King, Raymond H 14. .3690 Herschel, Jacksonville, Fla. ALR 


Kingston, Louis C., Tremont St., Bar Vt. ALR 
Kinkade, Joseph M., "38. .45 E. Jackson st., Tucson. 4 ALR 
Kinney, Charles Ed., '34 

10515 Carnegie Ohio ALR 
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Kirby, B., Park av., New York 21, 
Kirch, Walter, '43 

1023 Bankers Trust bldg., Des Moines Ia. ALR 
Kirkbright, James C., 61st, New York 21, ALR 
Kirkpatrick, Hazen L., Mills Bldg., Topeka, Kan. ALR 
®Kirkpatrick, Henry, "24, Lt. Col.......Address Unknown 


Klaff, Daniel David, 
3720 Washington blvd., St. Louis 8, Mo. ALR 
Kiawans, Harold L., 43. .20 E. Jackson blvd., Chicago 4, Tl. ALR 
Bernard S., 
1113 N. Calvert St., 
Margaret N., 
Bay State Road, Boston 15, Mass. ALR 
Kleinfeld, Louis, 74th st., New York 21, ALR 
Kler, Joseph H., 
151 Livingston av., New Brunswick, ALR 
Klien, Bertha A., 
109 No. Wabash Ave., Chicago 2, Ill. OP 
Klotz. Wm. F., Bellevue, Memphis, Tenn. ALR 
Kluever, Herman C., ‘36... .221 No. 18th St., Ft. Dodge, Ia. OP 
Knapp. Arthur Alexander, '33 
112 E. 73rd St., New York, N. Y. OP 
Knapp. F. N.. '25....Medical Arts bldg., Duluth 2, Minn. OP 
Wm. J., Jacksonville Fla. OALR 
Knight, Granville F., 
Medical Centre White Plains, ALR 
Knight, John S., High Drive, Kansas City, Mo. ALR 
Knighton, Willis 61st, New York 21, 
Knisely, Alan DeG., "38. .722 Nat’l Bank bldg., Lima, Ohio ALR 


Saltimore 2, Md. ALR 


Knowles, W. Mood, '39....4227 Herschell, Dallas 4, Tex. ALR 
Knowlton. Don S., 

408 Columbia Medical bldg., Washington 6, D.C. ALR 


Knudsen, Arnold F., "44 
419 Bay Ridge Parkway, Brooklyn 9, N.Y. ALR 
Kobrak. Heinrich, "38 
University of Chicago, 950 E. 59th St., Chicago 37, Il. ALR 
Koch, Ferdinand P., 
East 75th st., New York 21, N.Y. 
Koch, Harold J., Kedzie av., Chicago 29, Ill. 


Koester. Cornelius, 
Genesee Trust Bldg., Batavia, N. Y. ALR 
Koff. Raphael Joseph, 
1917 Wilshire blvd., Los Angeles 5, Calif. OP 
Kogut, Lewis V., 
5466 Broadway Cleveland Ohio 
Koke, Martin P., *44. ..233 A. st., San Diego, Calif. OP 
Koller, H. M., '36.Medical Arts bldg., Minneapolis 2, Minn. OP 
Koller, Louis R., 
Medical Arts bldg., Minneapolis 2, Minn. ALR 
@DKopetzky, Samuel J., ‘08, Col. (M.C.), 
East 80th, New York 21, ALR 


Kopp, Mortimer M., Argyle rd., Brooklyn 18, ALR 
Kornberg, Maurice, ‘38 
New York 10, N.Y. ALR 
Alfred, 

1539 Fairfield Ave., 

Kornzweig, Abraham L., °37 
1200 Fifth av.. New York 29, N. Y. OP 
ALR 


Bridgeport 5, Conn. ALR 


Kos, Clair M., “43 University Hosp., Iowa Cit 


MKraft, Osear H., "12 
1518 N. Dearborn parkway, Chicago 10, Il. OP 
Krall, Thomas, Spruce St., Philadelphia Pa. 
Kramer, Julius C., Columbus Sandusky, Ohio ALR 
Krause, Arlington C., 59th, Chicago 37, Ill. 
Kravitz, Daniel, '40...861 Park place, Brooklyn 16, N. Y. OP 
Kreag, Karl A., Joralemon, Brooklyn ALR 
Krebs, Adolph, ‘13. 1723 Camp Dr., San Diego, Calif. OP 
Kremen, Abraham, 
2355 Eutaw Place, Baltimore 17, Md. OP 
Kress, George H., "18 
131 S. Rampart bivd., Los Angeles 4, Calif. OALR 
Krewson, William Egbert, 3rd, ‘40 
1930 Chestnut st., Philadelphia 3, Pa. OP 
Krieger, Alexander A., 
4101 Jenkins Arcade, Pittsburgh 22, Pa. OP 
Geo. 
701 Washington, Michigan City, Ind. OALR 
Krimsky, Emanuel, ‘32 745 Eastern Pkwy., Brooklyn, N.Y. OP 
Krimsky, Joseph, '28 
2924 Winters Rd., Huntington, W. Va. OALR 
Krone, William Frank, 
31 Lincoln Park, Newark 2, N. J. ALR 
Kronenberg, Bernard, 
737 Park New York 21, N.Y. 
Kronfeld, Peter C., '31..... 904 W. Adams, Chicago 7, Ill. OP 
DKrug, Ernest F., '08..988 Fifth av., New York 21, N. Y. OP 
Kruskal, |. D., °25...101 Lafayette av., Brooklyn 17, N. Y. OP 
Krystaf, Joseph G., °37 
1004 Fillmore av., Buffalo 11, N. Y. ALR 
William Keim, ‘47 
209 &§ Nevada A ( 
Kuhn, Clifford W., 


Kuhiman 
» Springs, Colo. OP 


20 SW. Taylor St Portland 5, Ore. ALR 
..112 Rimbach, Hammond, Ind. OP 
Kuhn, Hugh A., '28 112 Rimbach, Hammond, Ind OALR 
Kulesher, Henry T. 
3825 Pershing Drive, Arlington, Virginia ALR 
Kully. B. M 22 
3875 Wilshire blvd... Los Angeles 5, Calif. ALR 
Kully, Herman E., '35.Medical Arts bldg., Omaha 2, Nebr. ALR 
Kulvin, Max M., °31, 5110 Kenwood av., Chicago 15, Il. OALR 
Kundert, Fred W., ‘38...The Monroe Clinic, Monroe, Wis. ALR 
Kuntz, Herman William, ‘4° 
501 Hume Mansur bidg., Indianapolis 4, Ind. ALR 
Kupp, John H., ‘44 ‘82 Delaware av., Palmerton, Pa. ALR 
Kuritzky, Isadore, "40 
1480 Nostrand av., Brooklyn 26, N. Y. ALR 
Kutscher, Charles 
520 Medical Arts bidg., Pittsburgh 13, Pa OP 


Lachman, George S., 
450 Sutter St., San Francisco, Calif. OP 
LaClair, Charles Huston, 
1021 W. Main St., Norristown, Pa. Al 
Metropolitan bldg., Denver 2, Colo. ALR 
DLa Force, F., 
Iowa State Bank bldg., Burlington, Iowa OALR 
LaGattuta, Frank, 
2488 Grand Concourse, Bronx 58, N. Y. OP 
Laird. Archibald, ‘39. 12 Main, Wellsboro, Pa OP 


Laird, Robert G., °32.114 E. Fulton, Grand Rapids 2, Mich. OP 
Lake, Clifford Franklin, ‘47 
102 2nd Ave. 


Rochester, Minn. ALR 


~ | 
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Lamb. Andrew J., ‘4 1006 Carnegie Ave., Cleveland, Ohio ALR 
220 Main, Davenport, Iowa ALR 

Lamberson, Frank Abrom, ‘42 
19600 Grand River, Detroit 23, Mich. ALR 
Lamberson, Wm. H., ‘37 
Bank bldg., Colorado Springs, Colo. ALR 
LaMotte, Wm. 0., 
Medical Arts bldg., Wilmington 9, Del. OALR 
Lampert, Max T., ‘31 First Nat'l bldg., Minot, N.D. ALR 
B., 
520 Commonwealth Boston 15, Mass. 
Lance. Verne L., "44....1113 Quarrier, Charleston, W. Va. ALR 
Landegger, George P., ‘40, 
860 Roosevelt Bldg., 727 W. 7th St., Los Angeles 14, Calif. OP 


232 Sixth, Reading, Pa. ALR 
202 Liberty, Savannah, Ga. ALR 
Lange, Adolph C., Olive, St. Mo. 


Langworthy, Henry G., ‘44. 394 W. 10th st., Dubuque, Ia. ALR 
Lanson, F. Arthur, ‘44 
646 Washington Rd, Pittsburgh 16, Pa. ALR 
Lapointe. Jean, '39 300 Carre St. Louis, Montreal, Can. ALR 
LaReau, Hector G., Lincoln Chicago 25, ALR 
Large. Secord H., ‘04 170 Eddy rd., Cleveland, Ohio ALR 
Larimore, Fred Campbell, 
500 Penn Pittsburgh 22, Pa. 
Larkir Bernard J "16 
805 Hume Mansur Indianapolis Ind. 
armore Joseph L 14 
717 A Banh ig Andersor | ALR 


218 Richards bldg, New Orleans 12, La. OP 


University of Oregon, Portland, Ore 
Larsen, Carl L., ‘16. .Lowry Med. bidg., St. Paul 2, Minn. OALR 
Larson, G Arthur, ° S Black bldg., Fargo, N. D. OALR 
LaRue, C. L., °22 Highland Clir Shreveport 50, La. OALR 
Lasky, Mortimer A., ° 
Fox Medical bldg., 1 Nevins, Brook N. ¥. OP 


en. Fritz, "15 ros 1204, Puet ( OALR 
ter, Chester L., ‘38 
Hamilton Nat'l Bk., Chattanooga 2, Tenn. ALR 
Last. Murray A., Park New York 28, 
bury, Edwin F., ‘42 . Linwood a Buff N.Y. ALR 
Lathrop, Frank D., 
Lahey Clinic, 605 Commonwealth Av., Boston, Ma ALR 


Latimer, Marvin L., ‘38 
129 Whitney av., New Haven 10, Conn. ALR 


ub. George Rudolph, “47, 1627 Bull S ( mit Ss. (. ALR 
Prof. Dr. Hans 
Grillparzerstrabe 7/15, W I 1, Austra OP 
L hl Robert Clark 17 
1 Stimson Bldg., Seat Wash. OP 


Lauppe, Frederick A., 
1801 David Whitney bldg., Detroit 26, Mich. OP 
Laval, Joseph, °31.. 136 E. 64th, New York 21, N. Y. OP 
Lavigne. A. A., “18 
667 Madison A N York 21, N. Y¥. OALR 


Lavine, Oscar, 
Suite 620, 18 I St., N.W., Washington 6, D.C. OP 


er MM Ss Waltham 54, Mass. ALR 


wlor, Edward Francis 


DLawrence, Granville A., ‘13 
Medical Arts bldg., Philadelphia Pa. 


Lawson, Lawrence J., Church, Evanston, Ill. ALR 


Lawwill, Stewart, 


Medical Arts Chattanooga Tenn. OALR 


Lazar, A. M., °38 
Lazar, Nathan K., ‘36 
Rm 2025, 25 E. Washington st., Chicago 2, Ill OP 
Leach, Robert S., 
517 W. Cumberland Ave., Knoxville 2, Tenn. OP 
Leahey, Brendan D., ’36 % Central, Lowell, Mass. OP 
Leahey, George A., Merrimack, Lowell, Mass. 
Leamer, Bruce V., Capt. (MC) USN, Naval Auxillary 
Air Station, Miramar, San Diego 45, Calif. ALR 
Leasure, J. Kent, 
611 Hume-Mansur Indianapolis Ind. ALR 
Leath, Maclean B.,'44..511 N. Main st., High Point, N. C. ALR 
Leavenworth, R. 0., °30 
Lowry Med. bldg., St. Paul Minn. 
Leavy, Clayton Rd., St. Louis 17, Mo. ALR 
Lebensohn, James E., ’27 
1010 W. Madison St Chicago 24, Ill. OALR 
Le Compte, E. D., '27 
9 Exchange pl., Salt Lake City 1, Utah OALR 
Lederer, Francis Michigan Chicago, ALR 
Lee. Otis S 5 
Dept. of Ophthalmology, Ur lowa, Iowa City, Ia. OP 
Wayne Robert, 
613 Medical Arts Burlington, Iowa ALR 


..30 Michigan, Chicago ALR 


Lees, Charles Ray, ‘46 

806 Medical Arts bldg., Fort Worth, Tex. 
LeFevre, Willis H., 234 Duke, Lancaster, Pa. ALR 


Lefkon, Irving M., '39..87-14 73rd, Jackson Heights, N. Y. ALR 
6, Calif. OALR 


2419 W. 18th St., Los Angeles 
Leggett, Albert E., '34 

614 Fincastle bldg., Louisville 2, Ky. OP 


Lehan, James W Park I 
Lehrfeld, Louis, ‘39..... 1321 Spruce, Philadelphia 7, Pa. OP 
Leich, Charles F., 41, 124 S. E. First St., Evansville 8, Ind. ALR 
Leinfelder, Placidus J 37 
University Hosp., City, Iowa 
LeJeune, E., New Orleans 15, La. ALR 
Lemel, Samuel L., Euclid Cleveland 15, Ohio ALR 
Lemere, H. B., ‘12, 
9615 Brighton Way, Beverly Hills, Calif. OALR 
Lemome. A. N., 
411 Alameda Rd., Kansas City 2, Mo. OP 
Lemoine, Albert N., Jr 17 
1100 Rialt 406 Grand Ave Kansas City 6, Mo. OP 
Lempert, Julius, 74th, New York 21, ALR 
Lenholt, Eric H., ‘44 101 Lenox av., Daytona Beach, Fla. ALR 
Lennarson, Vincent A. E., "46 


So. Genesee st., Waukegan, Ill ALR 

Lennon, Robert Watson, Morris Joliet, Ill. 
Lentine, Joseph 

» Commonwealth Ave., Bost 15, Mass. ALR 


Lenzon, Aloysius Francis, ‘45 
206 Marquette St., LaSalle, Hl. OP 


Leopold, Irving H., 
1930 Chestnut St., Philadelphia, 3, Pa. OP 
Lepard. Cecil W 


David Whitney bldg., Detroit 26, Mich. OP 
Lerner. Macy L 23, 32 Park av., Rochester 7, N. Y. OP 
Lerner, Sydney Alex, 


Henry 
Larse Olaf, Ph.D... Sc.D, 
Leonard. Jacob C., Jr 
Cottage Grove, 19, ALR 
i 
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Leshin, Norman, ‘3 55 E. Washington st., Chicago 2, Ill. ALR 
TLester, Harry S., '09.......Murray bldg., Streator, Ili. OALR 
Le Tellier, Forrest S., "36. Doctors bldg., Knoxville 30, Tenn. OP 
Levbarg, John 
176 W. 87 st., New York 24, N. Y. ALR 
Levin, Abram A., ‘37 Carew Tower, Cincinnati 2, Ohio OP 
Levin. Bert G 15 210 Lowry bldg., St. Paul 2, Minn. ALR 
Levin, Nathaniel M 7 DuPont bidg., Miami, Fla. ALR 
Levine, Jack Louis, ‘47 
OO 17th S VW Wa ngton 6, D. C. ALR 
Levitt, Edward J., “46 
840-842 Maccabees bidg., Detroit 2, Mich. ALR 
Levitt, Jesse Ocean av., Brooklyn 26, N.Y. 
Levy, Abram, °34..1401 Plainfield av., So. P eld, N. J. OP 
Levy, Harry H., ‘31 .119 Murray, Binghamton, N. Y. OP 
Sy. Serr 222 W. State, Trenton &, N. J. OP 
@MLevy, Louis, 16. .Commerce Title bldg., Memphis 3, Tenn. OALR 


Lewin, Michael, 
120 Central Park South, New York 19, N. Y. ALR PLS 
Lewis, Charles Kelley, 
2109 Sterick bldg., Memphis, Tenn. ALR 
>Lewis, Fielding 0., ‘21, (Retired) Media, Pa. ALR 
George A.. '20......213 Main, Roundup, Mont. OALR 
DLewis, J. D., “19 
650 Hot Springs Dr., Santa Barbara, Calif. OALR 
James Prince, Beacon St., Boston, Mass. ALR 
Lewis, Philip M., Memphis Tenn. 
Lewis, Samuel D., Pearl, Hartford Conn. 
Lewy, Alfred, °42.....25 E. Washington st., Chicago 2, Ml. ALR 
Lewy, Robert Washington, Chicago ALR 
Leyda, James H., °27...Metropolitan bldg., Denver 2, Colo. ALR 
Lieberman, Alfred T., 
Mt. Vernon Baltimore, Md. ALR 
Lieberman, George Emanuel, 
1721 Pine St., Philadelphia, Pa. ALR 


Lieberman, Harold, June St., Worcester, Mass. ALR 


Lierle, Dean M., 
University Hospital, City, 
Lifschutz, Jacob, “25, Apt. 303, Montecito Hotel Apts. 
6650 Franklin Ave., Hollywood 28, Calif. OALR 
Liggett, Harold, "36. ..44-05 Parson blvd., Flushing, N.Y ALR 
Light, George, 709 Milwaukee Wis. ALR 
@Lillie, Harold Rochester, Minn. ALR 
Limbach, Earl Frederick, 
30 W. 59th, Station G, New York 19, N. Y. ALR 
Lindberg, Vernon L., 
Physicians Surgeons Bldg., Minneapolis, Minn. 
Lindsay, John R., 950 59th, Chicago 37, ALR 
Lingeman, B. N., °30...Ben Hur bldg., Crawfordsville, Ind. ALR 
Lingeman, E. L., °29 
411 Hume-Mansur bldg., Indianapolis 4, Ind. ALR 
Linhart, William Oran, 
521 Medical Arts Bidg., Pittsburgh, Pa. 
Linksz, Arthur, "47......6 East 76th, New York, N. Y. OP 
DLinn, G., Arcade, Pittsburgh 22, Pa. 


Linn, Jay G., Jr., "47 

TOT5 Jenkins Ar Pittsburgh 22, Pa. OP 
Linton, Clair S., “37 Box 287, Kennett, Mo. ALR 
Lippmann, Otto, °43 1801 Lavaca St., Austin, Tex. OP 
A., bldg., Pensacola, Fla. OALR 
Lisman, Jack Victor, ‘48. Mad Av., New York, N.Y. OP 


DLister, Sir William T., °23 Address Unknown 


> Litchfield. J. T., '19 
Medical Arts bldg., Minneapolis 2, Minn. OALR 


Littell, J. Jerome, ‘31 

603 Hume-Mansur bidg., Indianapolis 4, Ind. ALR 
Little, Milton F., Pearl, Hartford Conn. 
Littwin, Charies, ’33...950 Queen Anne rd., Teaneck, N. J. OALR 
Liva, Arcangelo, ‘40 5 Panghorn pl., Hackensack, N. J. OALR 
Livingston, George S., ‘30 
185 N. Waba av., Chicago 1, I ALR 


Livshin, Norman, °4¢ 1 Univ. bldg., Syracuse, N.Y. ALR 
Lioyd, A. W., “15 S150 Forest Ave Hammond, Ind. OALR 


Lloyd, Ralph I., '25 14 Eighth av., Brooklyn 17, N. Y. OP 


W. 54th St., New York ALR 
N. J. OALR 


Lobsenz, Nathan Philip, "47, 294 Broadway, P° 
Locke, William Walter, ‘46 


Lockwood, Chester C., 218 5th St., gas, Nev. 
Loder. L. L $3, 506 Hackley 
Union Nat'l Bank bldg., Muskegon 1!, Mich. OP 
Lodge, Edmund Anderson, ‘45 
Prospect Gloucester, Mass. ALR 
Loeh, Win. Carnegie Cleveland, ALR 
Loewe, Walter 1114 Madison New York 
@Loftus, John Edward, 
1930 Chestnut, Philadelphia 3, Pa ALR 
Logue, Lyle J., Walker, Houston Texas ALR 


DLokey, H. M., '09....Medical Arts bldg., Atlanta 3, Ga. OALR 
Lombardo, Meichiore, ‘23 
142 Joralemon, Brooklyn 2, N. Y¥. OF 
Long, Albert Emanuel, "46, 804 Prince St., Alexandria, Va. OP 
Long, John C., bldg., Denver Colo. 
Long, Samuel H., ‘39 
Medical Arts bidg., Chattanooga 3, Tenn. ALR 
Long. Theodore Kohr, ‘47 
327 Cumberland St., Lebanon, Pa. OP 
Longaker, Edwin P., 
41 E. Montgomery av., Ardmore, Pa ALR 
DLoomis, E. A., “18 
Medical Arts bldg., Minneapolis 2, Minn. OALR 
Loomis, George L., Choate Winona, Minn. ALR 
Looper, Edward A., 
194 W. Madison, Baltimor Md. OALR 
Lordan, John P., 
9730 Wiishire Blvd., Beverly Hills, Calif. OP 
Lore, John M., End New York 23, ALR 
Loring, Roland M., "47, 20 N. Michiga e., Chicago 11) ALR 
Loutfaliah, Michel, 
1826 State st., Santa Barbara, Calif OP 
Lovesey, Burton E., 
76 Bay State road, Boston 15, Mass. ALR 
Lowenstein, Harold H., '44 


Lowenthal, Gerson, 
Lower, Raymond A., 
Medical Arts bidg., Spokane, Wash. ALR 
Lowry, B. W., ‘25 Citizens Bank bidg., Tampa 2, Fla. OALR 
Lowy, Karl, "44. .....187 S. Goodman St., Rochester, N.Y. ALR 


Loy, A. W., ‘43, Capt. (MC) USN 

Navy #100. c/o FPO, New York, N.Y. OP 
Luhart, Joseph, ‘44 310 West S6th st., New York, N.Y. ALR 
Luber, Samuel, ‘38 

i801 Eye st., N. W., Washington 6, D. C. ALR 

Lucas, Harold R., 

Medical-Dental bidg., Portland 5. Ore. OALR 
Lucic, Hugo, ‘47 223 A St., San Diego calif. OP 


| 
‘ 
i 
= 
| 
line 
q 
f 
§ 
4 


Ludwig, William Henry, '40 
Medical Arts bldg., Tacoma 2, Wash. ALR 
Luedde, W. H., . Metropolitan bldg., St. Louls 3, Mo. OP 
Luhr, Alfred F., '31. . 40 W. North, Buffalo 2, N. Y. OP 
Luke, William R. F., ‘38 
Medical Arts bldg., Toronto 5, Can. OP 
Lukens, Charles, ‘06 316 Michigan, Toledo 2, Ohio OALR 
Lukens, J A., ’30..... 316 Michigan, Toledo 2, Ohio ALR 
Lukens, Robert McD., ‘20 
308 W. Hunting Park A Philadelphia 4 a. ALR 
Lundon, A. E., ‘27 1463 B p, Moutreal, Can. ALR 
Lundvick, Cyril V., 
Medical Arts bidg., Tacoma 2, Wash. OP 
Luongo, Romeo A., '31...2054 Locust, Philadelphia 3, Pa. ALR 
Lupo, Carl W., °32 215 St. Johns Pl., Brooklyn 17, N.Y. ALR 
Lupton, Irving M., "28.Medical Arts bldg., Portland 5, Ore. OALR 
Lurie, M. H., °30 483 Beacon, Boston 15, Mass. ALR 
Lux, Paul, ’25 Bryant bildg., Kansas City 6, Mo. ALR 
Lyle. Donald J., ’27 Carew Tower, Cincinnati 2, 0 oP 
Lyman, Edward H., "44 308 N. 6th St., St. Louis 1, Mo. ALR 
Lyman, Harry W., ‘2 O8 N. 6t St. Lou Mo. ALR 
am, Patrick J., “44 Kalakaua ave., H TH. ALR 
Lynch, Joseph S., '42 2 E Oth St., ( ter, Pa. OP 
Lynch, Mercer G 0 Clit New 0 La. ALR 
Robert J Equita ig., Des M lowa ALR 


‘acCardell, Frank Cameron, *40 
193 Waterman st., Providence 6, R. I. ALR 
VacCready, Paul B., ‘31.442 Temple, New Haven 11, Conn. ALR 
Macdonald, C., 
301 N.W. 12th, Oklahoma City 3, Ok 
cDonald, Philip G., °35.115 E. 61st, New York 21, N.Y. ALR 
facdonald, Roderick, ‘40.330 East Main, Rock Hill, S. ( 
‘acFarlane, Howard W., ‘41 
David Whitney bldg., Detroit 26, Mich ALR 
Macfarlane, P. B., °16, 
Medical Arts bldg., Hamilton, Ont., Can OALR 
hamer, R. Wenner, '47, 1827 Rose Bldg., Cleveland, ou} ALR 
Mackenzie, Roland C., °39 30 Grant, Waltham 54, Mass. OP 
MacLachlan, A. A., °18..May bldg., Pittsburgh 22, Pa. ALR 
MacLean, Angus L., 1201 Calvert, Baltimore 12, Md. 
VacMillan, Andrew L., Jr., 
46 Pleasant, Concord, N. H. ALR 
MacMillan, J. A., °25 1410 Stanley, Montreal 2, Can. OP 
MacMillan, Karl D., '44 
Professional Bldg., Pittsburgh 22, 
cneil, Frank A., Arts bldg., Winnipeg, Can. ALR 
Macnie, John P., Palisade av., New York 63, 
Macnie, J. S., °19 
Medical Arts bldg., Minneapolis 2, Minn OALR 
cpherson, Duncan, 
920 Fifth av., New York 21, ALR 
Harry Mitchell, °47 
Medica! Arts Bldg., Toronto, ¢ 
jox, John Daniel, '47. 528 Pearl St., Joplin, Mo. OP 
y, Howard Randall, ‘40 
727 Sonoma st., Vallejo, Calif. OP 
yard, D. ’20. Orpheum bldg., Wichita 2, Kan. OALR 
Mahoney, Charles L., 40. .1438 S. Center, Terre Haute, Ind. ALR 
ey, Frank A., Jr., 43. .213 Union st., Bennington, Vt. ALR 
ney, Paul L., Little Rock, Ark. ALR 


2 ALR 


v 


TORY 


Maiden. S. D 
IN jy V. A. Hospital, B 4, Memphis 15, Tenn. @ALR 
Maier, Haskel Levitt, 
136 Medical Arts bldg., Tacoma 2, Wash. ALR 
Maier, Marcus M., 513 Front, Hempstead, ALR 
Mallon, Frank E., '37, The Williamsburgh Bank bidg., 
Hanson Place, Brooklyn 17, 
Malone, F. B., ’30...2609 Nineteenth st., Lubbock, Texas ALR 
Malone, Phocian W., ‘36 811 Main, Big Spring, Texas ALR 
Maloy, Wayland H., °3 
608% W. Sheridan ay., Shenandoah, Iowa OP 


Trumb Hurtford, Conn. ALR 


uckley Union Bank, Muskegon, Mich. ALR 
Maness, Guy Milford, ‘41 

$11 Bennie-D Bld Nashville 3, Tenn. ALR 
Manigan, Thos. P 


601 Hume-Mansur bldg., Indianapolis 4, Ind. ALR 
Mann, J. J., '34... ...255 State, Perth Amboy, N. J. ALR 


N Mortimer, °43 


23 Hume-Mansur blidg., Indianapolis 4, Ind. OP 
Mann, William A., ‘38..30 N. Michigan av., Chicago 2, Ill. OP 
March, Clara A., '22....465 Ashland av., Buffalo 13, N.Y. OP 


4 Medical Arts bldg., Dallas 1, Texas ALR 


Mar t Raymond H., ’32.....196 Main, Nashua, N. H. ALR 


har Maurice E 39 1612 Tremont, Denver 2, Colo. OP 
S!.. Philadelphia 3, Pa. ALR 

Pitt Bank Pittsburgh 22, Pa. 

Broxton av., Los Angeles 24, Calif. ALR 


5 Carnegie Ave., Cleveland 6, Ohio ALR 
Rouge, La. 


150 Sutter St., San Francisco 8, Calif. ALR 
Marks, Samuel B ‘ 202 W. 2nd, Lexington 15, Ky. ALR 


Ist Nat'l Bank bldg., Carbondale, Pa. OP 
Marmor, William A., ‘4 607 N. Grand blvd., St. Louis, Mo. ALR 
Marsden, W. C., ‘30 99 N. Franklin, Wilkes-Barre, Pa. OALR 
Marshall, Don, 

fos A Bank Bldg., Kalamazoo, Mich. OP 
Marshall. George G . Gryphon bldg., Rutland, Vt. OALR 
Marshall, Hal E 20) N Main, Wichita, Kans. ALR 
Marshall. Watson, "14 

121 University pl., Pittsburgh 13, Pa. ALR 
Marshall, Wilbur James, ‘47 

Gis I ler Bldg., Springfield, Mo. OP 
Varshall, William J., "38. .Montana block, Missoula, Mont. ALR 
Martin, Ashby G Address Unknown ALR 
Martin, Henry F., °40, 904 Government St., Mobile 20, Ala. ALR 


Martin, Hilmar G., °39 
nsin av.. Milwaukee 3, Wis. OP 


Martin, N. A., °37......Gallipolis Clinic, Gallipolis, Ohio ALR 


} 

Mancoll, Morris Max 
Ay 
Mandeville, Clifford Bagley, '41 
Manion, Marlow W., 
Medical Ar g., Mitchell, S. D. ALR Marc Oscar W kee 
Marchman, Oscar M., Jr., 
$16 Medical Arts bldg., Dallas 1, Tex. OP 
Marks, Paul L az 
Marmelstein. Maurice { 
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Martin, Paul T., Santa Clara, San Jose 20, Calif. ALR 
Martin, Roy D., bldg., Grand Island, Nebr. ALR 
Martin, Walter Humbert, 
7 E. Mission, Santa Barbara, Calif. ALR 
Martin, W. 0., Jr., ’"30..... 478 Peachtree, Atlanta 3, Ga. OP 
Martz, George Everett, ‘47 
505 No. Second St., Harrisburg, Pa. OP 
| Frisco bidg., St. Louis 1, Mo. OP 
Masor, Philip L., 306 15th St., New York N.Y. 
Master, John R., '43. . .1058 Rose bldg., Cleveland, Ohio ALR 
Masters, John M., 
805 Hume Mansur Bldg., Indianapolis 4, Ind. OP 
Masters, Robert J., ‘28 
805 Ilume-Mansur bldg., Indianapolis 4, Ind. OP 
Mastny, Val Joseph, ‘17 
S Hanna Bidg., Cleveland 15, Ohio ALR 
Mather, Homer Raymond, ‘42 
Ist N Bank ig., Latrobe, Pa. ALR 
lst Nat’l Bank bldg., Latrobe, Pa. 0° 
Matheson, John 
802 Equitable bidg., Des Moi: 
Mathews, Raymond H., 
186 South st., Morristown, N. J. ALR 
Mathias, Daniel Francis, 
Central Tower bidg., Akron 8, Ohio ALR 
Matthews, John L., 414 Navarro St., San Antonio Tex. 
i)Matthews, Justus, "10 
Medical Arts bldg., Minneapolis 2, Minn. LR 
Mattis, Robert Dean, 
375 North Taylor av., St. Louis 8, Mo. OP 


Ia. 


Matusow, A. P., 
1100 Grand Concourse, New York 56, N. Y. ALR 
Matusow, Meyer, ’44 
6 Old Mamaroneck Rd., White Plains, N.Y. OP 
Matzkin, Lloyd L., °43..1525 E. 53rd St., Chicago 15, Ill. ALR 
Maumenee, Alfred E., 
Johns Hopkins Hospital, Baltimore Md. 
Maw, Raymond B., ’3 
699 South Temple, Salt Lake City Utah ALR 
Maxwell, Hal W., 
1112 Medical Arts Bidg., Ft. Worth, Tex. OP 
Maxwell, Harvey C., Main, Santa Ana, Calif. OALR 
Maxwell, James H., 
Ist Nat'l Bank bldg. Ann Arbor, Mich. ALR 
Maxwell, Joseph S., ’39. .323 Adams St., Fairmont, W. Va. OP 
May, Frederick T., Adams, Detroit 26, Mich. 
1703 Main, Marinette, Wis. OALR 
May, James W., ’44..1016 Rialto bldg., Kansas City 6, Mo. OP 
@DMaybaum, J. L., °16..1070 Park av., New York 28, N. Y. ALR 
Mayerberg, Emil R., 
Medical Arts bldg., Wilmington Del. ALR 
Mazique, Douglas Wilkerson, 
5508 S. Kimbark, Chicago 37, Ill. ALR 
McAdams, Wm. R., '33...... 723 Congress, Portland 4, Me. OP 
@McAlester, Andrew W., 
Bryant bidg., Kansas City 6, Mo. OP 
McAlester, Andrew W., 3rd, 
2003 Bryant Kansas City, Mo. 
McAlpine, Paul Theodore, 
Summit Medical Group, 129 Summit Summit, N.J. 
McAndrews, Leo F., Plaza, Bryn Mawr, Pa. 
McAskill, James E., 
Woolworth bldg., Watertown, ALR 


McAuley, Albert G., 
1301 Dorchester st. W., Montreal, Can. 


McAuliffe, W., 
630 Park New York 21, ALR-PIS 
>)McBean, Geo. M., '20..25 FE. Washington, Chicago 2, TN. OALR 
McBean, James Blish, 
302 Seventh W., Rochester, Minn. ALR 
McBride, Linn Frederick, 1501 Asbury Evanston, ALR 
McBride, Noel S., °40 12 S. 7th st., Terre Haute, Ind. OP 
McCall, James Donovan, ‘47 
Williams Mineral Tex. ALR 
McCall, W., 610 Rose bidg., Cleveland 15, Ohio ALR 
McCannel, Archie D., '20 
Corner Ist st. S.W. and Central av., Minot, N. D OALR 


McCannel, Malcolm A., McCannel Mir N. OP 
McCart, Howard W. D., °39 

170 St. George st., Tor 5, Ont 
McCarthy, C. T., °40...... 1810 Pine, Philadelpt 


@McCaskey, Carl H., 
Guaranty bidg., Indianapolis 4, Ind. ALR 
McCaslin, Murray F., "40 
Union Trust bldg., Pittsburgh 19, Pa OP 
McClanahan, Robert, 75th, New York 21, 
McClintock, Walter L., ‘39, Capt. (M.C.), 
120 Putnam st., Quincy, Mass. ALR 
Paul. Bank Bldg., town, Pa. ALR 
McClure, George, °°! 411 Thirtieth, Oakland 9, Calif. ALR 
Robert L., st., New York, ALR 
McCollough, T. B., ‘32 
121 University Piace, 
McComiskey, Arthur James, ‘4 
3420 Prytania st., New Orleans 15, La. ALR 
McConkie, Willis L., "36..................Carroll, Iowa ALR 
McCool, J. L., 11 450 Sutter, San Francisco 8, Calif. OP 
McCormack, Charles Goodsell. 17 
$849 Rodman N.W., Wa gton 16, D © ALR 
bidg., Milwaukee 2, Wis ALR 


Pittsburgh 13, Pa. A 


McCormick, T. F., ’30 Wells 
McCoy, David A 17 

501-6 Woodward Bldg., Birmingham, Ala. OP 
McCoy, Harold J., '47, 616 B. T. Bldg., Des Moines, Iowa ALR 
McCoy, L. L., ‘30 821 Boylston Ave., Seattle 4, Wash. OP 


McCready, J. Homer, °12 
121 University pl., Pittsburgh 13, Pa. ALR 
McCrory, James Lynn, ‘4 
Coronado Bldg., Santa Fe, New Mexico ALR 
McCuaig, Duncan Roderick, 61st, New York, ALR 
McCuaig, Victor C., ’39...40 E. 61st, New York 21, N. Y. ALR 
McCulloch, John Clement, ‘47 
Suite 830, Medica] Arts 
Medical Arts bldg., Toronto Can. OALR 
McCullough, C. J., 
Washington Trust bldg., Washington, Pa. OALR 
McCullough, Lester E., 
1553 Woodward ay., Detroit 26, Mich. OP 
McCullough, Malcolm K., 
Medical Arts bldg., Dallas Texas 
McCurdy, Gordon Judson, 
4738 Forman Ave., No. Hollywood, Calif. ALR 
McCutchan, Frank, ’38....100 W. Innes, Salisbury, N. C. ALR 
McDaniel, Reuben L., 
401 St. James bldg., Jacksonville, Fla. OP 
McDannald, C. E., '27...100 W. 59th, New York 19, N.Y. OP 
McDavitt, Bertha S., Temple, Texas ALR 
McDiarmid, H. Oliver, ‘18 
Clement block, Brandon, Man., Can. 


L., bldg., Cleveland 15, Ohio OALR 


Bidg., Toronto, Can. OP 
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McDonald, Robb, 
255 § 
McDougall, J. Calhoun, '32 
Medical 
McDougall, Wm. L.. *31.. 
McDowell, D., 
VcEachern, Margaret A., °39 
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Arts blidg., 
. .Doetors bldg., 
Alexander, Rochester 7, N. Y 


DIRECTORY 


17th St., Philadelphia, Pa. OP 


Atlanta 3, 


Atlanta 3, Ga 


Medical Arts bldg., Toronto, Can 
VcEachran, Hugh Douglas, 
521 Stephenson Tron 
McEwen, James Woods, ‘4° 
( s I Ha I 
fcFarland, Corley B 
122 N. I j S Bend. I 
McFarlane, Donald C., °37 
McGannon, Francis Lambert, 
14900 Detroit av., Lakewood 7, Ohi 
McGarry, H. Isabelle, '43 636 Church, Evanston, I 


McGarvey, Wm. E., °29 
Jackson City 
McGavic, John S., “4 
George E., 
Arts 


McGear 


Minnea M 


McGehee, Melvin W., '42, 425 11th, Huntington 1, W. Va 


McGillicuddy, 0. B., 
1816 Olds 


slade, Thomas Henry. "47, 71 


“cGovern, Francis H., “39 
M 
McGowan, Joseph Francis, 43 
New Mec 
McGrath, Harry, 
12 Shore La 


McGrath, James B., °37 
2615 Grand 


McGrath, Philip R., '39, 842-845 Jefferson bldg., Peoria, Il. 


McGraw, James Lorenz, 
619 Un 
McGregor, Gregor W., ’ 17 
McGuire, John, ’43.... 
McGuire, William P., ‘40. . 


McHenry, L. Chester, ‘3 
Medical Arts bldg., 
McIntire, Frederic J., 


Mcintyre, George F.. ‘37.25 E 
McKee, Joseph W., ‘28 
Thomas L., 

436 E. Las Ola 
McKee, Thomas P., 


Kee 


ersity bldg., Syracu 


0 St 


Washington, Ct 


tt & White 


wer Bldg., Lansing, M 
Cooper St., Camden, 


Asheville, N. ( 


al bidg., 


1, Bay Shore, L. I., N. Y 


New York 58, N. Y 


N.Y 


George, Toronto 5, Can 


Braddock, Winchester, Va. 
105 N. Braddock, Winchester, Va. 


Oklahoma City 2, 


Clinic, Temple, Tex 


1 bldg., Kansas City 6, Mo 


bivd., Ft. Lauderdale, Fla 


207 Watauga Johnston City, Tenn. 


McKennan, James W., ‘17 


Washington Tr 


McKenzie, George Edward, 


602 


McKenzie, Rodney Jones, 47 
2719 Digby Ave., ¢ 
VicKenzie, Walter Holt, '47 


1012 Medical Art 


McKenzie, William Raymond, 
101 W. 


400 


DuPont bldg., 


ust bldg., Washington, Pa 


Miami, Fla 


B 
j 


tead st., Baltimore 1, Md 


W. Central, Valdosta, Ga 


Ga. 


Okla. 
63 N. Common, Lynn, Mass 
go 2, Til. 


ALR 
ALR 
OALR 
ALR 
ALR 


oP 


OALR 


ALR 


hio ALR 


ALR 


, Saginaw, Mich. OALR : 
McKinney, James Wesley, 

Exchange bldg., Mempt 3, Tenr 
McLane, Jesse Newman, 


OALR 


21 la, Fla. ALR 
McLaughlin, John J., 
Owen & Lacrosse aves. Lar 

McLaughlin, R. C., 
3780 Wilshire Bly Angeles Calif. ALR 

McLaughlin, Ralph S., 


805 Atl 


ALR 


sdowne, Pa 


leston, W. Va. OP 


McLaurin, James Walter, 
I Rouge 11, La. ALR 
McLaurin, John $710 Munger Texas ALR 
McLean, John M., 525 68th, New York 21, 
McLellan, Thomas G 5 
A Le 4 vw 
TO St. ¢ I Ont., ¢ ALR 
McLe Jol f Ar Bid Kansus City 6, Mo. OP 


McMahon, Bernard J., ‘26 


Louis 3, Mo. ALR 
ust bldg., Washington, Pa. OALR 
McMurray, John S., '43 6 S. Main St., Washington, Pa. ALR 
rling S., °41..312 N. Ce s St., Jackson, Miss. OP 

n Joseph, "46. .121 E. New York, N.Y. ALR 


McNair, St 


McNally, J 


ere 


th St 


McNally, Wm. James, ...Linton Apts., Montreal, Can. ALR 
McNaught, Robert Chamberlain, 
tanford Hospital, S Fra 15, Calif. ALR 


McNay, Miller Ost, °41 

472 Centra! av., St. Petersburg 5, Fla. ALR 

101 W. First st., Dixon 3, Ill. OALR 
Samuel D., °35 

McPherson Hospital, Durham, N. C. ALR 

ty bldg., Indianapolis, Ind. ALR Be 

39 Columbia, Bangor, Me. ALR 


McNichols 


McPherson, 


608 Gua 


McQuoid, Robert Moffat, 
McRae, John H., °30 
Medical Arts bldg., Grand Rapids Mich. 
McReynolds, George S., Jr., 
Professional Galveston, Tex. ALR 
McRoberts, Eari S., 38. >. Washington, Chicago 2, Ill. ALR 
McWilliam, Charles S., °37. 205 Liberty, Newburgh, N.Y. OP 
McWilliams, Charles A., 
1800 27th Gulfport, Miss. ALR 


Merit 


Mead, Ernest Charles, ’41 

106% California, Gainesville, Texas ALR 
3rd, Columbus 15, Ohio ALR 
Park Av., New York 21, N.Y. 
338 Park ave., Paterson, N. J. ALR 


Means, R. G., '30 
Meek, Raymond E., .72! 
Meer, Nadhim Edward, ‘45 
Mehney, Gayle Henry, ‘47 

504 Medical Arts Bldg., Grand Rapids, Mich. OP ee 
Meinberg, William H., Olive, St. Louis Mo. 
Mellinger, Wm. J., '27 
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Meloy, Wm. C., ’33, 
2019 R st. N.W., Washington 9, D.C. ALR-PIS 


Melton, Bernard L., Jr., ’31..15 E. Monroe, Phoenix, Ariz. OALR 
Meltzer, Philip E., Charlesgate W., Boston 15, Mass. ALR 
Mendel, James H., bldg., Miami 32, Fla. ALR 
Mengel, Sterling F., Market st., Pottsville, Pa. 
Menger, Louis C., Weirfield, Brooklyn 21, ALR 


Sola st., Santa Barbara, Calif. ALR 


ALR 
ALR 
oP 
Bank bldg., Jackson, M OALR 
orris Bryn Mawr, Pa. 
ALR 
Femple bldg., Danville, Va. ALR = 
ALR 
oP 
ALR 
ALR 
ALR 
ALR 
Fort Worth, Tex. 


a 
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Mensher, Wadsworth, Plaza, Brooklyn 17, 
Menzies, Clifford G., 
733 Woodward av., Iron Mountain, Mich. ALR 
@Mercer, Ray, '20.....811-13 W.C.U. bldg., Quincy, Ill. OALR 
Mercer, Richard E., ‘03 126 Monterey, Detroit 3, Mich. LR 
Merica, W., Detroit av., Lakewood Ohio ALR 
Merideth. Howard W., ‘47 
5159 S. Damen Ave 
Merkel, Byron M., 
1112 Equitable 
Merkel, 
Kercheval av., Grosse Pointe Farms 30, Mich. ALR 
Merrick, Charles Gordon, Ft. Myers, Fla. ALR 
Merrifield. Frederick William, ‘47 
122 S. Michigan Ave., Chicago 3, Ill 
G., Fourth av., Calif 
Merrill, Rowland Hyde, 
1010 First National Bank, Salt Lake City, Utah OP 
Mertins, Paul, Clayton St., Montgomery, Ala. ALR 
Merz, Earl H., °43....4319 N. Greenview, Chicago 12, Il. OP 
Mesirow, Maurice E., '35.117 E. Cook, Santa Maria, Calif. OP 
Messenger, Harry K., "39 
313 Commonwealth av., Boston 15, Mass. OP 
Messier, Eugene, Main, Worcester Mass. OALR 
DMetz, Roy B., "12...1422 Euclid av., Cleveland 15, Ohio OP 
Meyer, George P., 410 Haddon Camden, 
Meyer, Monte F., Canal New Orleans, La. ALR 
Meyer, Samuel J., '28...58 E. Washington, Chicago 2, Ill. OP 
Meyers, Paul T., 
1109 U.S. Bank bldg., Johnstown, Pa. ALR 


ldg.. Des Moines 9, Iowa ALR 


San Diego 3, 


Mezz, David, *37...330 New York ay., Brooklyn 13, N. Y. ALR 
Harry E., 3rd, Alton, OALR 
Miears, Claude H., °45..... 713 Scarbrough, Austin, Tex. ALR 
Miksch, Henry Fred, "41...... 209 S. Park, Rochester, Pa. ALR 
Milder, Benjamin, 43 

5528 Pershing Ave., St. Louis 12, Mo. OP 


Miller, A. Boyd, '43 
1006 Professional bldg., 429 Penn Pittsburgh 22, Pa. ALR 
Miller, Alden H., °39..500 S. Lucas ave., Los Angeles, Calif. ALR 
Alice R., 
505 Guaranty bldg., West Palm Beach, Fla. OALR 
Miller, Alvin R., 4th and Pike, Seattle Wash. ALR 
Miller, Claude K., 
Widby-Hadley bldg., Wenatchee, Wash. OP 
Miller, Daniel, '44..20 Charlesgate West, Boston 15, Mass. ALR 
Edwin Ephron, 
Medical Arts bldg., Knoxville 1, Tenn. ALR 
Miller, Leslie, 14805 Detroit av., Lakewood Ohio 
Miller, Edward, Grand St. Louis Mo. ALR 
Miller, Harold Rexford, 
114 
Miller, Hugh, °20....40 EF 
Miller, 
2021 Grand Concourse, New York 53, N. Y. ALR 


54th St., New York 22, N.Y. 
. Kansas City 2, Mo. OALR 


55th St 


Miller, John, North st., Greenwich, Conn. ALR 
Miller, Joseph A., Prospect, South Orange, ALR 
Miller, J. W., ’29....... 242 E. 19th, New York 3, N. Y. ALR 


filler, Valentine, 
114 Phil-Ellena, Mt. Airy, Philadelphia 19, Pa. ALR 


Miller, Meyer S., 
213 Fitzpatrick bldg., Calgary, Alberta, Can. ALR 


Miller, Ralph H., 
6257 Rogers Park pl., Pleasant Ridge, Cincinnati 13, Ohio OP 


PLS 


Miller, Saul, 34. 
Miller, Sidney N., “43 
113 Hooker av., Poughkeepsie, N. Y. ALR 
Miller. Theo. E., "31. First Trust bldg., Pasadena 1, Calif. ALR 
Frank °33 High, Greenfield, Mass. OALR 
Milligan, Roy H., 
607 Grand Room 205, St. Mo. ALR 
Mills, Chester R., 
520 Commonwealth av., Buston 15, Mass. ALR 
Monroe Clinic, Monroe, Wis. OP 
316 Michigan, Toledo 2, Ohio ALR 


Mings. Dwain Edward, “46 
Minns, John Edward, 
Minor, H. F., "18 
Commerce Title bldg., Memphis 3, Tenn. OALR 
"45 
626 LaSalle bldg., Minneapolis, Minn. ALR 
Minsky, Henry, 95th, New York 28, 
2Minton, Wm. H., '20....Corby bidg., St. Joseph 9, Mo. OALR 
Mirow, David, ’38.. ..237 E. 20th, New York 3, N. Y. ALR 
Mishier, Donald L., 
604 S. Cincinnati av., Tulsa 3 
Missal, Sylvester Clemens, 
1021 Ave 
Mitchell, Douglas Gatlin, '46 
703 Medical 
710 W. Lehigh av., Philadelphia 33, Pa ALR 
Mitchell, H. E., °"30..14805 Detroit av., Cleveland 7, Ohio ALR 
Mithoefer, W., "11. Carew Tower, Cincinnati 2, Ohio ALR 
Mittendorf, D., Park av., New York 22, 


Minsky, Armen A., 


Okla. ALR 


Cleveland 15, Ohio ALR 


Arts bldg., Fort Worth, Tex. OP 


Mitchell, 


Mobley, Marion R } 125 W. Cheves st., Florence, S.C. ALR 
Moehle, Walter, '32...15 Schermerhorn, Brooklyn 2, N. Y. OP 
Moffat, Harold Forster, ‘42 


1415 Kalakaua Ave., Honolulu, Hawaii OP 
Moffett, Daniel B., 

150 Connecticut av. N.W., Washington 6, D. C. ALR 

Mogan, Richard F., '44 

523 West 6th st., Los Angeles 14, Calif. ALR 
Mohun, Meade, Second San Mateo, Calif. ALR 
Moll, Arthur M., °32 

Powers Theatre bldg., Grand Rapids 2, Mich 

Molsberry, Jasper Merl, "41 
425 E. Wisconsin av., Milwaukee 2, 
Molt, Wm. F., 
Bankers Trust bidg., Indianapolis 4, Ind 
Monaco, Louis, 

1100 Roosevelt bldg., Los Angeles 14, Calif. OALR 
A., 181 Chestnut, Clinton, Mass. OALR 
Monahan, James J., Jordin, Shenandoah, Pa. ALR 
Monahan, Richard O'Brien, ‘44 

378 W. Church St., Elmira, N.Y. ALR 

Moncrieff, William F., "38, 109 N. Wabash av., Chicago 2, Il. OP 
Mond, Edward, °40.......Eaton Tower, Detroit 26, Mich. ALR 
814 Elm, Manchester, N. H. ALR 
Monosmith, 0. B., '05......0. P. S. bldg., Lorain, Ohio OALR 


Monsees, Wayne Emerson, St., San Diego Cal. 


ALR 
Wis. 


ALR 


Monserrate. Manuel Maria, °41 
Main, Binghamton, ALR 
Monson, LaFayette, Sutter, San Francisco Calif. ALR 


Monson, H., Keith 


Rocco A., '47, 725 Fourth St., 


yidg., Cleveland 15, Ohio OALR 
Marysville, Calif. OP 


Montano, 


D. Cameron, ‘28 
Weinberg bidg., 


Montgomery, 
Greenville, Miss. ALR 


Montgomery, John L., °40. Medical Arts bldg., Knoxville, Tenn.OP 


Moore, Donald E., '43..713 East Genesee, Syracuse 2, N. Y. OP 
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Moore, Ellis Columbus, ‘4 
First National Bank bidg., Olean, N. Y. ALR 
Moore, George H., "19.101 Long Lane, Upper Darby, Pa. OALR 
Moore, James A., '41,....530 FE. 90th, New York 28, N. Y. ALR 


Mocre, James |! 17 more 2, Md. OP 

Kepublie bldg., Cleveland 15, Ohio OP 

q re, Paul M., Jr., °? Cleveland Clinic, Cleveland 6, OF ALR 

Moore, Roy S., "28, 717 E. Gk St., Syracuse 2, N. Y¥. ALR 
foore, T. W., ‘01 1229 First Huntingtor 

Nat'l Bank Bldg., Huntington 1, W. Va. OP 

Moore, Thomas Scott, ‘39... 107 N. 2nd, Niles, Mich. OP 


Voore, Walter V., '37 .1 Nevins st., Brooklyn 17, N. Y. OP 
Moorhead, Robert L., ‘33..125 Remsen, Brooklyn 2, N. Y. ALR 
Moran, Charles T., ‘37 

14 Heyburn bldg., Louisville, Ky. OP 


Morgan, Alonzo Lioyd, 40.170 St. George, Toronto 5, Can. OP 
Morgan, George E., ‘44. .65 No. Madison, Pasadena 1, Calif. OP 
Morgan, Harold E., ‘42 314 F. 3rd st., Newton, Kan. OP 


Morgan, Irving J., °39 
Jenkins Arcade bidg., Pittsburgh 22, Pa. OP 
Morgan, William A., 
1835 Eye st. N.W., Washington 6, D. C. ALR 
Morgana, Dante James, ‘41 13 Main, Lockport, N. Y. OP 
Moriarty, Richard W., ‘28 
3 Mamaroneck Road, White Plains, N. Y. OALR 
Moriconi, Albert F., Hamilton Trenton, N.J. ALR 
Morledge, Roy V., '33....Hart-Albin bidg., Billings, Mont. ALR 
Morley, George A., °80....P.0. Box 452, Crookston, Minn. OP 
William Daniel, 
3507 Franklin St. Mo. ALR 
Morris, A. G.,°18, Medical Arts bldg., Rochester 7, N. Y. ALR 
Morris, Francis O'Neil, '46 
117 S. Greenleaf Ave., Whittier, Calif. ALR 
Morris, S. A., ‘41 
6381 Hollywood Blvd., Los Angeles 28, Calif. OP 
rison, Frederick M.. ‘37, 
717 Church St., Lynchburg, Va. OP 
Morrison, Geo. S., ‘44. 308 W. 2nd st., Roswell, N. Mex. ALR 
Morrison, James D., ‘43 
238 Hart-Albin bldg., Billings, Mont. OP 
Morrison, Wm. Howard, ‘38 
Medica! Arts bldg., Omaha 2, Nebr. OP 
Morrison, W. R., “38 .Hart-Albin bldg., Billings, Mont. OALR 
Morrison, W. Wallace, °26 
140 E. 54th St., New York 22, N.Y. ALR 
Morrissett, Leslie E.. "37. .261 Lake ave., Greenwich. Conn. ALR 
Morrissey, Arthur Michael, “47 
185 High Medford 55, Mass. 
Morrone, Francis X., 43.117 S. 2nd av., Mt. Vernon, N. Y. ALR 
Morse, Leo M., "45 
25 E. Washington St., Suite 1523, Chicago, Ill. ALR 


Morsman, L. Wm., '20..Morsman Clinic, Hibbing, Minn. OP 
Morton, J. B., "24 90 E. Warren av., Detroit 1, Mich OALR 


Vorwitz, Samuel M., ‘36.55 Washington, Chicago 2, ALR 
Moser, G. P., '43 455 Market St., Bloomsburg, Pa. ALR 
Mosher, Harris P., '18....127 Front, Marblehead, Mass. ALR 
Mosher, Henry Adams, ‘42 
11 Beatrice Circle, Belmont 78, Mass. OP 

Mosher, Walter F., "44....34 N. Ash st., Ventura, Calif. ALR 
Moshinsky, Alex. L., '36..237 E. 20th, New York 3, N. Y. ALR 
Moss, Conner, 


1705 Rh 


Island Ave., N.W., Washington, D. C. OP 


Olin W., Pujo St., Lake Charles, La. ALR 
Motley, Fred Elliot, 7th, Charlotte ALR 


Motto, Paul, Rose Cleveland 15, Ohio 
Moulton, Everett 
Merchants Nat'l Bk. bldg., Ft. Smith, Ark. OALR 
Moulton, H., 1900 
Merchants Nat'l Bk. bidg., Ft. Smith, Ark. OALR 
Mountain. Edward R., “4 114 Laurens St., Olean, N. Y. ALR 
Mount jc Philip S.. "44 Corsicana, Tex. ALR 
Mowry, Ben, *40 First Nat'l Bk. bldg., Findlay, Ohio ALR 
Moyer, John Sanford, °34 
901 Washington ay., Brooklyn 25, N.Y. ALR 
Mueller, Lawrence W., 
728 Ew . Fort Wayne, Ind. ALR 
Mueller, Werner, °37 412 Beacon, Boston 15, Mass. ALR 
Muir, Everett Barclay 
Boston Salt Lake City Utah 
Muirhead, Robert Mowatt, 
8 East Broadway, Sait Lake City 1, Utah ALR 
Muldoon, W. E., °36 
Nix Professional bidg., San Antonio 5, Texas OP 
Mullen, Carroll R., °37...2025 Locust, Philadelphia 3, Pa. OP 
Mullen, Clifford J., 
1409 Minnesota Ave., Kansas City, Kans. OP 
Mulligan, Harold R., °37, 
1680 N. Vine St., Hollywood 28, Calif. ALR 
Jack E., Hotel, Milwaukee, Wis. OALR 
Mumma, Claude S., °32 
U. S. Veterans’ Facility, Los Angeles 25, Calif. ALR 
Muncy, Wm. M., Angell, Providence OALR 
DMundt, G. Henry, "12 
30 N. Michigan av., Chicago 2, Ml. OALR 
Munoz-MacCormick, Eduardo, 
Monterrey bldg., Park Terrace, Santurce, Puerto Rico ALR 
Munson, F. T., "30, GST E. Jefferson Ave., Detroit 7, Mich. ALR 
Munson, Henry Ten Eycke, '47 
987 E. Jefferson, Detroit 7, Mich. ALR 
Murphy, B., 
Medical & Dental bidg., Everett, Wash. ALR 
Murphy, Edward S., 36, 309 Eddy av., Missoula, Mont. OP 
Murphy, Rex L., °37...Metropolitan bldg., Denver 2, Coio. ALR 
Murphy, Wm. 390 Main, Worcester Mass. ALR 
Murray, Henry J., South st., Stamford, Conn. ALR 
Murtagh, John Anthony, ‘41 
Hitcheock Clinic, Hanover, N. H. ALR 


Muskat, Irving, °33 .25 E. Washington, Chicago 2, Ill. OALR 


Mussun, W. G., °24........ Rose bidg., Cleveland 15, Ohio ALR 
Myers, David, "36........1834 Pine St., Philadelphia, Pa. ALR 
vers; ©. 3903 Olive, St. Louis 8, Mo. ALR 


Myers, John L., ‘20. .Shukert bldg, Kansas City 6, Mo. OALR 
Myers, Stanley A., ’39 
810 Dollar Bank bidg., Youngstown, Ohio ALR 
verson. Mervin C., ‘23 
416 N. Bedford Dr., Beverly Hills, Calif. ALR 


Nacey, Lawrence J., '44,.221 Alexander, Rochester, N. Y. ALR 
Nadeau, G., bldg., Green Bay, Wis. OALR 
Naftzger, J. B., 

6777 Hollywood Hollywood 28, Calif. OALR 
Nager, Prof. F., '25..Freiestrasse 30, Zurich, Switzerland OALR 
Nail, James B., '36..1300 Eighth st., Wichita Falls, Texas ALR 
Nairn, George Waverly, '41, Wyoming County 
Community Hospital, Warsaw, N.Y. OALR 
DNance, Willis 0., Euclid av., Chicago 49, OALR 


Nantz, Frank A., '45...225 Bodmann ave., Cineinnati, Ohio OP 
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Naples. Carmon Robert, ‘47 
1746 K St. N.W., Washington 6, D. C. OP 
Nash, C. Stewart, "29...277 Alexander, Rochester 7, N. Y. ALR 
Nash, Herbert T., 
6958 S. Chappel Ave., Chicago 49, Ill. ALR 
Naugle, Thomas Calvert, 
1200 12th St., N., Columbus, Miss. ALR 
Neblett, Herbert 
401 North Tryon, Charlotte 
Neely, Paul T., Arts Portland Ore. ALR 
Neer, Edmonde DeW., 61st, New York 21, ALR 
Neff. Eugene, Washington, Madison Wis. 
Neidlinger, Wm. J.. ‘42 
576 Farmington ave., Hartford 5, Conn. ALR 
Neivert, Harry, Park Ave., New York, N.Y. ALR 
Charles 
Schofield bidg., Cleveland 15, Ohio OALR 
Nelson, Fritz, "44.1121 N. Tejon, Colorado Springs, Colo. OP 
Nelson, John Russell, 
Wyoming Bank Casper, Wyo. ALR 
Nelson, Leo A., ..Box 28, Dallas Texas ALR 
DNelson, Louis 
Lowry Med. Arts bldg., St. Paul 2, Minn. OP 
Nelson, Nathaniel F., ‘40.4910 15th av., Brooklyn 19, N.Y. OP 
Nelson, Orville N., 
1008 First Federal St. Petersburg, Fla. OALR 
Nemours, Paul R., "29 
1506 Hodiamont St. Louis 12, Mo. ALR 
Nerbonne, Joseph J., 231 Main, Brockton Mass. OALR 
Nesbit, Mark E., °39 
616 Ist Nat’l Bank bldg., Madison 3, Wis. OP 
Nesbit, Wellwood, Pinckney, Madison Wis. ALR 
Nethercut, Ruth A., "38.450 Sutter, San Francisco 8, Calif. ALR 
Neuberger, Julius Frederick, 
325 57th St., New York 22, ALR 
Neumann, Wm. H., 
Sheboygan Clinic, Sheboygan, Wis. OALR 
Neuschatz, Gerald, 
327 Central Park West, New York 25, N. Y. ALR 
New, Gordon B., °25 .Mayo Clinic, Rochester, Minn. L-PIS 
Newby, Harley D., Main, Rapid City, ALR 
Newell, Frank W., ‘43, 30 N. Michigan Ave., Chicago 2, Ill. OP 
Newlands, A., East Main, Mt. Kisco, ALR 
and 19 S. Broadway, Tarrytown, N. Y 
Newman, Erwin W., '38...1606 Capitol av., Cueyenne, Wyo. OP 
Newman, Saul C., Park Av., New York 28, N.Y. ALR 
Newton, F. H., "25... .Medical Arts bldg., Dallas 1, Texas OALR 
Newton, Morris H., '34...Burrell bldg., Little Falls, N. Y. OP 
Newton, Ray E., "43..1010 Reynolds bldg., Jackson, Mich. OP 
Nicholls, John Van 
1414 Drummond St 
Nicholson, Charles T., 
68 Gunston Rd, 
Nicholson, John Bixby, 
401 Savings Bank Bldg., Marquette, Mich. ALR 
316 Michigan, Toledo 2, Ohio OALR 


, Montreal, P.Q., Can. OP 


Alexandria, Va. ALR 


Nippe, Leonard, 
Nisselson, Max, 
250 Riverside drive, New York 25, N. Y. ALR 
Nodine, Edwin Rogers, 
1110 Bell bldg., Montgomery Ala. ALR 


Noe, Carl A., Higley Cedar Rapids, Ia. OALR 


Broadway, Chicago 40, Ill. OALR 
Nordstrom, Chester A., 
Exchange Bank Franklin, Pa. ALR 
Norris, Charles Morgan, 
3401 N. Broad St., Philadelphia 40, Pa. ALR 


Noonan, J., 


Norris, Mary Alice, 
404 Hume-Mansur bldg., Indianapolis 4, Ind. OP 
Northcott, Thomas A., 61st, New York 21, 
Northington, Page, 35, Capt. (MC) USN 
U. S. Naval Hospital, Oakland, Calif. ALR 
Norton, Arthur H., "31....1162 Willamette, Eugene, Ore. OP 
Nova, Jules M., °33........ 164 Pine St., Freeport, N.Y. OP 
30 N. Michigan av., Chicago 2, Ill. ALR 
Novick, Joel N., ‘38 
1726 Eye st. N.W., Washington 6, D. C. ALR 
Noyes, Leighton Helmuth, 
67 Main St., Brattleboro, Vt. ALR 
Nugent. Maurice Wilfred, ‘42 
1930 Wilshire blvd., Los Angeles 5, Calif. OP 
Nugent, Oscar B., ‘30..231 W. Washington, Chicago 6, Ill. OP 
Nutting, Raymond J., ‘'39..411 Thirtieth, Oakland 9, Calif. OP 


Oakes, Milton C., '44..24 No. Mulberry St., Mansfleld, Ohio OP 
Oaks, Lewis Weston, East 2nd South, Provo, Utah OALR 
300 Physicians & Surg. bldg., Minneapolis 2, Minn. OALR 
O’Brien, Elmer W., °41.5 N. Goodman, Rochester 7, N. Y. ALR 
O’Brien, G. R., ‘30 
O7 Sterling place, Brooklyn 17, N. Y. ALR-PIS 
O'Brien. James Miles. ‘46 
DO'Brien, Steve A., ‘15, 
lst Nat'l Bank bidg., Mason City, Iowa OAL® 
27 S. Kingman rd, South Orange, N.J. OALR 
O'Connor, Philip D., "34.30 N. Michigan av., Chicago 2, Ill. OP 
O'Connor, Roderic P., ‘18 411 30r Oakland, Cal. OP 
O'Connor, Thomas Philip, °42 
30 N. Michigan av., Chicago 2, Ill ALR 
O'Connor, Timothy Francis, 
4634 Main av, Ashtabula, Ohio ALR 
O'Dell, John C., Jr., 
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Whelan, William F., "34. .2004 Walnut, Philadelphia 3, Pa 
Wherley, Harold F., ‘47 


Whisnant, A. M., °13, 


R.F.D. No. 2, Park Rd., Charlotte 3, N.C 
White, Carl Harper, '42....106 River st.. Fenton, Mict 
White, Ciarence Hunt, °42...... Box 257, Henderson, N. C 


"37. .471 Park av., New York 22. N.Y 
7 National bldg., Flint 3, Mict 
White, J. Warren, ‘37, Medical Arts bldg., Norfolk 10, Va 


hite on 
vive 


White, Francis W., 


Whit Herbert T., 


524 So. 8th East 
Whitmer, Kenneth Sweet, ‘4¢ 
711 du Pont bldg., Miami 32, Fla 
Henry Ford Hosp., it 2, Mich 
Vhitney, P. T., '36.. ..890 Main, Worcester 8, Ms 
Whitsell, Fay M., '37. ..826 E. 61st St., Chicago, Il 
tsell, Ora Earl, "47, 824 Edmond St., St. Joseph 54. M 
hitworth, Clyde Walton, ‘47 
123 N. Main St 
Whitworth, John Ewing, '41....116 Hammond, Bangor, Me 
Wible. LeRoy E., ‘35 
724 N. Lafayette St 
Otto William, "46, Capt. (MC) USN 
U.S.N. Hosp. Quarters M, Great Lakes, Ill 
Wiener, Alfred, 
Wiener, Meyer, "12 
Box 685, 321 Alameda bivd., Coronado, Calif 
Wieselthier, Maurice L., °42 


Nhitney, E. L., °30 


, Gainesville, Ga 


Wickstrom 


1322 Union st., Brooklyn 13, N. Y. 


Wiest, Philip R., 

Wilber, Inez Edith, ‘40 
1801 st., N.W., Washington D.C 

Wilbur, Edward P., 
438 W. South, Kalamazoo 46, Mich 

Wilcox, John Guinan, 
624 N. Los Angeles St., Anaheim, Calif 
...5 West 21st St., Kearney, Nebr 
Bowling Green, Mo 


1036 Franklin st., Reading, Pa 


Wild, Joseph Peter, "45 
161 W. Wisconsin Ave., Milwaukee 3, Wis 

Wilder, Helenor Campbell, °47 
Arr Institute of Pathology, 


Wiley, Jason L., ‘39 


Washington 25, D. 
Metcalf bidg., Auburn, N. 


Albuquerque, 


.550 Park av., New York 21, 


OALF 


ALR 
ALR 
ALR 
ALR 
oP 
ALR 
ALR 
ALR 
oP 
oP 
OALF 
ALR 
‘ 4 Fair A a New Philadelphia, Obie OP 
ALR 
Alc 
PAL 
4 OALR 
q AL 
q AL® 
= AL 
ALR 
ALF 
4 ALR 


DIRECTORY 


Wilkerson, Wm. W., Jr., Winn, Thomas M., 129% Maple Covington, Va. OALR 
Bennie-Dillon bidg., Nashville 3, Tenn ALR Winn, William R., ‘38 ..614 N. Fourth, Tucson, Ariz. ALR 
Wilkins, Ellis LeRoy, Winston, Julius, Chestnut st., Philadelphia Pa. ALR 
McWilliams bldg., Miss. ALR George 
R Wilkins, Samuel H., '34 117 W. Michigan ave., Jackson, Mich. OALR 
270 Commonwealth av., Boston 16, Mass OP W 1A ; 05 W. 2nd, Duluth 2, Minn. OALR 
R Wilkinson, A. P., "30 Wipperm Frederic Francis, ‘47 
2001 Grand blvd., Detroit OALR 1921 Arts Minneapolis, Minn. 
Wilkinson, A., Wise, Ralph C., bldg., Mansfield, Ohio OALR 
Box 1526, Shreveport 95, La. OALR Wiser, Henry J., Capt. (M.C.) 
Wilkinson, Oscar, 503 Landing, Annapolis, Md. ALR 
h 1408 L st. N. W., Washington 5, D.C. OALR Wishart, David Edmund Staunton, °42 
Wilkinson, Richard W., Medical Arts bldg., Toronto Can ALR 
1408 L st. N. W., Washington 5, D. C. ALR Witchell, tra S., 46 


Wilkinson, Wallace B., 10th, Dallas Texas ALR 2021 Grand Concourse, New York 53, N.Y. ALR 
R Williams. Henry L.. °37 Mayo Clinic, Rochester, Minn. ALR Witter. Gordon Lynn, "46. .2 W. Fern Ave., Re is, Calif. OALR 

Williams, Horace J., Frank, 4649 Ashland av, ALR 
> 508 Gr Germantown, Philadelphia 44, Pa. ALR Wolcott, Charles C 31..23 Kraft ave., Br , N.Y. ALR 


LF Prof Bldg., Springfield, Mo. ALR Lowry Med. Arts bldg., St. Paul 2, Minn OALR 

Williams, Mortimer H., Frankford Philadelphia 24, Penn. 


R ‘ ns, Walter F 17 M Arca A und, Ky. ALR M r Temple, Marsha!ltown, Iowa OP 
Williams, Walton H., Castell bidg., } 

R n, Eugene E 1 Ind. OP 1 Hevbur ig., Louisville, Ky. ALR 

R Willson, Wesley W., "28 Wolff, Jerome Mars "45. .822 Park Ave., I field, N.J. OP 

6777 Hollywood Blvd., Hollywood 28, Calif. OALR Wolpaw 

eR Wilmes, M. WN., °43, 2323 Prospect av., Cleveland, Ohio OP 
960 Paulsen Medical & Dental bldg., Spokane, Was!i. ALR \ [ : 

Arthur S., °44..225 West State st., Trenton, N. J. ALR 1 


218 M n I e bidg., New Orleans 16, La. ALR 
Alfred Robert Tuck, St., Honolulu, T.H. 
2910 W st., S. E., Washington 20, D. C. OP Wood. Earl LeRo 28 
Clinton 225 Ballantine Pkwy., Newark ALR 
p 124 § Lasky Dr Beverly H OP Wood, Edward Christopher, ’35 4 


n, Frank E., °33.....802 State, New London, Conn. ALR 175 Main St., White Plains, N. Y. OP 


Wilson, George E., *38....108 Main, Saranac Lake, N. Y. ALR Wood, Everet H., ‘4 120 Genesee St., Auburn, N.Y. OP i 
W n, Harold A., ‘41, 71 Maiden Lane, Kingston, N. Y. ALR Wood, George Harden, ‘4° ete im bldg., Big Spring, Tex. ALR 

LR A Hudson J., ‘36 Wood. Maynard A., °44..1037 Stuart bidg., Lit n, Nebr. OP 

LR lst National Bank bldg, Ithaca, N. Y. ALR Woed. Spencer, ’37 500 Verret, New Orleans 15, La. ALR 
Wilson, James Edward, Wood, V. Visscher, 

LR 899 Madi Ave., Memphis 3, Tenn. OP 6368 Washington, University City 5, Mo. ALR a 


Ison, James Sharp, “47 Woodman, Degraaf, 33, 156 FE. 37th, New York 16, N. Y. ALR 
First Bldg., Canton Ohio ALR Noodrow, Jack H., Ludlow st., Yonkers N.Y. ALR 
ALR V 1, John McCullough, ‘4¢ Woodruff, Frederick E., ‘1 
207 Watauga Ave., Johnson City, Tenn. OP 3720 Washington Bisd., St. Louis 8, Mo. OP 
a: re .502 Srd st., Wausau, Wis. 0P W ruff, H., °32....250 N. Ottawa, Joliet, I. ALR i 
Wilson, Paul £., Franklin, Clarksville, Norman Lee, 
c A n, Robert G., ’31 .804 East Main, Batavia, N. Y. ALR 1501 Darid Whitney bldg., Detroit 26, Mich. ALR 
n, Warren Andrew, ‘46 Woods, Alan C., 
1930 Wilshire blvd., Los Ange 5, Calif. OP Johns Hopkins Hospital, Baltimore 5, Md. OP 
903 Republic bidg., Denver Colo. Palmer, 


Shirley D., 817 Scarbrough Austin 22, Tex. OALR 
153 So. Lasky Drive, Beverly Hills, Cal. Warren B., 
= Winborn, Claude De, °47 601-22 Professional bldg., Temple, Tex. OALR 


) Medical Arts Bidg., Dallas 1, Tex. ALR Woodward, F. D., '29 
2 Wincor, Henry G., °31 104 E. Market, Charlottesville, Va. ALR 
1882 Grand Concourse, New York 57, N. Y. OP Woodward, John F., Jr., *3¢ 
> Windham, R. E., °28 Goodhue bidg., Beaumont, Texas ALR 
234 W. Beauregard bivd., San Angelo, Texas OALR Woodward, Paul Maxwell, ‘41 
Winer, Albert S., °43 4140 Hamilton Cincinnati 23, Ohio ALR 
1835 Eye St., N. W., Washington 6, D. C. ALR Woodworth, Wm. P., °27 
Winger, tra B., °27...... 709 Madison av., Toledo 2, Ohio OALR 2501 W. Grand blivd., Detroit 8, Mich. OALR 
Winkler, Herman, Thayer, Providence William L., 115 4th st., Owensboro, Ky. ALR 
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Woolsey, William Jinkens, 
212 Waco, Texas 
Worcester, George F., Engle, Englewood, ALR 
Worden. Donald King, 
307 St. John’s Way, Lewiston, Idaho ALR 
Work, Walter P., °43..384 Post st., San Francisco 8, Calif. ALR 
Workman, Joseph Jr., Bull St., Columbia, S.C. 
Wotring, John M., ’39.......... 220 N. 6th, Reading, Pa. OP 
Wright, Edward S., 
410 Medical Arts Atlanta, Ga. ALR 
DWright, J. Wm., 
301 Hume-Mansur bldg., Indianapolis Ind. ALR 
Wright, Percy, 
1414 Drummond st., Montreal, Can. ALR 
Wright, Wesley, 627 University Ave., Palo Alto, Cal. ALR 
Wright, Walter W., 
Medical Arts bldg., Toronto 5, Can. OP 
DWurtz, W. J. M., °13..333 Linwood av., Buffalo 9, N. Y. ALR 
Box 224, Morgantown, Va. OALR 
Wynn, Sidney K., "44 


759 No. Milwaukee St., Milwaukee 2, Wis. ALR 


Yasuna, Elton R., '44......44 Pearl St., Worcester, Mass. OP 
Yates. June, ‘47 

210 Medical Professional Bldg., Corpu 
Yavelow, Charles S., 

117 South Second Mt. Vernon, ALR 
Herman E., bldg., Kansas City Mo. OALR 
Yinger, Starling C., 

First Nat'l Bank bldg., Springfield, Ohio ALR 
Young, Charles A., 

409 Medical Arts Roanoke, Va. 


Christi, Tex. ALR 


tox 1506, Medford, Ore. ALR 
(MC) USN 
Island, Calif. ALR 


Young, Clarence M., P.O 
Young. Clifton Aurelius, ‘46, Capt 
Naval Hosp., Mare 
Youngerman, Wm. M., 
Christie Clinic, 104 W. Clark St., 
Youngs, N. A., '36 
Grand Forks Clinic, Grand Forks, N. D. ALR 
Yudkin, Arthur M., °37, 257 Church, New Haven 10, Conn. OP 


Champaign, Ill. ALR 


Zacks, Myron A., ‘'39..1737 Chestnut, Philadelphia 3, Pa. ALR 
Zavalia, Alberto Urrets, 


27 de Abril 255 Cordoba, Argentina OP 
Zbar, Joseph E., '42,..2690 Boulevard, Jersey City 6, N. J. ALR 
Zehnder, A. Charles, °19 
188 Roseville av., Newark 7, N. J. OP 
Zeiss, Edward J., ‘47. 103 W. College, Appleton, Wis. OP 
Zekman, Theodore N., 
58 E. Washington St., Chicago 2, Il). OP 
Zeman, Michael S., °43, 

202-3 Professional bldg., 179 Allyn st., Hartford 3, Conn. ALR 
Stuart bldg., Lincoln &, Nebr. OALR 
@Zentmayer, Wm., °21..1930 Chestnut, Philadelphia 3, Pa. OP 
Zimmerman, J. Landis, '37....207 State, Harrisburg, Pa. OP 
Zinn, Waitman Farnsworth, 

Medical Arts bldg., Baltimore 1, Md. ALR 

Zonderman, Bernard, '46..29 Bay State Road, Boston, Mass. ALR 
Zubak, Matthew F., 

704-9 Central Union bldg., Wheeling, W. Va. OAL® 


Zuckerman, Joshua, ’36..875 Park av., New York 21, N. Y. OP 


Zwerling, Samuel, °36 
789 St. Mark’s av., Brooklyn 13, N 


ALR 
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eograpnica 
ALABAMA TUCSON 
BIRMINGHAM Brown, Earl Henderson ; 130 S. Scott ALR 
Callahan, Alston Medical College Alabama, Kinkade, Joseph Jackson st. ALR 
Clements, Frank Hartman _.806 Medical Arts bldg. OP Winn, William R.............. 614 N. Fourth ALR 
Fisher, Gilbert Arts ALR WHIPPLE 
Gordon, George Raoul. 913 19th St. ALR 
Packard D A. eter ministration 
Kincannon, LeRoy T........... 2300 Highland Ave., Z5 OALR 
Locke, William Walter .507 Empire bldg. ALR ARKANSAS 
McCoy. David 501-6 Woodward Bldg. OP 
L DORADO 
Pope. Ernest C 2211 Highland Ave. ALR Russell, Martin V 0) W. Elm st. ALR 
The Norwood 2501 16th ALR 
FORT SMITH 
Kevton. John A 304 N. Oates ALR Moulton, Everett C.......Merchants National Bank bldg. OALR 
Moulton, Herbert . Merchants National Benk bldg. OALR 
rrana erman 
Henderson harles Iliam S mon Bldg 
Euclid A Ave. ALR e Cha Willian OALR 
HOT SPRINGS 
Simmons, John Alabama ave. ALR 
LITTLE ROCK 
Gayle Cook, Raymond C............... 1005 Donaghey Bldg. 
904 Government St. Z20 ALR White 115 East Capitol OALR 
Perdue, James D...... --P oP Fein, Normal Nathaniel. ..Trinity Hospital ALR 
Schwarz, Wilfred John Donaghey Bldg. ALR 
MONTGOMERY Smith, John William 1041 Donaghey Bldg. ALR 
Hagood, Daniel S........822 First Nat’l Bank bidg., Z4 OP PINE BLUFF 
Jones, John Allen...................401 Court St. ALR 
Mertins, Paul, Jr.. 32 Clayton St. ALR 
Nodine, Edwin 1110 Bell ARL CALIFORNIA 
Thigpen, C. A ...+++.401 S. Court, ZGOALR aramepa 
2241 Central av. ALR 
TUSCALOOSA 
Campbell, Glenn Stuart So. Garfield Ave. ALR 
Patton, William George 2 No. Garfield Ave. ALR 
ARIZONA 
PHOENIX ANAHEIM 
David E................. Grunow ALR Wilcox, John Guinan............ 624 Los Angeles st. ALR 
Cruthirds, Archie Edward............ Professional bldg. ALR Baisinger, Leo Fenimore ..2026 17th St. 
Toland, Virgil McDowell Rd. Dickson, Owen 2628 Telegraph Ave. 
PRESCOTT Ripsteen, Joel Stanley ....... .2495 Shattuck Ave., Z4 ALR 
219 Mt. Vernon ALR Weseman, Chester 2140 Shattuck Ave. ALR 


| 
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CALIFORNIA Continued 
BEVERLY HILLS 
Barton, Richard Thomas 


120) South 


Lasky Dr 


ALR 


Cooperman, Warold 416 No. Bedford 


9730 Wilshire blvd. 
Goldberg, Sylvan S., Suite B, 121 N. San Vincente blvd. ALR 
So. Peck Drive OALR 
wae 9730 Wilshire Blvd. OP 
Lordan, John P 1730 Wilshire Blvd. OP 
Myerson, Mervin ..416 Bedford dr. ALR 
Pressman, Joel Ja ‘ 9730 Wilshire Blvd. ALR 
Romonek, Philip L. 105 N. Bedford Dr. OALR 
Seligman, 405 Bedford dr. ALR 
Semenov. Herman er 105 N. Bedford Dr. ALR 
Shanedling, Philip D : 300 So. Beverly Pr. OP 
9730 Wilshire blvd. ALR 
Struble, Gilbert C. 124 So. Lasky Dr. OP 
Wilson, Clinton So. Lasky Dr. 
Wimmer, Shirley Lasky ALR 
BURLINGAME 
Sherwood. Robert 0 128 Primrose Rd. OP 
CARMEL 
CORONADO 
Wiener, Box 685, Alameda bivd. 
CENTRO 
FONTANA 
Hunt, Wm. Remfry......... Southern Permanente Hosp. ALR 
FRESNO 
533 Patterson bldg. OALR 
Olson, George W............. Fulton, ALR 
Smith, W. Jewell......... .2014 Tulare st. Z1 ALR 
Steinberg, Theodore 607 Patterson Bldg. 
Trowbridge, Dwight H... ..T. W. Patterson bidg., Z1 OP 
GLENDALE 
Donohoe, Edward C.............. .102 N. Brand blvd. ALR 
Schroeder, Milo Carl Brand ALR 


Leslie Nyse 


143 North Brand, Z3 ALR 


HOLLYWOOD 
6253 Hollywood blvd. ALR 
6777 Hollywood Z28 ALR 
Lifschutz, Jacob, Apt 303, Montecito Hotel Apts. 
6650 Franklin Ave., OALR 
Mulligan, Harold R........... 1680 North Vine St. Z28 ALR 
Naftzger, ..........6777 Hollywood blvd., Z28 OALR 
Willson, Wesley W........... 6777 Hollywood OALR 
HUNTINGTON PARK 
Appelbaum, Alfred.............. 5905 Pacific Bivd OP 
Bailey, Arthur Thomas ............7605 Seville Ave. ALR 
JOLLA 
Palevsky, Samuel N. ........... 777 Colima St. ALR 


MESA 


Sherman, A. Edward 
Lt. Col. (M.C.) 


LONG BEACH 


Brandenburg, Kenneth C.... 
Godwin, Dean E 
Ogden, J. C. 
Smith, Dennis V 
Southgate, Paul T. 
Thornburgh, Robert G. 


LOS ANGELES 


Abraham, Samuel V... 
Albaugh, Clarence H.....72 


Anderson, Ernest Richard V. 


Box 1401 OALR 


(Retired), Rt. 


110 Pine av., OALR 
812 Pine Ave. OP 
110 Pine st. 
302 Professional bldg. OP 
Professional Bldg 213 OP 


...1930 Wilshire blyd., Z5 OP 


Ave., Z24 ALR 


1015 Gayley 


Boyce, William A...... Roosevelt bldg., 214 OP 
Boyd, Harold M.E..... 6th St. ALR 
Brownsberger, Sidney B........... 727 7th St. 
Bryant, Ben L......... 3875 Wilshire blvd. ALR 
Burston, Herschel.......... .1917 Wilshire blvd, Z5 ALR 
Christensen, Eugene L. 727 W. Tth st Z14 OP 


Colver, Benton Noble............436 S. Boyle av., Z33 ALR 
Crane, Walter Raymond. Room 1027, 727 W. Tth. Z14 ALR 
Dexter, 1618 Westwood blvd. ALR 
Donoher, William D........... 635 Westlake OALR 


Duboe, Sidney H. . 

Ellis, Orwyn H....... 
Fairchild, Nora M 
Goodhill, Victor 
Gosney, W.. 
Greenwood, Glenn J........ 
Guggenheim, Louis K...... 
Gundrum, Lawrence Kramer. 
Hall, Colby 

Hara, H. James . 

Hartman, Deane C. 

Hess, Wm. L..... 

Hillyer, Ernest C.......... 
Ho, Wayne Y. H. 


Holden, Harold M........... 


House. Howard P. 
House, Leland R. 
Jeancon, Etta Charlotte 


Jesberg, Simon 
Koff, Raphael Joseph 
Kress, George H 

Kully, B. M... 
Landegger, George P., 860 


Marks, Julian B. 
McLaughlin, C.. 
Miller, Alden H. 
Mogan, Richard F..... 
Monaco, Louis 


4068 S. Crenshaw Blvd., ALR 
: ..939 §. Figueroa, Z15 OP 
..6777 Hollywood blvd. Z28 ALR 
2007 Wilshire ALR 
Hollywood 
154 Medio Dr. ALR 
.....321 Glenroy av., Z24 ALR 
1136 W. 6th st. ALR 
7 W. Seventh st., Z14 0P 
‘ 2018 Fairburn Z25 OALR 
Gayley Ave. Z24 
1401 S. Hope St., Z15 ALR 


1136 W. 6th st., 214 ALR 
1727 New Jersey 233 ALR 
523 W. 6th St., Z14 OP 

500 S. Lucas av., Z13 ALR 
...1917 Wilshire blvd. 75 OP 

131 S. Rampart blvd., Z4 OALF 


..8875 Wilshire blvd, 75 ALR 

Roosevelt Bldg., 
727 7th St. 

18th St. OALR 
1093 Broxton av., 724 ALR 
500 S. Lucas ave. ALR 
Z14 ALR 


West 6th st., 


-1100 Roosevelt 


Morris, S. A. . .6381 Hollywood Blvyd., Z28 OP 
Mumma, C. S. F .U. S. Veterans’ Facility, Z25 ALR 
Nugent, Maurice W., 1930 Wilshire blvd, 725 OP 
Olkon, Dora B........ Beverly 
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CALIFORNIA Continued 


1052 W. 6th st., Z14 ALR 
Owsley, Robert W 6 W. 6th st. ALR 
Patt, Albert J 1727 New Jer St., Z33 ALR 
Peluse, Samuel... ..-1930 Wilshire bivd., Z5 ALR 
blvd. Z5 OP 
Reed, Paul Henry 727 W. 7th St. Z14 OP 
Robbins, Alfred Rowland 1930 \V re Bldg., 25 OALR 
Roberts, Waiter L 727 W. 7t t. OP 


Popovich, Stephen John , 1930 Wilshire 


Rogers. John B 
Rome, Sol 


cobee, J. Edwin... 


S 
Sommers, Ignatius George 


Wall, J 1 William 4116 S. Westlake A Z6 AL 
Weaver, Emerson M. F W. 314 OP 
Weeks, Carrol Lamont ] »W Z5 OP 

Harold Frederic 1147-727 W. 7th, Z14 0P 


Wilson, Warren Andrew Wilshire 


Chift A (MC) USN. I S. Naval H 


MARYSVILLE 
Montano, Roc \ 725 Four St. OP 


MONTEREY 


Clark, Howard E. ........576 Hartnell st. OALR 


NORTH HOLLYWOOD 


Beauchamp. Mark L 4418 Vir ! \ ALR 


McCur Gordon Judson {$758 Fort Ave. ALR 


AKLAND 


Beck, Frederick W 411 St., Z9 ALR 


Howell, Homer P. 2709 Alida st. OP 
Keeler, Nelson S. 
McClure, George 
Northington, Page, ( (MC) USN, U. S. Naval 
Nutting, Raymond J 411 Thirtieth, Z9 OP 


OXNARD 


Raines, M. M 226 So. C st.ALR 


PACIFIC GROVE 


Spencer, George Albert ....837 Ocean View blvd. OALR 


PACIFIC PALISADES 


PALM SPRINGS 


Harner, Clyde 1091 No. Palm Canyon Dr. OALR 


PALO ALTO 

Stanford Univ., 430 El Escarpado ALR 
Tanner. Qwen Ralph 300 Homer Ave. OP 
Wright, Wesley 627 University Ave. ALR 


rnbull, Wilshire Medical bldg., ALR 


411 Thirtieth, Z9 ALR 
..411 Thirtieth, Z9 ALR 
Hosp. ALR 


Armstrong, Richard C 623 First Trust bldg. Z1 OP 
!ding, Laurence Grant 101 S. Madison Ave. Z5 OP 


Currier, Wilber D ae .65 N. Madison av., Z1 ALR 
M 5 N M Z1 ALR 


Dewey, C. H.... 760 S. Oak Knoll ave. OALR 
Ben Robnett 7 65 N. Madison ay., Z1 ALR 
Esterly, Daniel Beard 104 No. Madison, Z4 OP 

H nger, L. L een : 35 N. Madison av., Z1 OALR 
Hunnicutt, Leland G.... ...275 Holliston ave. ALR 
n, rdyce { { Madison, Z4 ALR 
Colorado, Z1 OP 
e rust bid Z1 ALR 
‘ N Ma Z1 OP 

PohIman, David Alexander ....5995 E. Colorado st. Z1 ALR 
u Ros ...201 N. El Molino av., Z4 OP 

{ .-423 First Trust bldg., Z1 OALR 

Scanion, Wilko Gruver .-201 N. El Molino av., Z4 ALR 


REDLANDS 


Witter, Gordon Lynn 


REDWOOD CITY 


Simons, Harold. 10 California st. OP 


Gray, Claude Cleveland Med Bldg. 
Holstein, Theodore 1127 llth St., Z14 OP 
Swan, Otis Dwight 203 M & D Bidg., Z14 ALR 
Wachsberger, Alfred. Oth at. ALR 


SALINAS 


Glasgow, S. Condit ; 8 E. Alisal st. ALR 


SAN BERNARDINO 


George, Arthur R. ’ E”’ st. ALR 
SAN DIEGO 
Bond, Floyd M . 625 Broadway, Z1 OP 


Brown, Charles Wm.... Bank of America bldg., Z1 ALR 
Brownell, Durwin H.... ....3520 Third av., Z3 ALR 
Cunningham, Bernard Poland 3314 4th Ave., Z3 ALR 
Dennis. F. L place, Z3 ALR 
San Fernando, Z6 OP 
Henrickson, John William. .. ......2001 Fourth Ave.ALR 
Higbee, D. R.. 4th a., ALS 
Kilgore, George L...... on .411 Thorn St. Z3 OP 
ke. Martin P ? 233 A. st. OP 
Krebs, Adolph ......4723 Camp Dr. OP 

Leamer, Bruce V., (¢ (MC) USN, 
Miramar, Z45 ALR 


.233 A St. Z1 OP 
4th Ave., OALR 
Ravin, Oscar G. ..625 Broadway 
4496 Trias st., ALR 
Smith, Alma C., Capt. (MC) USN, U.S. Naval Air Station OALR 


DIRECTORY 
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PASADENA 
-R 
Rubin, He J 624 § Ma 1,236 ALR 
Schuman, Irving \ OP 
981 Westmoreland OALR 
c ty 
| R 
Ct Ward . 3. Thor St. OP 
UR YARE ISLAND Roberts, G rt Ja 86 N. Main st. ALR 
ALR Smith, Harold 540 Investment bldg. ALR 
ACRAMENTO 
R 
R 
ONTARIC 
Lucic, Hugo 233 “A” 8t., Z1 OP 
R 
] 


\CADEMY 


CALIFORNIA Continued SANTA BARBARA 


Aiken Sent D 384 Post St. OP Goldthwaite, Ralph H., Brig Gen. (MC) (Retired) 
Barkan, Hans 2400 Clay St., Hepp, Virgil Eugene 
Barkan, Otte 490 Post, Hombach, Frank J...... 
Bates, Charles Edward ........350 Post ALR State ALR 
Borley, Wm. E 450 Sutter bide. OP 1515 State st. ALR 
Edgerton, Ambrose E 450 Sutter, 28 OP Owens, Danie! Edwin 22-A W. Micheltorena St. ALR 
Harrington, John Thomas ......... 450 Sutter St., ALR Mesirow, Maurice 117 Cook 

Saag 884 Post St.. Z8 OP Dorne, Ralph NW 225 Santa Monica Blvd., ALR 
Hopp, Van Ness Ave. ALR Ross, Cecelia 1318 2nd St. 
Horner, Warren D. Post St., Z2 OP 
Irvine, Robert Steele 490 Post, OALR SANTA PAULA 
Jakobovits. Rafael _.1801 Bush St., Z9 OP Howarth, Ervin Mcintyre ....705 Main st. ALR 
450 Sutter st. ZS OP 
McNaught, Robert Chamberlain ....Stanford Hosp., Z15 ALR 
LaFayette............. ....450 Sutter, PASADENA 
Nethercut, Ruth A............ Sutter, ALR Hail, Lawrence Oak st. OALR 
Parkinson, Harold 0............... Flood bldg. ALR 
_ 490 Post st., PIS STOCKTON 
490 Post, Brody, Yale 919 Bank America bidg. 
Rawlins, Aubrey Gatliff................384 Post, ALR 
Rodin, Frank Highman.................. 490 Post, STUDIO CITY 
1000 California st., ALR Julian Jay Radford Ave. 
Francis A..............Suite 808, 490 Post St. ALR 
thu Sutter St., 
VENTURA 

SAN Helbling, Franklin No. Ash St. ALR 
Jordan, 910 Medico-Dental Z20 ALR Mosher, Walter F...... Ash st. ALR 
Martin, Paul T...............235 Santa Clara, Z20 ALR 
Thygeson, Phillips........524 Sainte Claire bldg. Z23 VISALIA 

SAN LUIS OBISPO ce \ 

..212 W. Main OALR 
Gorrilla, Laurence Vincent 1114 Marsh St. 

WHITTIER 

yar Sogn is Willi J 50 Geena ALR Behrens, Herbert Charles 226 N. Greenleaf Ave. OP 
ALR Edward James, Bank Am. Bldg., ALR 

SAN PEDRO Smith, H. A 226 N. Greenleaf ave. OP 

COLORADO 

SANTA ANA BOULDER 
4th OALR Page, Donald Franklin Sanitarium ALR 
Maxwell, Harvey C....... ...1718 Main st. OALR Physicians bidg. ALR 


| 
4 


COLORADO Continued 


COLORADO SPRINGS 
Bradley, John W 
Brobeck, von Haller 
Chapman, Katharine H 
Chapman, S. Jefferson 

ettelkamp, F. ¢ 
Kuhlman, 


Fritz 
Walker, C. E 


elson, 


Stine 


DENVER 


Bane, W. M. 


m, H. L . Republic blag 
Theodore & 227 Sixteent! 
Chessen, James 510 Republic bl 
Collins, E. W. 1578 Humboldt, 
ver, Kemp G Metropolitan bldg 

, William H. Metropolitan bldg 

epper, Wm. S., Col. 601 1 

Ison, Ralph W. ... Metropolitan bldg., 
Deems, Myers Bowman, Lt. Col.......1601 Leyder 


mer, George 
M. Jean 


Farrington, 


:0ldhammer, Samuel 
Laurence W 
r, Terry John 
ed, Fred S 
Hausmann, Gertrude S. 
Hickey, Harold L pul 
iplan, Morris lf Tr 
Metroy an blidg., 
ja, James H. Metr tan blidg., 
John C. Metropolitan bldg 
cove, Maurice 1612 Tr t pl 
Murphy, Rex L bldg 
Pattee, George L. -612 Republic bldg 
Philpott, Ivan W 806 Met tan bldg 
Porter, Whitney C............. 320 Republic Bldg. 
F Ids, Edna M 227 Sixteenth, 
Sedwick, W. A. 950 Pearl st 
Shankel, Harry Weyilman 1612 Tremont PI 
Shattuck, Robert Cummings .. 1612 Tremont Pl 
Metropolitan bldg., 
Smith, Guy William 1014 
Strong, James C., Jr. 617 bldg 
Swigert, J. Leonard ‘ Republic bl 
, la, Anthony J., Col. (MC), Fit Gen H 
\ Bergen. Thomas M 227 16t 
Wilson, Wm. Hildebrand........ 903 Republic bidg. 


ENGLEWOOD 


JUNCTION 
Cary, C.. 
Rigg, James P.... 


William Kei 


Lamberson, William Henry. 


Bur bldg 


Ferguson 


30 


209 


-1612 


4 Burns b 


Nevada 


Tremont Place, 


Colburn He 


DIRECTORY 


ALR 
dg. 


ldg. OP 
315 No. Cascade ave 
Ferguson bldg 

I Ave. OP 
.First National Bank bldg. ALR 
21 N. Tejor 
Burns bl 

Rt. i, Box 


ALR 
ALR 


lg. OP 


OALR 


ALR 


ALR 


ig. ALR 
ALR 


ALR 
, 0P 


ALR 
ALR 
tel ALR 


Z2 OP 


z., Z2 OP 


y, Z2 ALR 


Canon b 


ldg. ALR 


OALR 
ALR 
ALR 
ALR 


ALR 


ALR 
ALR 


ALR 


ig. ALR 
ig. 
OALR 
ALR 


st. ALR 


OALR 


928 OALR 


bidg 


llth Ave. 


schman Gardens ALR 


ALR 


Waldapfel, Richard........... De Mer 
GREELEY 
Atkinson, Thomas Ernest..... Coronado 
Droegemueller, Wm. H............. 


LA JUNTA 
Farnsworth, M. A. 
Ringle, Charles A.. 


LONGMONT 
Hageman, 


George Ricker 
Sidwell, Clarence Edward 


PUEBLO 


Earnest, Clarence E 
Hopk G H 
Lassen, Fritz 

Rusk, Harvey Schenck 
Tipple, Albert McCour 


SALIDA 
Thompson 


Lester Emmit 


Palmer, 

TRINIDAD 
Richie, L. T 


OALR 
ALR 


bidg. 


.Opera House Apt 


*/o John Blackmore 


tal ALR 
ALR 


bldg. ALR 
702 N. Main OP 
Box 1304 OALR 
Colorado lg. OALR 
ALR 


ALR 


CONNECTICUT 


BRIDGEPORT 
Alpert, Max 


Newitt i Nj 


ori J viiies 
S k. Richard John 
Turchik, Frank 


GREENWICH 
Rector Thomson 
J 


Tinkess. D 


HARTFORD 
Bausch 
Birge, 
Chester, Lewis 
Connor, Joseph 
Curran, Timothy 


Davis, James Edward....... 
Katz, Dewey 
Lewis, Samuel D.......... 
Little, Wilton Fo. 
Mancoll, Morris Max 


Neidlinger, Wm. J.. 
Schwartz, Herbert Norr 
Snelling, P. W. 


Truex, Edward H., Jr....... 
Unsworth, Arthur C........ 
Edward J........ 


Whalen, 


Zeman, Michael 


Morrissett, Leslie E........ 


Carl Philipp........ 


750 Main st., 


ere ee 49 Pearl st., Z3 OP 
242 Trumbull St. ALR 
576 Farmington ave 


881 Lafa ALR 

1 Lafay OP 

Sages 144 Golden Hill, 73 AL 

881 Lafayette st., Z4 OP 
1539 Fairfield A Z5 ALR 

.735 Clinton Ave., Z4 OP 
esicede 938 E. Main St., Z8 ALR 
1831 Barnum av., Z8 ALR 
pain 63 No. St. ALR 
...63 North ALR 
261 Lake ave. ALR 
Stanv Rd. OALR 


Z3 OP 


36 Pearl st 


179 Allyn st. 


Allyn St., Z3 ALR 
Z3 OP 
689 Asylum Ave., Z5 ALR 
179 Allyn, ALR 


Trumbull OP 


ALR 

99 Pratt St. OP 
56 Garden St., Z5 ALR 
ALR 
179 Allyn st., Suite 508 
ALR 


202-3 Professional Bldg., 179 Allyn st. ALR 


MANCHESTER 
Friend, Amos Edgar 


| 
STERLING 
=e | 
Garlick, George B......... 
Kornblut, Alfred.......... 
| € 
eevee 


\CADEMY 
CONNECTICUT Continued DISTRICT COLUMBIA 
MIDDLETOWN WASHINGTON 
Chase, Cari C ...121 Main OP Albright, Paul M., Rear Ad MC) USN 
121 Main st. ALR Bureau Medicine Surgery, Navy Dept. 225 OALR 
Alexander, Samuel A...........1830 Eye st. ALR 
4 NEW BRITAIN Alfaro, Victor R...... 2007 Massachusetts ave. N.W. 26 ALR 
Schechtman, Charles T ee ee ..81 W. Main ALR Ash, James Earle Army Institut f Pathology, Z25 
Tisher, Paul Winslow......... .+.....-99 W. Main St. OP Bauer, Arthur S....... Suite 812, 1801 Eye st. NW Z6 ALR 
Sell, John Gordon............1835 Eye st. N. W., Z6 ALR 
NEW HAVEN Bockoven, Sterling....1752 Massachusetts av. N. W., Z6 OP 
1142 Chapel, 211 ALR Bradley, Jeter C. .. «+900 Seventeenth st., N. W., ALR 
James Francis 1210 Chapel Brown, Clarence J., Rear Adm. (MC) USN 
atimer, Marvin 129 Whitney av. ALR Burtoff, 2025 St. N.W. ALR 
442 Temple, Z11 ALR Caldemever, Everett S 1826 R St., N.W. OP 
195 Church st., Z10 OP Clayton, Milton B.....Southern R. R. Office bldg., Z13 ALR 
Silverberg, Samuel Joshua........ 315 Whitney Z11 ALR Costenbader, Frank 22nd St. N.W., 
291 Whitney av., Z11 ALR Cox, Ronald Atmore. .1779 Massachusetts av., N. W., 26 OP 
Sperry, Frederick 107 Whitney, ALR Cummings, Edward Joseph 115 19th St., W., ALR 
Yudkin, Arthur Meyer................257 Church, Z10 OP Dart. Raymond Osborne. Col. (M¢ 
Army Institute Pathology, 22% 
q Wilson, Frank E.. 302 State ALR Dessoff, Joseph 1726 Eye st. N. W., 26 0P 


SOUTH Feldman, Bye St. ALR 
59 So. Main St. ALR Fischer, 1835 Eye st. N. W., Z6 ALR 
James A.......1511 Rhode Island av. W., ALR 
STAMFORD Foote, Wm. D.... 1800 Eye St. N.W. 
Bannon, Frederick M. ...........000-- 800 Main St. ALR Gill. C. Bache -eeeeee1726 Eye St., N. W., Z6 ALR 


Glorig, Aram, Jr. ........ Veterans Adminis., Rm. 880 ALR 
One Atlantic ALR Greear, James N., Jr.. 1740 M. st.. N. W. 26 OP 
Gurwin, Bernard J..............900 17th St. N.W. Z6 OP 


Henning, Carl. .1752 Massachusetts av. N. W., Z6 OP 

WALLINGFORD Holmes, Dorothy ....1816 St. N.W. 
Jenkins, William Herndon, 1150 Connecticut ave., N.W. Z6 ALR 

Jennes, Milton Leo Center St., Z18 ALR Columbia Medical ALR 

Levine, Jack Louis 10) 17th St. N.W., Z6 ALR 

the amt *y J 4 

WILLIMANTIC parndboraygeehe se ..1801 Eye st. N. W., Z6 ALR 
4 Meloy, William C......... 2019 R. st. N. W., Z9 ALR-PLS 
Moffett, B....... 1150 Connecticut av. W., ALR 


DELAWARE Morgan. William Eye st. W., ALR 


REHOBATH BEACH Moss, Conner ......1705 Island Ave. N.W. 
Daisey, Willard 0....... Park av. ALR Naples, Carmon Robert ... 1746 St., N.W., 


1726 Eye st. W., ALR 


WILMINGTON 


Cutler, Norman 1300 Harrison st. Pendexter, Stevens....... Farragut Medical 
LaMotte, William 0........ Arts OALR Ringer, Merritt Col. (MC), Army Center 


Poole, Gerald Ogden 600 Delaware Ave. ALR 


621 Delaware ALR Sawyer, Leroy Lee, -1746 St. N.W. ALR 


Schlanser, A. E., Col. (M.C.)..2245 Mt. View Place S. E. OALR 


a] 


Schnebly, John Thomas 
Shepherd, Elmer Roberts.........1746 K st. N. W., Z6 ALR MIAMI 
Sheppard, Ernest A. W. 


George Washington 


Simpson, G. Victor... 


Stow, M. Noel 


Swanson, Clifford A., 


The 


Tegge, Charles William 


Trible, G. B.. 
Vann, Homer King 
Wilber, Inez Edith 


Wilder. Helenor Camp 


Wilkinson, Oscar 
Wilkinson, Richard W 
Wilson, Alfred 

Winer, Albert 


BAY PINES 
Gross, Julius E 


BRADENTON 
Keller, Paul Kenneth 


CLERMONT 
Middleton, A. B 


CORAL GABLES 


DIRECTORY 


900 17th st. N.W. 


Of 1801 K St. OP 
712 Rhode Island ave. Z6 OP 
1746 K st. N. W., Z60P 


dm. (MC) U.S_.N 
Westchester Apts., 836-B, Z16 OALR 


... 1801 Eye st. N. W., Z6 ALR 


.1150 Connecticut av. N. W., Z6 OALR 


410 Cedar st. N. W., Z12 ALR 
1801 K st. N. W., Z6 OP 


bell 


I ite of Pathology, Z25 
‘ 1408 L st. N. W., Z5 OALR 
eevee 1408 L st. N. W., Z5 ALR 
910 W st., S. E., Z20 OP 
1835 Eye st. N.W., Z6 ALR 


MERRITT ISLAND 
Thomsen-von Colditz, G..... 


Black, Nelson Miles. 


Brown, Andrew George...... 


Chandler, 
Crossley, 

Dunaway, Carl E.. 


Lev Ai niel M 
McKenzie, George Edward. 
James 
Bascom H.. 
Park f 
Richardson, John Roberts... . 
R beck, Leo Henry 
Weinstein, Philip 


Whitmer, Kenneth Sweet 


MIAM! BEACH 


Denman, Francis £ 


Edelman, Maurice |. 


Hollender, Abraham R...... 


OCALA 


OALR 


Russell, Ralph Edward...... 


ORLANDO 


Cowell, Edward Huntington 427 Biltmore Way OP 


Hasty, F. E 


DANIA 
Connor, Arthur B 


DAYTONA BEACH 
Lenholt, Erie H. 


T LAUDERDALE 

oll, Frederick J 
ws, Ella WM. A 

McKee, Thomas 


T MYERS 


Charles Gordon 


ONVILLE 


Boyd, Charles Wils 
Irwin, Thomas 
ng, Raymond H 

Witham J 
‘cDaniel, Reuben L 


Ki 


iJ J 
Shale 
H. Ma | 
E L A N D 
Mar W 
WORTH 
Ray W 
er, Samuel 


Ingram, Hollis Carlyle...... 


Johnston, Hewitt 
McLemore, Carl Sloan 
Wall, Walton B. 
Wattles, Merrill 


PALM BEACH 


Constantine, K. W. 


Feldman. Joseph 


Blount 


510 13th Ave. ALR 
$36 E. Las Olas blvd.OP 


Heinberg, Charies J 


McLane, Jesse Newman 
Rubin, Nathan S 


AUGUSTINE 


111 W. Adan t. OP 
Medical Arts bldg.—Park st. ALR 


Grace, Charles C 


Herschel st. ALR PETERSBURG 


. Buckman bidg., Z2 OALR 

......401 St. James bidg. OP 

Medical Arts bidg., Z4 ALR 
.111 W. Adams, Z2 OP 
111 W. Adams, Z2 ALR 


Heard, Mary K. (Retired) 


McNay, Miller Ost 
Neilson, Orville N.......... 


Salmon, David L 
p 


fomon, Henry [ 


TAMPA 


303 Lakeside Drive OALR 
212 Cornell Drive OALR 


Duke, R. R 

Edwards. Thomas Marvin 
Forbes, Sherman B. 
Taylor, Joseph W 


N.E. 78th 
patpawes 722 Dupont bldg. ALR 


..Dun Huntin OALR 


. ._Huntington bldg., 232 OP 


717 DuPont bldg. 
Tiuntington bldg., Z32 ALR 


Huntington OALR 
DuPont bldg. ALR 
923, OALR 
1237 DuPont ALR 
. .602 DuPont bldg. ALR 
Ingraham bldg., Z32 ALR 


OALR 


7 N.W Sth St., Z37 ALR 
Ingraham bidg., ALR 
duPont , 232 OP 


541 Lincoln road, 239 ALR 
605 Lincoln rd. Z39 ALR 


impasaxewa 605 Lincoln rd. ALR 


541 Lincoln road, 739 ALR 


1206 E. Ocklawaia ave. OP 


iment 303 Exchange bldg. OP 


..303 Exchange bidg. ALR 
1202 S. Kuhl av. ALR 
...Professional bidg. OP 
1200 S. Kuhl ave. ALR 


1212 Palafox St. ALR 


1401 No. Palafox St. 


7412 2nd Ay VN. Z6 OP 


472 Central av., Z5 ALR 
..1008 First Federal bldg. OALR 


536 16th Ave., N.E., Z4 ALR 


Power and Light bldg , Z5 ALR 


..706 Franklin, Z2 ALR 

510 Citizens ALR 

; .706 Frankiin, Z2 0P 
.706 Franklin, OALR 


R Art 
FLORIDA 
R 
Paramou tidg. ALR 


FLORIDA Continued IDAHO 
WEST PALM BEACH BOISE 
Miller, Alice R...................505 Guaranty bldg. OALR Hedemark, Norman .... 218 Fastman bldg. OALR 
Preefer, Raymond So. Flagler Dr. 518 Eastman bidg. ALR 
715 Harvey bldg. OALR 
Teasdale. Laurie Redmond ....... 667 Flagler Dr. FALLS 
LEWISTON 
GEORGIA Worden, Donald King j ..307 St. John’s Way ALR 
ATLANTA 
Brown, Lester A..................815 Doctors bldg. ALR 
Burgess, Taylor S............ 310 Medical Arts bldg. ALR 
Calhoun, F. Phinizy........ 478 Peachtree st. N. E., Z3 OP Kane bldg. OALR 
Calhoun, Ferdinand Phinizy, 478 Peachtree Clothier, William 407-11 Kane bldg. 
Gershon, Nathan Isaac 727 Peachtree St. FALLS 
Hallum, Alton V........... 478 Peachtree st. N. E., 73 OP Cutler, Morton Box 780 OP 
Howell, Stacy C...... ..478 Peachtree st. N. E., Z3 OP 
King, James Thomas Medical Arts bldg. ALR 
Lokey, M........ Arts bldg., OALR ILLINOIS 
Martin, William 0., Jr.......478 Peachtree st. N.E., Z3 OP ALTON 
McDougall, J. Calhoun.......... Medical Arts bldg, Z3 ALR 101 E. Broadway OALR 
McDougall, William L............... Doctors’ bidg., ALR 3rd OALR 
O'Neal. Buford Lee ... 478 Peachtree St., ALR Rawlins, Grove A.. 206A W. 3rd ALR 
Stoner, Cyrus Hubert....... ..... 1029 Candler bidg. OP Rubright, LeRoy W 10 FE. Broadway ALR 
Warven, Witliam C., Doctors’ bldg., Z3 ALR 
Royals, Walter C., Col. (MC) 
Chief, EENT Section, Oliver General Hospital OP BELLEVILLE 
Commercial bldg. ALR 
COLUMBUS Pfeiffer, Guy 19-A South High St. ALR 
Thompson, John Barkwell 1308 ALR Roth, 203 bldg. 
GAINESVILLE 
Hall, Albert Winter 6820 Windsor Ave. ALR 
MACON 
Doctors’ bidg. ALR BLOOMINGTON 
Gailey, Watson W............ 1008 Main 
Griffey, Walter P. : 1303M Clinton Blvd. OP 
ROME St. Germain, Ellis Louis 1008 Main St. 
BLUE ISLAND 
ST. ISLAND Field, Homer 12757 Western ave. 
CARBONDALE 
SAVANNAH 105 South University av. ALR 
Faggert, George H............. 18 W. Oglethorpe av. ALR 
Lang, George Herrmanne ............ 202 


VALDOSTA 


McKey. Earle Sinclair, Jr. ...... 


WAYCROSS 
Collins, Braswell 


rr 400 W. Central OP 


701 Elizabeth St. ALR 


Gar Mart... ... ..408 W. 2nd OP 


CHAMPAIGN 


Youngerman, Wm. Clinic, 104 Clark 


4 
3 
mig | 
| 
7 
7 


ILLINOIS Continued 


Thomas Dyer 
Albert H., Jr 


Barnett, Irving F. 
Bau, Hyman William... 
30 North Michigan 


Berger, Louis 


700 N. Michigan 
30 N. Michigan av., Z2 OP 


Brandenburg, Nora B 


Clark, James W. 
) N. Michigan av., 


Michael James 


25 E. Washingtor 
‘07 N. Michigan ALR 


Ralph Allison 
700 N. Michigan 


Findlay, E. K 
30 N. Michigan 
3215 North Ave. 
Parkway, 215 OP 


Fitzgerald, James Robert .. 
Claudius Langdon 


Friedberg, 


Richard Cotter. 
Glatt, Morris A 


Gustafson, Olga Frideberg 
Michigan av., 


Elmer William 
Alice K..... 
Jerome William. 


30 N. Michigan, 


Hipskind, Myron Maxwell. 


Z3 OP 


122 South Michigan av., Z3 OP 
7 van av., 211 ALR 
55 East Washington, Z2 OP 
» Ave. OP 
30 North Michigan av., 
.3216 W. Roosevelt Rd. Z24 ALR 


OALR 


ALR 


OALR 
ichigan Z2 OP 


ALR 
Z2 ALR 
ALR 


ALR 


747 ALR 
, Z1 ALR 

ALR 
L51 OP 


; s, Z6 ALR 
..30 N. Michigan ayv., 


OALR 

OALR 
OALR 
Z2 ALR 
ALR 
ALR 


1 ave. OP 


St. ALR 
OP 


4753 Broadway OP 
av., Z11 ALR 
t., ALR 
Washington, Z2 ALR 
ALR 


ALR 


Madison OP 
63rd, Z37 ALR 
122 S. Michigan Ave. Z3 ALR 
Fullerton Pkwy., Z14 ALR 
30 N. Michigan av., 
55 E. Washington, Z2 ALR 
104 S. Michigan av., Z3 OP 
Michigan Ave. OP 


st. OALR 
Z1 OP 
Z2 ALR 
St. OP 
Z2 ALR 
22 ALR 


4458 Madison st., Z24 ALR 
6060 Drexel av., Z37 ALR 
1607 West st., 


William A..... 
Holinger, Paul H.. 


Jenkins, Albert H. 


Arthur 
Kammerling, Theodore S. 


Kerst, John Arthur... . 
Raymond W.. 


Kraft, Oscar H. 
Krause, Arlington C.. 
Kronfeld, Peter C.. 
Kulvin, Max M..... 


Douglas Wilkerson 


Mcintyre, George Fillmore... 
Frederick William 


Moncreiff, William F. .. 


Nance, Willis 0... 
Nash, Herbert T 


Noonan, W. J.... 


O'Connor, Philip D 
O’Connor, Thomas 


Pearlman, S. J 
Peliettiere, Edmund V 


Perritt, Richard A.... 


30 N. Michigan av., Z2 OALR 


.30 N. Michigan, Sec. 2., 22 OP 
700 N. Michigan av., Z11 L 
.....+.720 North Michigan av., Z11 OP 
Howard, William H......... 9152 Commercial Z17 
William Franklin, Jr. 
Hurwitz, Paul 

2 1532 Field Anr 


1853 W. Polk St., 212 0P 


.122 S. Michigan av., Z3 OP 
. .2749 W. Arthur ave. Z45 ALR 


5254 Michigan av. OP 


55 E. Washington st. Z2 ALR 
..616 Central av., OALR 

....810 §S. Michigan av., Z4 OALR 


20 FE. Jackson blvd., Z4 ALR 


..109 No. Wabash Ave., 

Kobrak, Heinrick. .Univ. of Chicago, 950 E. 59th St. Z37 ALR 

1518 N. Dearborn Parkway, Z10 OP 


904 W. Adams, Z7 OP 
5110 Kenwood av., Z15 OALR 
4803 Lincoln ALR 
Michigan av., ALR 


yom 2025-25 E. Washington, Z2 OP 
Madison St., Z24 OALR 
....307 N. Michigan ave. ALR 


.55 E. Washington, Z2 OP 


7905 Cottage Grove, Z19 ALR 
55 E. Washington st., Z2 ALR 


E. Washington st., Z2 ALR 


’5 E. Washington st., Z2 ALR 


950 59th, Z37 ALR 


185 Wabash ALR 


\0 N. Michigan Ave., Z2 ALR 
0) N. Michigan av., Z2 OP 


..1525 53rd St. Z15 ALR 


5508 Kimbark, Z37 ALR 
25 E. Washington, Z2 OALR 
E. Washington, Z2 ALR 
55 E. Washington, Z2 ALR 
5159 Damen Ave., ALR 
122 S. Michigan Ave., Z3 PLS 
4319 N. Greenview, Z13 OP 
58 E. Washington, Z2 OP 


25 E. Washington St., Suite 1523 ALR 


55 E. Washington, Z2 ALR 


.30 N. Michigan av., Z2 OALR 

Euclid av., OALR 
6958 S. Chappel Ave., Z49 ALR 


25 E. Washington, Z2 OP 


....4753 Broadway, Z40 OALR 


30 N. Michigan Z2 ALR 
55 E. Washington, Z2 OALR 
1530 Damen Z22 ALR 


....30 Michigan av., 


CHICAGO 
Andrey 
Appie, Car! 
Backer. Meyer 
R 
Bellows, John 172 
Rathman Lours 20 N M ‘higan av 
Campbell, Paul 314, 700 Michiga 
Lazar, Nathan K. 
Lebensohn, James E. 
Lederer, Francis L.. 
Leech, Vernon M... 
R tle. Maurice H 30 N. Michigan av., Leshin, Nor 
Cushman, Beulah Loring. Roland M ae 
Davis, 
Derlacki. Eugene L 55 E. Wa 
Dougherty, Clifford L 55 E 
Meyer, Samuel J bi 
Fowler, Earle B 55 E. Washington, Hii Morse, Leo M 
Fox, Nathan Morwitz, Samuel 
Fox, Noah Mundt 
Goldenburg, Michael.......... Newell. Frank 
Green, Hyman S 25 KE. Washington Novak. Frant 
Nugent, 
R 
Haas, Joseph Stahl Washington 
Hayde 


= 


ILLINOIS Continued EAST ST. LOUIS 
Piszkiewicz, Frank J......... 6019 Menard ALR Hanson, William Ludwig......... Spivey bidg. ALR 
Pollack, Samuel... 2909 W. Este? av., Z45 ALR .Murphy bldg. OP 
Pollock, Frederick 104 Michigan ave. ALR 
Prohovnik, Julius..................9 S. Kedzie av. ALR 
Puntenney, Irving. ..+++-720 N. Michigan av., Z11 OP Russell. Roland D Row S08 Prof ie OALR 
Roling, Edward A...........2753 W. North av., 2747 OP 
Roper, Kenneth L. .5840 Stony Island Ave., Z11 OP EVANSTON 
Michigan Ave. ALR Galloway, 636 Church st. ALR 
Salinser, Samuel..............25 E. Washington, Z2 ALR McBride, Linn Frederick _.1501 Asbury ALR 
Scheffler, Milton Morris...... Washington st. Gail Rane Church st. 
Scheribel, Karl J...............55 E. Washington, Z2 OP 
Schoolman, Joseph G............. 104 Michigan, ALR 
104 S. Michigan av., Z3 OALR 
Shambaugh, George Washington St. ALR GREAT LAKES 
Shapira, Theodore M. ........ 109 N. Wabash Ave., Z2 OP Cecha, Aibin H., Capt. (MC) USN, U. S. Naval H oP 
Shapiro, S. L.. ean .25 E. Washington ALR Hooker, James F., Capt. (MC) USN, U. S. Naval H ALR 
Skinner, Merton Michigan ave. ALR Otto William, Capt. (MC) USN 
ee ee 30 N. Michigan av., Z2 OP 
Snydacker, Daniel ..........58 E. Washington St., Z2 OP Henner, Robert 1830 Burton Ave. ALR 
Soboroff, Simon H........... 1608 Milwaukee av., Z47 ALR 
Sowers, Alva Boyd........ Michigan av., Sec. 


Sternberg, Paul.................58 Washington, Elmo 1952 Ridge road OALR 
Sullivan, Clifford 63rd St., JACKSONVILLE 
Theobald, Walter H........... 307 Michigan ALR Adams, L.. Professional OALR 
Schultz, Alfred r tuniap Hote 
....700 N. Michigan, Z11 OP JOLIET 
Van Alyea, E.. Salle, ALR Lennon, Robert Watson........... Chicago st. 
Van Wien, Stefan. 104 S. Michigan blvd. OP Woodruff, George H.......... 2350 N. Ottawa ALR 
Vermeren, John C.. {753 Rroadway, ALR 
Von Leden, Hans Victor........... Loyola Ave. 
Vorisek, Elmer A. N. Michigan Ave. OP Gernon, William........... §. Schuyler ave. OP 
Weiss, Jack Allan Wabash Ave., ALR Kelly, Vincent 310 Arcade bidg. 
Wojniak, Frank............ 4649 S. Ashland av., Z9 ALR Ehrmann, Evelina W.. ..3827 S. La Grange road OP 
Zekman, Theodore Washington st., 
LA SALLE 
Lenzen, Aloysius 206 Marquette St. 
CHICAGO HEIGHTS Woods. R. H.. 153 Marquette OP 
16th and Vincennes av. OALR 
MACOMB 
Baldwin, Stephen Adams bldg. 
Shurtleff, Raymond S. ......... 1804 N. Gilbert St. ALR 1702 Broadway OALR 
MAY 
SEEATER ni Irwin G 908 St. Charles rd ALR 
MOLINE 
101 W. First, Z3 OALR Fiatley, Ts. 1518 Fifth av. OALR 


ILLINOIS Continued 


NORMAL 


Hartent 


OAK PARK 
Fiack, Clarence Elbert 
Good, Palmer 
Palmer, Mahlon Pheips 
Theobald, Georgiana 
Theobal John J 


PEKIN 


Glasford, S 


PEORIA 
Blickenstaff. A. J 
DeLozier, Le rd Cecil 
Howard, Henry Sargent 
McGrath, Philip R 
Owen, Walter E. 
Pannabecker, Charles L. 
Sneller, Charles D. 
QUINCY 
Gabriel, C. K. 
Henderson, James Alexande 
Mercer, Ray 
tevensor Walter 
Walter D., Jr. 


Stevenson, 


ROCKFORD 


Fringer, Robert Chatterton 
W.R 
Potter, Jacob J. , 
Pritikin, Roland 


Voltz, Vernon Carl 


beth OALR 

I OALR 

311 Central Nat’l Bank g. ALR 
40 Jeffer bldg., Z2 ALR 


845 Jeffer ALR 
1242 Jefferson ALR 


, 22 0P 
efferson bidg. ALR 


Mair t. OALR 


r 2450 ¢ ge A ALR 


216 News Tower OP 


10 
1211 


2 
) 


W.C.U. bldg OALR 
OALR 
W.C.U. bldg. ALR 


9 Sheridan st. OP 
El e bidg. ALR 
Talcott Bidg. OP 
3 N. Main St. OP 


TORY 
REATOR 
Le r, Har 
AUKEGAN 
Glen H ) 


al J \ 
LOOMINGTO? 
Geiger, Dillon 
Smith, Herschel S 218 E 


BLUFFTON 
Smith, H. Brooks. 


CRAWFORDSVILLE 
Lingeman, B. N.... 


DALE 


Willis Eugene E 


EAST CHICAGO 


Chulruff Hoar 


‘ 
Cockrum, William Marion......... . 908 
R B. Hulmé 
1666 Bayard 
Slaughter, Howard Clarence....... 108 
124 
Bulson, E Lorirg 347 
Estlick, Richard E 329 Wayne Pha 
Gessier, William F. 2902 Fe 
Muelle Lawrence W iz 
Rothberg, Matrice We 


Herzog, Max... 
Ostrom, Louis... 


2815 ave. 


ALR 


FRANKFORT 


Schneck, Nathan 


KIE 
Wallner, Linden J... 


PRINGFIELD 
Broadwell, Stuart, Jr.. 
Deal, John Francis 
Duncan, Perry E. 


“ 


STERLING 
Austin, M. Fletcher 
Brodrick, Frank W.. 
Eilert, John Harold 
Sullivan, Timothy. . . 


210 Central Tr 


eer 124 18th St 
I 


tank bidg. ALR 


Bobolink Terr. ALR 


5th ALR 
Capitol OALR 
Capitol av. OP 


ist bldg. ALR 


302 First av. OALR 


501 Central 


Trust Bldg. OP 
104 15th av. ALR 


GARY 
Carmody, Raymond Francis 
Chevigny, Julius James F 
Parker, Harry Caunter.. 
Rubin, Milton R.. 


Huoh A 


HARTFORD CITY 
Owsley, Guy A., Col. (M.C.) 


Murray bldg. OALR 


S. Genesee st. ALR 


723 Elm ALR 
723 Elin St. ALR 


E. Kirkwood ALR 
Kirkwood ave. OP 


Sen Hur bldg. ALR 
3701 Main St. 


Hulman Bldg. OP 
First st. ZS ALR 
an bidg., Z18 OALR 
Pk. dr., OALR 
Hulman bldg. OP 
SE. Ist, Z8 ALR 


W. Berry st. ALR 


» Pharm. bldg. OP 


.112 Rimbach OP 
112 Rimbach OALR 
) Forest Ave. OALR 


High ALR 


REC 
George F 1912 Br ALR 2 
p 
Lake St. 
Lak 
ALR Washington OP 
Fisher, H. Noland 106 N. Silver st. OP 
TAWS INDIANA 
) Central Lif bldg. OP ANDERSON 
PARK RIDGE Bank Bldg. ALR 
Riser, Roy 120 Main 
..303 S. Main OP 
W. Berry, Z2 OALR 
ical bldg. ALR 
rfield av., Z6 OALR 
Suite 725 ALR 


INDIANA Continued 
INDIANAPOLIS 

adie 520 Hume-Mansur bldg, Z4 OALR 
Aronson, Sidney S.......... 23 EK. Ohite st. ALR 
1577 No. Illinois, Z8 ALR 
Biackford, Roger W.......503 Hume-Mansur bldg., 74 ALR 
Brown, David Edward...... 520 Hume-Mansur ALR 
Craft, Kenneth L.........1002 Hume-Mansur ALR 
Cuthbert, Marvin Delaware st. 
Dearmin, Robert M.......... Meridian St. ALR 
Dyar, Edwin William 202 Meridian, 
Hughes, F........ Hume-Mansur bldg., 
Johnson, Thomas W............ .529, East ALR 
Jones, David E...... ....Chamber of Commerce, Z4 ALR 
Kuntz, Herman 501 Hume Mansur bldg. ALR 
Larkin, Bernard J... . .305 Hume-Mansur, Z4 OP 


Leasure, Kent..... 
Lingeman, Edward Laurel 


Littell, J. Jerome ...... 


Manion, Marlow W.. 
Mann, Mortimer....... 
Masters, John M....... 
Masters, Robert J...... 
McCaskey, C. H........ 
McQuiston, Ralph 
Molt, William F.... 


ansur hid 


.-611 Hume-} 
..411 Hume-Mar 


g.. Z4 ALR 


ur bldg., Z4 ALR 

Hume-Mansur bldg., ALR 
.601 Hume-Mansur bidg.. ALR 
..323 Hume-Mansur bldg., Z4 OP 
....805 Hume Mansur bldg. Z4 OP 
....805 Hume-Mansur bldg, Z4 OP 

608 Guaranty bldg. ALR 

.. Bankers Trust bidg., 74 ALR 


MUNCIE 
Deutsch, William, 
Hill, Howard E...... 


NEW CASTLE 


Smith, Robert Arvil... 


RICHMOND 
Holland, Emory E 


SOUTH BEND 
Cassady, J. Vernal 
Ciark, William H. 
Diet!, Ernest L. 
McFarland, Corley B. 


Rigley, Ed 
Rudaol Car! J 


TERRE HAUTE 
Allen, Orris T 
Gillum, J. R 
Mahoney, Charles L. 
“McBride. Noe! 


McEwen, James Woods 


TIPTON 
Overman, Frederick V 


UNION CITY 
Ruby, 


ALR 
.....402 W. Jacksor TT4 ALR 
106 st. ALR 
OP 
OP 
120 N. 1 Ivd. ALR 
527 ig. ALR 
N. blvd. OP 
ALR 
7 1M OP 
Sher! OALR 


.Rose Dispensar 


1438 S. { 


---.12 8 
670 Cherry 


Norris, Mary Alice. 
Pfafflin, A.... 
Row, D. Hamiiton 
Rutherford, 
Sage, Russell 
Sims, Lawrence . 
Sparks, Alan Leo... 
Cari 
Sputh, Carl Brosius 


Sudranski, Herbert F.... 


Swan, John R...... 


Teixler, Victor 
Van Osdol, Harry A.... 


Wright, J. William. 


KOKOMO 


Adams, Charles Joseph 


Good, Richard P... 


LAFAYETTE 
Calvert, Raymond 
Peterson, Joel A.... 
Van Buskirk, Edmun 


LOGANSPORT 
Adamski, Michael 
Hickman, Warren 
Holmes, Will 


MARION 
Braunlin, William 


MICHIGAN CITY 
Krieger, M...... 


.404 Hume-Mansur bldg., Z4 OP 
...Bankers Trust bidg., Z4 OALR 

.505 Hume-Mansur ALR 


AMES 
Thorburn, 0. L. 


BLOOMFIELD 
P 3723 N. Gale, Z1S ALR 
224 Meridian st., No. 301, 
. .224 N. Meridian st., No 4 ALR BURLINGTON 
La Force, E. F.. 
Lee, Wayne Robert 


.224 Hume-Mansur bldg., Z4 OP 
.Chamber of Commerce bldg., Z4 ALR 
ALR 


ARR 


McConkie, 


..Armstrong-Landon bidg. OALR 


EDA 
308 Armstrong-Landon bldg. ALR CEDAR FALLS 


CEDAR RAPIDS 
609 Lafayette Life bldg. ALR Noe, Carl A..... 


Pearson, George J 


Anneberg, Adrian R 
Willis L.. 


Tyler, William H. 


Iowa State Bank 
..-6183 Medical Arts 
.320 N 


-601 Higley 


....212 Paramount 


von Lackum, John Kenneth. ..Merchants Nat’] Bank 


hidg. OALR 
erson ALR 
Pear! OALR 


bldg. OALR 
6th OALR 
7th OP 

t. OP 


ALR 


bidg. OALR 


bidg ALR 
ALR 
ALR 
ALR 

st. ALR 


bidg. ALR 
bidg. OALR 
bldg ALR 


..408 North st. OP CLINTON 
211 Third ALR Carey, Edward Thomas...............415 Howes bldg. ALR 
ee ..217 Fifth av. S. OALR 
National Bank OALR COUNCIL BLUFFS 
701 Washington OALR Treynor, Jack Vernon.................532 First Ave. ALR 


j 
| 
Stewart, Walter E Tribur 
J Clini 


ay 


Continued 
CRESTON 
Childs, 
DAVENPORT 
Hands, Sidney G... 


Harkness, 


Gordon F...... ....Putnam bl 


Lamb, Harry Howe 220 
Rock, John Emmett........... 


MOINES 
Downing, Arthur H 
BUQUE 


incoln F 
Thompson. How 
T n, John A 
2T 
( 
Klueve Her \ 
RT MADISON 
Reimers, R. S 


Albright, George C ssc 


Allen, James Harri 
~ 4 we 

Huffman, William Clyde I r I 
C 

L Ider, Placic J I 
L Dean M University | 


G L 
XVILLE 
W h C 
VARS 
French, R. F.. Masonic Tem; 
Nolfe. Otis R Masonic Temple 
VASON CITY 
Chenoweth, Charlie Everette For 
Fa ...For g 
Hospital 


IRECTORY 


MUSCATINE 
Goad, 
OALR 


OALR I X CITY 
ALR Decker, 
op G 
ALR 
ALR 

T LeR 
ALR VATERL 


ALR 


Michael 


aVorne 
Lav e 


m 


ALR 
oP EMPORI 
ALR 
Walter 
W 
PIS Scales. Wm. McVey 
NSAS CITY 
oP Clif 


OALR 


10 W. 2nd § 
Mahaska Theatre bldg 
207 E. 2 
W. Sher ) ay 

Fri bidg., ZS 
Day bidg., Z1 
Darid Z1 
Da , Z1 
523 David g- Z1 
I 

QR hide 

( 

KANSAS 

Wel 
{ g 

B 


Eliz 
10 Huron 
11 
207 


ALR 


OALR 


OALR 
OALR 


OALR 


ALR 
ALR 


ALR 


ALR 


ALR 


OALR 


16 W. Adams 
OSKALOOSA 
Greenlee. Max 
201 2nd ALR 
ain ALR 
ig ALR OTTUMWA 
Prewitt, Leland ALR 
Z ALR Vv W aylar d HK ee = 
bldg. 
OALR 
Edgar R k 
thy, Henry ALR Bender, ALR 
Pickard. John C \ ALR Joynt, A. J OALR : am 
Quinn, Francis Roshek ALR Reuling, OALR 
fain OALR 
CALR 
OFFEYVILLE 
ALR Chadwick, Ira 
CITY CONCORDIA 
OALR 
100 First West ALR 
ALR 100 Main 
| r ta Ave. OP ee 
PARSONS 
OALR 
ALR PITTSBURG 
OALR Stelle, Harry erce 


KANSAS Continued Will Sales bldg. ALR 
PRATT D ‘ r 300 Francis bidg., Z2 OALR 
Pitman. Will D First Nat’l Bank bidg. ALR Dulaney, Octavus Brown blidg., Z2 ALR 
Forrester, Alex M 22 Heyburn bldg. ALR 
SALINA Ke ee Heyburn bldg., Z2 OALR 
Alfred, Army Air Base ALR tA t E iF bldg., Z2 OP 
Moran, Charles T. Heyburn bldg. OP 
TOPEKA Pfingst, Harry A 332 W. Broadway, Z2 OP 
As Byron J W St. OALR Pryor, Will R.. ae ane $15 bldg. Z2 OP 
B Frank C M bldg. OP Ra George H 14 |} ldg. OP 


Kirkpatrick, Hazen L. ~..-..t15 Mills bidg. ALR 
Powers, Harold 


bldg ALR 


g., Z2 OP 


hi 


OP 


ALR 


ty. ALR 


udway OP 


Ree Wiiliam W M Idg. Al Towr wight H 
7 Victor, Karl N 
WICHITA 
i ~ Wolfe, William C 10 Heybur 
Carter, Central bldg., ALR 
Che James bidg., OALR 
Woolfol Nilliam | l1IS 4 
Gi 201% N. Ma Z2 OP W olk, Willis wee 4 
Gs George F 244 | Doug ‘SOP PADUCAH 
5 J. F 244 I oug ZS OALR Abell. Harrv Davis 288 Br 
wag D. I. 2 OALR .....City Savings Bank bldg. ALR 
Reifsneider I bldg., Z2 ALR ; 
Se Bank bidg., Z2 ALR 
Tippin, Err Bank bldg ALR 


WINFIELD 


KENTUCKY 


Ss, Walter F Ma Arcade ALR 


COVINGTON 


Bledsoe, R. W. ...First Nat'l Bank bidg. OALR 


FRANKFORT 
Snyder, William S., 


GLASGOW 
Weldon, William A. aa oP 


HARLAN 
Gunn, Milus L. eee L107 E. Mound st. ALR 


HENDERSON 
Rodenberg, Elmer Julius......... 319 N. Elm St. ALR 


HOPKINSVILLE 
Harned, John W...... ‘ ...902%4 S. Ma t. ALR 


LEXINGTON 


DeWeese, Clarence ......... 201 Second CALR 


Frey, Walter D........ N. Upper st., 215 OP 
Marks, Samuel 203 Second, ALR 
Preston, William 8. ..........308 Central Bank Bldg. ALR 
Stern, Milton J........... First National Bank bldg., Z3 OP 


LOUISVILLE 
Baker, Melvin C. bidg., Z2 OP 
Bass, A. L. Mocking 

Bloch, Charles L ‘ 672 Francis Bldg., Z2 OP 


ALEXANDRIA 


Quantz, Herman Celestian TOT G » Bank Bldg. ALR 

Simmonds, Noel T...... 1404 Murray OP 
BATON ROUGE 

Joseph, Gerald Feite 221 Plank Rd. ALR 


Marks, Paul L.. 131 No. &tl 


McLaurin, James Walter 


Phillips, James R ied 1 Wir 


Raggio, Francis Warren, 2416 Heler 


ORLEANS 


St. OP 


Tulip St., ALR 


av OP 


bldg., Z16 OP 
Bank bldg. OP 
Charles Ave. 
913 Richards bldg. ALR 


Alexander, Lucian W Maison Blanche bidg., Z16 ALR 
Beil, Wallace C 412 Americar 
oles, Wm. M...... , 4132 St. 
Brewster, F.. 
.713-15 Richards 


Brown, Charles Lafayette 
8 Hibernia Bank bldg 
Loyola Ave 
Crebbin, Alexander 8 .-Maison Blanche bidg 
Farrior, J. Brown 


bidg. ALR 


Z12 
Z13 


Cox, Charles L...... Pere Marquette bidg., Z12 ALR 


eer Ochsner Clinic ALR 


Val Henry Bank Z12 ALR 

es, Shelley Rice 211 Loyola 
Gooch, John B ceetaweqen Canal Bank bldg., Z12 ALR 
Haik, George M ..812 Maison Blar bldg. OP 
5740 Vicksburg St. ALR 
710 Pere Marquette Bidg. ALR 

Joseph Baronne bldg., Z12 ALR 

rney, Harold Leslie ; 1403 Delachaise, Z15 ALR 


Kimata, Harold T..... 165 
Larose, J. Henry 


j = Ochsner Clin 


Z13 ALR 


Z12 


ic, 


ASHLAND 
LAKE CHARLES 
Olin W $20 Pujo St. ALR 
| 
Thompson, Wm. 2nd st., ALR 


LOUISIANA Continued 


Lynch, Mercer G Ochsner ( ALR 
McComtsk Arthur James 3420 Pryta > ALR 
Meyer, Monte F 645 Canal bldg. ALR 
Renken, Paul William 812 Gra t., Z12 OP 


Smith, Leslie M., Sr. Surgeon USPHS 


U. S. Marine Hospital Z15 OP 


Smith, Victor C 211 Loyola Ave., Z13 OP 
Steele, Clarence Hart ........Ochsner Clinic ALR 
Taquir George J aaa Canal bldg., Z12 ALR 
Wagner, W. A eee 200 Carondelet, Z12 ALR 
Wallis, Edward G f M Blanc bidg., Z16 ALR 
Weil, A. | ...0439 Prytania, 715 ALR 


Womack, David R 1218 Maisor 


Wood, Spencer 


NEVILLE 
Ewing, Fayette C 


SHREVEPORT 


Bryant, Frank L. ? 2622 Greenwood ALR 


Gray, Leon Fowler 50% Marshal! St 


LaRue, C. L .. Highland Clinic, 250 
-Medical Arts bli 
Scales, J. L. 2782 Fairfleld Av 
inic ALR 
93 OALR 


Riggs, Ralph H. 


Smith, Bryant P.. Jr .. Highland ¢ 
Wilkinson, Joel A................ P.O. Box 1526, 


AUGUSTA 
Provost, Pierre E ..31 Western A 


ANGOR 
Butler, Harry. 
McQuoid, Robert Moffat 


BATH 


BOOTHBAY HARBOR 
Turner. Oliver W 


GARDINER 


Hurd, Allan C ( 


HOULTON 
Hogan, Chester F........... ; 62 Main 
RTLAND 
Beach, S. Judd 704 Congres 
Cummings, George 0...... : 47 Deer 
Gordon, Charles H ..46 Deering 


Haskell, Alfred W 
Johnson, Henry 
McAdams. Wm. R 723 ( 


ATERVILLE 
Flanders, Merton 


Blanche bldg., Z 


.500 Verret, Z15 ALR 


39 Columbia ALR 
Whitworth, John Ewing...............116 Hammond 


(Retired), 


ve ALR 


ALR 


OALR 


st. ALR 


st. ALR 


ALR 
ALR 


gh, 


ALR 


ldg. ALR 


ig. ALR 


Hill, Howard F... ....177 Main OP 


n, James E. ; Professic 


ALR 


ig. ALR 


ALR 


OALR 


MARYLAND 


ANNAPOLIS 


V Rohert S. G : . 86 State Circle OALR 
Wiser, Henry J., Capt. (M.C.)....503 Dream’s Landing ALR 


Bagle Cecil Hopkins East Read, Z2 OP 
James, ...2630 Guilford ave., Z18 OALR 
Breitstein, M. Lewis..........1213 Eutaw Place, Z17 ALR 
Brow Road ALR 


C C. A 
Crowe, Samuel James 
Dix, Harold C ‘ 206 Paddington rd., Z12 
Fox, Samuel L 1205 St. Paul st., Z2 ALR 
1212 Eutaw pl., 
Friedenwald, J. S.... ..1212 Eutaw pl., Z17 OP 
Goldback, L. J 6 East Eager, Z2 OP 
Goldberg, Herman K ale bi 719 N. Charles st. OP 
ton. Jack Smallwood ..John Hopkins Hospital, 25 OP 
iliff, Charles Edwin 12 W. Read St., Z1 OP 
f ‘ .1908 Eutaw pl., Z17 OALR 
Kleimen, Bernard S$ 111 N. Calvert St., Z2 ALR 
Kremen, Abraham............. 2355 Eutaw Place, 
Lieberman, Alfred T 20° EB. Mt. Vernon Pl., Z2 ALR 
Looper. Edward Anderson 104 W. Madison, Z1 OALR 
MacLean, Angus L. 1201 N. Calvert, Z12 OP 
Maumenee, Alfred E. .....Johns Hopkins Hospital, Z5 OP 
McKenzie, William Raymond. 101 W. Read, Z1 ALR 
Moore, James | 11 E. Chase St., Z2 OP 
Owens, Ella M. Uhler 10 E. Chase St., Z2 OP 
Owens, William Councilman 10 E. Chase St., Z2 OP 
Patterson, Robert U.... 5801 Roland Ave., Z10 ALR 
Proctor, Donald F.... ¢/o Johns Hopkins Hospital, Z5 ALR 
Randolph, M. Elliott... , 11 E. Chase st., Z2 OP 
Raskin, Moses.....The Madison, 817 St. Paul st., Z2 OALR 
Reese, Frederic Miller... .Prof. bldg., 330 N. Charles, Z1 OP 
Rich, Benjamin §S 404 Medical Arts Bldg., Z1 ALR 


Harry 


Kemler. Joseph 


Scholz, Roy 0 1529 Pentridge Rd., Z12 OP 
Small, Mary L ~seee-18 W. Read, Z1 OP 
Snyder, Jerome......... Chase St. ALR 


Walsh, Frank B 12 W. Read St., Z1 OP 
Walzl, Edward McGolgan Hopkins Hosp., Z5 ALR 
Woods, Alan C ; Johns Hopkins Hospital, Z5 OP 
Zinn, Waitman Farnsworth Medical Arts bldg., Z1 ALR 


BETHESDA 


Delaney, Adrian J., Capt. (M.C.), USN, 
Nat'l Naval 

Richm Frances B.. Lt. Comdr. (MC) 
Nat. Medical Center, Naval Hospital OP 
(MC) USN. .U.S. Naval Hospital. ALR 


Medical Center ALR 


CUMBERLAND 


Jones, Emmett L.. J 


CHEVY CHASE 


Rice. Car! & 6500 Maple av., Z15 OP 


FREDERICK 


Brandtiel Ira Irvin 9 E. 2nd St. ALR 


HAGERSTOWN 


Sachs, James Wilbur ‘ 1 W. Washington St. ALR 
S 1, W. Hamilton........ 314 Wareham bldg. ALR 


1 rit 
BALTIMORE 
71 OP 
rh 
| P.O. Rox 947 ALR 
g 
4 
Professional b 
j 
¥ 


ACADEMY 


MARYLAND—Continued 

SALISBURY 

204 Walnut st. 
TAKOMA PARK 

; 301 Lineoln Ave. ALR 
WESTERN PORT 

..121 Main st. ALR 

MASSACHUSETTS 


ARLINGTON 


Carroll, Walter Chestnut, Z74 ALR 


BELMONT 
Cogan, David G. . re ..30 Clark St., Z78 OP 
Mosher, Henry Adams........... 11 Beatrice Circle, Z78 OP 
BEVERLY 
BOSTON 
Charles H.......... 520 Commonwealth av. ALR 
Bloom, Henry Rostler ....311 Commonwealth Ave., Z15 OP 
264 Beacon St., Z16 OP 
Burian, Hermann M....... 520 Commonwealth av. 
877 Commonwealth Z15 ALR 


Chisholm, Julian F., Jr., Cedar, 
c/o Mrs. Bunting, 


Cowan, Clyde R....... Bay State Back Bay, ALR 
DeBlois, Elizabeth ..247 Commonwealth Ave., Z16 ALR 
Donahue, Hugh C........... 520 Commonwealth Z15 
Charlesgate West ALR 
264 Beacon st., Z16 
Evans, Maurice George............ 416 Marlboro, Z15 ALR 
483 Beacon st., Z15 ALR 
Fineberg, Nathan L......... 475 Commonwealth ALR 
Frazee, John R....... 311 Beacon st. ALR 
483 Beacon, ZI5LR 
Goodale, Robert 330 Dartmouth, Z16 ALR 
Charlesgate West ALR 
101 Bay State rd. 
Hickey, Bay State rd., Z15 ALR 
330 Dartmouth, Z16 ALR 
Hoover, Walter Boyd...... 605 Commonwealth Z15 ALR 
Bay State rd., Z15 ALR 
Johns, Juanita 313 Commonwealth av., 
Johnson, Cari Bay State rd., 
Johnson, 403 Commonwealth av. ALR 
Johnson, Leighton F......... ..29 Bay State Z15 ALR 
483 Beacon St., ALR 
475 Commonwealth Z15 LR-PIS 


Kelley, Vincent 520 Commonwealth ALR 
264 Beacon St. OP 
Kleinert, Margaret N.. 23 Bay State rd.. Z15 ALR 
.520 Commonwealth av., Z15 
Lathrop, Frank D.. .Lahey Clinic, 605 Commonwealth Ave. ALR 
Lentine, Joseph... ..3895 Commonwealth Ave. ALR 
Lovesey, Burton E........ ..76 Bay State rd, Z15 ALR 
Lurie, Moses H.. .......483 Beacon, Z15 ALR 
Meltzer, Philip E...... ....20 Charlesgate West, Z15 ALR 
Messenger, Harry K.........313 Commonwealth av., Z15 OP 
Miller, Daniel... ....20 Charlesgate West, Z15 ALR 
Mills, Chester .520 Commonwealth Z15 ALR 
Mueller, Werner....... 412 Beacon, Z15 ALR 
Offenbach, Bertha.......... Commonwealth Ave. 
Poirier, George Bay State rd., ALR 
Quincy, E.. 270 Commonwealth av., ALR 
Regan, James J............ 520 Commonwealth Ave., Z15 OP 
Regan, William F .19 Bay State rd.. Z15 ALR 


Richardson, John R. 103 Commonwealth av., Z15 ALR 
Riseman, Benjamin....... ...41 Bay State rd., Z15 ALR 
Rowland, W. D ......180 Commonwealth av., 216 OP 


Ruben, Maurice Richard 311 Commonwealth Ave. ALR 
Sachs, Benjamin......... ..520 Beacon, Z15 OP 
eee 416 Marlborough, Z15 OP 


Thorne, Fred S.... .270 Commonwealth av., Z16 OP 

Tingley, Louisa Paine. . rey 416 Marlborough, Z15 OP 

Wiikins, Samuel Henry. ...270 Commonwealth av., 216 OP 

Zonderman, Bernard......... Bay State ALR 
BRIGHTON 


Cammisa, James J. Vincent, Comdr. (M.C.), USN, 
44 Leamington rd, 235 OALR 


BROCKTON 
Jones. Edward Earl 141 W. Elm St. ALR 
Nerbonne, Joseph 231 OALR 
Welch, Robert Francis............. 232 Main St. ALR 


BROOKLINE 
Delman, A. H 
Richards, Lyman 
Verhoeff, Frederick H. 


183 Babcock St., Z46 ALR 
..1101 Beacon st. ALR 
.61 Monmouth st. 


CAMBRIDGE 
Butler, Edmund John.............. Garden st., ALR 


CLINTON 

FALL RIVER 

Donovan, Richard 422 Main OALR 

FITCHBURG 

FRAMINGHAM 

Dinan, Thomas Edward............... 132 Union av. ALR 


.56 Proctor St., OALR 
132 Union av. OP 
..270 Belknap rd. ALR 


Gagliardi, George R. ... 
Frederick 
Tomb, Everett 


| 
| 
| 
= 
4 
| 


DIRECTORY 
MASSACHUSETTS Continued SALEM 
GARDNER Hennessey, W. bssex OALR 
R SOMERVILLE 
R Lodge, Edmund Anderson .7T9%% Prospect St. ALR 
SOUTH HARWICK 
78 Federal st. OP 
Millett, Frank A. 40 High OALR SPRINGFIELD in | 
HAVERHILL Bess, Eugene George 15 37 Ma 23 
Byrnes, Harry Chestnut, OAL 
HOLYOKE 
sure 225 High st. ALR WAKEFIELD 
R 207 Elm OALR Jones. Igin W 9 Laf te St. OP 
R LAWRENCE WALTHAM 
Byrne, Harry V. 1 Essex OP Baird, Charles G., ¢ (MC) Murry Gen. Hosp. OAL 
Colson, William 301 Essex st. Lawlor, Edward Francis Moody St., Z54 ALR 
Mackenzie, Roland C.. 30 Grant, Z54 OP 
LOWELL 
SOMERVILLE 
Jellis, Walter av. ALR 
LYNN 
Rafferty, George E. 173 N. Common ALR 
LR French, Robert Weller. 181 Pleasant OP Berry, , ALR 
Mosher, Harris Front ALR Goodspeed, Harry Pleasant, ALR 
DeWolf, Porter ALR Rice, Theodore Main St. 
Tegelberg, Julius Monterey rd., ALR 
NORTHAMPTON Whitney, Percy 390 Main, 
PITTSFIELD MICHIGAN 
Benz, Alvin H. . 200 E. Washington St. OP 2 
Swenson, Rudolph E.. Carver St. ALR First Bank bldg. 
Furstenberg, C.... Bank bldg. ALR 
QUINCY Henderson, John Woodworth ... Hospital 
Gilmore, Robert 1159 Hancock ALR Maxwell, James First Bank bldg. ALR 
McClintock, Walter L., Capt. (M.C.), 120 Putnam st. ALR 410 Highland rd. ALR 


ACADEMY 
MICHIGAN Continued May, Frederick T.......... Adams, 
BATTLE CREEK McCullough, Lester 1553 Woodward 
....90 E. Warren 721 OALR 
James Timothy 571 Fisher ALR 
, Criswell, Robert Harold................ Phoenix bldg. OP Pittman, John E............ Darid Whitney bldg., 2726 OP 
Urmston, Paul Robert.............303 Davidson bldg. ALR Proctor. Bruce 1419 David Whitney 726 ALR 
Reid, Wesley Fisher bldg. 
BENTON HARBOR Robb, James Milton David Whitney bldg.. Z26 ALR 
Cawthorne, Harold Jesse........ Pipestone ALR Roman, Stanley John Maccabees OALR 
BIRMINGHAM Sage, Jefferson Ave. ALR 
Shurly, Burt R. . ..62 Adams av. West, i ALR 
18 N. Monroe St. ALR Spero, Gerald David. .2311 David Broderick Tower, 7 oP 
~ Sugar, H. Saul . 1108 Stroh Bldg., Z26 OP 
Summers, William S. ....Darid Whitney bldg., 726 OALR 
DETROIT Sutherland, Jacob Marion. Fisher ALR 
Amberg, Emil W. Boston blvd., Z2 ALR Vossler, Albert E. David Whitney bldg., 226 OALE 
..10 Peterboro ALR YVeaver. Delmar Franklin Henry Ford Hospital, 22 ALR 
Beattie, Robert David Whitney bldg., 726 OALR David Whitney bldg, 226 ALR 
Bolstad, Donald Stanford ....2799 Grand ALR Woodry, Norman Lee, 1501 David Whitney 226 ALR 
5057 Woodward av., OALR Woodworth. William P.. Grand OALR 
Brunk, Clifford F........... 7815 Jefferson ALR 
Cooper, Edmond L....... 414 David Whitney bldg., Barbour, Fleming 506 National 
Maccabees bldg. OALR Wm. B............302 Paterson OALR 
Maurice............... 5057 Woodward ave., Smith, Eugene C.......814 Mott Foundation bldg., 
Crossen, Henry F........... David Whitney bidg., ALR Stevenson, William Kresge bldg., OALR 
Croushore, James E.............573 Fisher bldg., ALR White, Herbert T.... 
1108 Stroh Bldg. Z26 OP 
Davies, Windsor Stroh Bldg., Adams GRAND RAPIDS 
Defnet, William Adams West, ALR Dean, Alfred ........ Arts 
Henry Ford Hospital, ALR Dewar, Murray M...... Arts bidg., 
Dunlap, Henry Arthur........ 7815 Jefferson av., Z14 Doran, Frank....... ALR 
Gemeroy, Joseph C............. 664 Fisher Flynn, Donald........ 240 Kendall Professional bidg. ALF 
Glowacki, Ben Francis............ Maccabee R.. Arts bldg., ALR 
Gonne, William David Whitney Z26 ALR Laird, Robert Fulton st., 
Hale, Arthur Stanley......... Tower, OALR Mehney, Gayle Henry ..........504 Medical Arts Bldg. 
Hammond, Arthur............ David Whitney bldg., ALR Moll, Arthur Theatre ALR 
Hauser, 606 David Broderick Tower, Z26 ALR Steffensen, H., Blodgett Medical 
Lamberson, Frank 19600 Grand River, ALR Beam, Duane............... Kercheval ave., 
Lauppe, Frederick A....1801 David Whitney Merkel, Charles Kercheval ALR 
840-842 Maccabees bldg. ALR HOLLAND 


MICHIGAN—Continued 


{RON MOUNTAIN 
Boyce, 
McEachran, Hugh Dou 
Menzies, Clifford G. 


Hardie, George C. 


as 


McGarvey, William Edward 


Newton, Ray E. 
Winter, Geo. E. 


KALAMAZOO 
Fast. Raloh 6 
Fulkerson, 
Grant, Fred 
Marshall, Don 
Wilbur, Edward P 


LANSING 
Behen, William C 
urdick, Austin F. 
Ellis, Ward 
Heckert, Frank B 
McGillicuddy. 0. B 


MARQUETTE 
Hornbogen, Daniel Powell 
Keske Georce 


Nicholson, John Bixby 


MENOMINEE 


William 
MIDLAND 


Pike, Melvin # 


MONROE 


Williams, Robert J 


MT. CLEMENS 
Croman. Joseph M.. Jr 


MT. PLEASANT 
Strange. Russel! 


MUSKEGON 
Loder, L. L 


521 Stephen 


.733 Woodward av. ALR 


Jackson City 


1010 Reynol 
.117 W. Michi 


n 


..290 Michigan av. OALR 


186 E. Michigan ar., 
107 W. Michigan ayv., 


s bidg. OP 


ids 


gan ave. OALR 


DIRECTORY 


Tiedke, Gunther E. 


ST. CLAIR 


Z4 ALR Wetzel, John 0. 


OALR 


Kalamazoo Bank SAULT ST. MARIE 


1408 American Bank Bldg. Z46 
South, Z46 OALR 


Mandeville, Clifford Bagley 


NILES 
Moore, Themas Scott. 


PONTIAC 
Baker, Frederick A 
Aaron 


RIVER ROUGE 
Flaherty. Norman W.. 


ROYAL OAK 
Mac 


73 W. Jefferson ave., Z18 OP 


.105 


Washington Square bldg. OALR 


..438 W 


1818 Old 


401 Savings Bank bidg. 


Rose 


ALR 
Bank ALR 


Trapasso, Anthony J. 


SOUTH HAVEN 
Urist, Martin J 


.535 8. Capitol av., Z15 ALR 
Drawer 1378, OALR 
Box 637 ALR 
1105 Bank Lansing bldg. 

ALR 


TRAVERSE CITY 
Beall, John 


SAGINAW 
Cortopassi, Andre J.............324 8. Washington av. ALR 
Cortopassi, Vital E............. 324 Washington av. ALR 
Ave. ALR Curts, James So. Washington Ave. 
330 S. Washington ar. OALR 
Richter, Harry Joseph......604 2nd Bank ALR 
OALR Slack, Walter K.. 


Curry 308 Eddy bldg., Z3 ALR 


OP 


.1012 N. Riverside Dr. OP 


Sault ALR 


Center & Phoenix sts. OP 


118% Front st. 


MINNESOTA 


ALBERT LEA 


BEMIDJ! 


Garlock, Arthur Varney 


521 Sheridan road OALR 


115 Cass av. OALR 


117 College av. ALR 


506 Hackley Union Bank bidg., Z11 
Hackley Union Bank ALR 


2nd 


CROOKSTON 
Morley, George A. 
Oppegaard, C. L. 
Parsons, 


DULUTH 
Armstrong, E. Leslie 
Athens, Alvin G...... 


Fawcett, Keith R.... 


Fellows, Fording... 
Hilding, Anderson C...... 


Knapp, 


FERGUS FALLS 


Combacker, Leon C.... 


Matthews OALR 


Morsman. L. W.... 
Sinamark, Andrew 


Howard St. OALR 


4575 M 


torway Dr. OP 


MANKATO 
Hoeper, Philip George 


MINNEAPOLIS 


Cabot, Clyde 


Folken. Frank Garrett 


Johnson, Hobart Clemens. 


Boies, Lawrence R........ 


Camp, Walter E......... 


201 Broadway OALR 


P. 0. Box 452 OP 
220 Broadway ALR 
Crookston Clinic OALR 


.Medical Arts bldg, Z2 ALR 


Medical Arts bldg., 


Medical Arts bidg 


Medical Arts bidg., OALR 


..Medical Arts bldg., Z2 OP 


Medical Arts OALR 


101% Lincoln av. 


2011 Third Ave. OALR 


Mankato Clinic OP 


839 Belgrade Ave 


Medical Arts bldg, Z2 ALR 
5629 12th Ave. ALR 
Medical Arts OALR 


J cece 
‘LR 
> 
P 
Olson, 
Pp 
P 
67 
& 


ACADEMY 
MINNESOTA Continued ST. CLOUD 
Dorge, Richard Irving............ 1111 Nicollet av., Z2 OALR ST. PAUL 
a Garten, Joseph L. ......-502 Medical Arts bldg. OALR Binger, W. E -Lowry Medical bidg., 22 OALR 
anson, vob ones leran s irch d thle 
‘ Koller, Hermann M Medical Arts bldg., Z2 OP Wtger, dereme Andrew 444 Lowry Medical Arts bidg. ALR 
Holmen, Robert W.......662 Lowry Med. Arts bldg., Z2 ALR 
: Matthews, Justus............. Medical Arts bidg., Z2 LR ts Got @ 1210 Lowry bid 22 ALR 
| 626 LaSalle bldg. ALR Lowry Medica! bidg , Z2 OP 
: Oberg, Car! M.....300 Physicians & Surg. bldg., 22 OALR O'Reilley, Bernard E.....641 Lowry Med. Arts bidg , 22 OP 
Malcolm Medical Arts bldg. 72 ALR Rothschild, Harold J. ..Lowry Medical bldg. OALR 
1750 Medical Arts bide Wheeler, Merritt Medical OALR 
Schwartz, Virgil Medical Arts bidg., ALR Lowry Medical OALR 
Stanford, Charles E............. Medical Arts 
1008 Nicollet av., 32 OALR Loomis, George L........ 310 Choate bidg ALR 
26 enh * is Park, 5 
4 2640 Glenhurst Lout Past Z16 ALR WORTHINGTON 
Walsh, Francis Mark ......... 3939 50th St., Z10 Stanley. 508 Tenth ALR 
NEW ULM 
Fritsche, Fritsche bidg. OALR MISSISSIPPI 
CLARKSDALE 
RED WING LeRoy........ ALR 
Brusegard, James F...... 414 Main 
COLUMBUS 
: ROCHESTER Naugle, Thomas Calvert ..1200 12th St. N. ALR 
Brown, Henry A... .. ..1522 Damon Crt. S.E. ALR Hamrick, DeWitt........ 601 Jackson ALR 
Figi, Frederick Clinic GREENVILLE 
Hempstead, Bert E......................Mayo ALR GREENWOOD 
Henderson, John Warren Pegues, James Cary... Howard st. ALR 
Lake, Clifford Franklin x ..102 2nd Ave. S.W. ALR 
A 
McBean, James 302 Seventh av. W.ALR Samuel Broots............. Grenada OALR 
Prangen, Avery H................ Mayo Clinic GULFPORT 
McWilliams, Charles 1300 27th av. ALR 
t a ees ayo l nic 
Mayo Clinic ALR 


i 


Continued 


JACKSON 
Adkins, George E ..Jackson Infirmary, Z27 ALR 
Hagaman, Van Dyke............ Lamar Life bldg., Z2 ALR 
. .964 N. State, Z6 ALR 
Hollowell, Frederick Dixon........705 Lamar Life bldg ALR 
Hughes, William Lauch....... ...Lamar Life bidg., Z2 ALR 
McNair, Stirling S.. 5 312 N. Congress st. OP 
NATCHEZ 
Gaudet, Lucien S.. 405 Franklin OALR 
OXFORD 


Guyton, B. S 


VICKSBURG 
Hall, Donald S., 


The Street Clinic Library, Crawford and Monroe sts. OALR 


Hume, Charles Raymond 1301 Washington ALR 


Jones, Edley H. 


MISSOURI 


BOWLING GREEN 


CAPE GIRARDEAU 


Glenn 215 Sprigg ALR 
CARTHAGE 
Powers, Everett L542 ..305 8. Main OALR 


CLAYTON 


Votaw, Robert E. .10 Warson Terrace, Z5 ALR 

Bruner, Claude R Professional Bidg. OALR 
HANNIBAL 

Hornback, George A.............. .500 Broadway ALR 


Green, Stanley L 129 W. Lexington OP 


JEFFERSON CITY 


JOPLIN 

Maddox, John Daniel 528 Pearl St. OP 

ee 804 Frisco bldg. OALR 


KANSAS CITY 


Altringer, A. N..... aah Professional bldg., Z6 ALR 
Baer, Alvin J.... 1404 Bryant bldg., 
Barry, Wm. B 4600 Mill Creek Blyd., Z2 ALR 
ee 1000 Professional bldg. ALR 
Beil, J. Wallace (Retired) ............ 1205 W. 59th st. OALR 
Connell, Evan Shelby......... ....Commerce bldg., 76 OP 
...1102 Grand av., Z6 OP 
Curran, Desmond........... 1805 Federal Reserve bldg. OP 


..Federal Reserve Bank bidg., Z6 OP 


Curran, 


DIRECTORY 


..512 Van Buren av. OALR 


1301 Washington OALR 


Curran, Kevin ....Federal Reserve Bank bldg, Z6 OP 
Dixon. 0. Jason Professional bldg., 26 ALR 
Eubank, Ambrose E............. bldg., OALR 
F ‘an, Frank S 1110 Prof nal Bldg., Z6 ALR 
Gilliland, 0. S.... Professional bldg., Z6 ALR 
Norman A 720 Bryant Bidg., Z6 ALR 
Howard, J. W .. (Retired), Resider 6026 MeGee, Z2 OALR 
Howard, John C. Jr. ...1408 Professional bldg. ALR 
Keith, Prof nal OALR 
Knight, John S ; 5800 High Drive ALR 
Lemoi A. N 41 Alameda Kd., Z2 OP 
Lux, Paul Bryant bidg., Z6 ALR 
May, James W. .. 1016 Rialto bldg., Z6 OP 
McAlester, Andrew W., 3rd 2003 Bryant bldg, Z6 OP 
McKe J 1 W Ir al bidg., Z6 OP 
Hugh 10 E. 55th St., Z2 OALR 
ers, John L Shukert bldg, Z6 OALR 
Roberts, Professional bldg., ALR 
Shofstall, Charles Kirkpatrick........Baleony bidg., Z2 ALR 
Simpson, M. B . .Professional bldg., Z6 ALR 
Teall, Raymond E : ... Professional bldg., Z6 ALR 


Thomason, H. E or ... Professional bldg., Z6 ALR 
Trowbridge, Barnard C.............300 W. 47th st., Z2 ALR 
Yazel, Herman £ Rialto bidg , Z6 OALR 


KENNETT 

Linton, Clair ..Box 207 ALR 

Spence. Elbert La Fayette > St. Fr St. ALR 
ROLLA 

Siniscal, Arthur Alfred Trachoma Hosp. 
ST. JOSEPH 


Minton, William H. deste Corby bldg, 
Whitsell. Ora Earl 824 Edmond St., 254 ALR 


ST. LOUIS 
Alden, Arthur M Frisco bidg., Z1 ALR 
Alvis, Bennett Y ......900 Carleton bldg, Z1 OP 
Alvis, Edmund B.............. 308 6th 
Arbuckle, Millard F., Col. (MC),539 N. Grand Blvd, Z3 ALR 
3720 Washington blsd., Z& OP 
Birsner, Louis J.......... ..+.+...1232 Missouri bldg. ALR 
Bisno, Daniel ...+.-.4500 Olive st., Z8 OP 
Black, W. D ....Metropolitan bldg, Z3 ALR 
3720 Washington blvd., Z8 ALR 


Bowerman, Harold H = 607 No. Grand, 23 ALR 
Brown, Clyde 0 .3720 Washington blvd, Z8 ALR 
Bryan, William K........ Washington ALR 


Burns, S. 
Charles, Joseph W 
Cone, Alfred J.. 


Missouri Theatre bldg., 23 ALR 
Humboldt bidg., Z3 OP 

niece 453 N. Taylor, Z8 ALR 
....Beaumont Medical bldg., Z8 ALR 


Costen, 

Cutler. Harold M. ..Beaumont Medical Bldg., Z8 ALR 
Dean, Lee W., Jr 3720 Washington blvd, Z&8 ALR 
Dobbs, Otto Ross............9927 Riverview Z15 ALR 
Drews. .516 Metropolitan bldg, 73 OP 
..R. 307-508 N. Grand blvd, 23 OP 
Etter, Gari Theodore... Carleton bldg, Z1 OP 
Jule Theodore.......... 3506 Gravois blvd., 216 


Fineberg, Maxwell 607 North Grand blvd., 72 ALR 


R 
| 
R 
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MISSOURI Continued 

University Club bldg., ALR 
717 Metropolitan bldg., Z3 OP 
Greene, Maurice L....... 501 Missouri Theatre bidg., 
Gundelach, C. A........ ....University Club bldg., Z3 ALR 
Hansel, French ...634 Grand av., ALR 
Hanser, Samuel 3424 Longfellow 


Hardesty, J. F.............Missouri Theatre bldg., 23 OP 


Hardy. Guerdan .......... 3720 Washington Blvd., OALR 
Harkins, Wm. Blake........3720 Washington ave., ZS ALR 
Hildreth, H. Rommel........ 3720 Washington Blvd., Z8 OP 
Howard, Harvey J...............Park Plaza Hotel, 
James, William 3720 Washington Blvd., 
3903 Park Ave., Z10 ALR 
Kennedy, Francis ....... Theatre ALR 
Klaff, Daniel David......... 3720 Washington ALR 
Lange, Adolph Charles................ 3903 Olive, 
9054 Clayton rd., Z17 ALR 
Metropolitan bidg., Z3 OP 
Lymen, Marry NM. 6th, 31 ALR 
Frisco bldg., Z1 OP 
Mattis, Robert Dean............ 375 Taylor 


McMahon, Bernard John....Missouri Theatre bidg., Z3 ALR 
Meinberg, William H................ ..906 Olive, Z1 OP 
Milder, Benjamin 5528 Pershing Ave., 


634 N. Grand bivd., Z3 ALR 
Milligan, Roy 607 Grand Room 205 ALR 
Morman, William Daniel........3507 Franklin ALR 
Nemours. Paul Roland........ 1506 Hodiamont ALR 
607 N. Grand blvd., Z3 ALR 
Post, Lawrence T...............Metropolitan 


Potter, Allen B. 
Hardt Memorial Medical Bldg., 5293 Chippewa, Z9 ALR 


Wall bidg., Z8 ALR 
Beaumont Medical ALR 
Elmer ........3720 Washington Blvd., ALR 
Metropolitan bldg., ALR 
Schwartz, Frederick 0........... 508 Grand 
Scobee, Richard G..........640 Kingshighway, Z10 
Smit, William M........... 5285 Washington bivd., Z8 ALR 
Stutsman, Albert ...... 3720 Washington ALR 
Walsh, Theodore E.....640 Kingshighway ALR 
Westiake, Samuel B....... Beaumont Medical ALR 


Woodruff. Frederick E. ..5720 Washington Blvd., Z8 OP 


SEDALIA 
Brady, Charles Henry. 


SPRINGFIELD 
Bailey, Harold. 


Carey.......... 


Marshall, Wilbur James 
Smith, Carlie 
Williams, John W. 


UNIVERSITY CITY 


205 Ilgenfrits bidg. ALR 


Landers bidg. OALR 
.Medical Arts bldg. OP 
618 Lander’s Bldg. OP 
.. Holland bldg. OALR 
201 Professional Bldg. ALR 


Rosenbaum, Harry D................ 7310 Cornell, 
MONTANA 
ANACONDA 


Dunlap, Lawrence G.... 


BILLINGS 
Morledge, Roy V.... 
Morrison, James D. 
Morrison, Wm. R.. 


GREAT FALLS 
Hurd, Fritz D. 


KALISPELL 
Huggins, Harrison 


MILES CITY 
Hariowe, Harold Douglas 
Rowen, Ernest Henry 


MISSOULA 
Coakley, Leo 
Marshall, William J. 


Murphy, Edward S...... 


Sale, George 


ROUNDUP 
Lewis, George A. 


COLUMBUS 
Campbell, H........ 


FREMONT 


GRAND ISLAND 
Martin, Roy 


HASTINGS 
Foote, Charles M. 


101 Main OALR 


ee Medica! Arts bidg ALR 


‘ 


.12 Whipps bidg ALR 


Colony bldg ALR 
Box 126 ALR 


. .Garberson Clinic, 


Western Montana Clinic ALR 
Montana ALR 

309 Eddy av. OP 

216 Dixon bldg ALR 


213 Main OALR 


EBRASKA 


2514% Thirteenth OALR 
ALR 


Fellow bidg ALR 


....Masonie bidg. ALR 


..412 N. Hastings av OF 


KEARNEY 
Wilcox, Malcolm B..................5 West Qist St. ALR 
LINCOLN 
Stuart bidg., Z8 OALR 
128 North 13th st., OALR 
harp bidg., Z8 OALR 
702 Sharp bldg. 


a 
Heine, 


DIRECTORY 


NEBRASKA Continued 


Sanderson, David D. . Stuart bldg., Z&8 OALR 
Teal, Frederick Franklin 910 Sharp Bldg., Z8 OP 
Thomas, James 1310 Crestdale rd., OALR 
Wood, Maynard A. : ..1037 Stuart bldg. OP 
Zemer, S. G. Stuart bldg. Z8 OALR 


NEBRASKA CITY 
Stonecypher, D. D ...102% S. Oth st. ALR 


OMAHA 


Alliband, George Thomas...... 1020 Medical Arts bldg. 
Bushman, L. B City National Bank bldg., Z2 OALR 
Davis, John Calvin, Jr. 425 Aquila court, Z2 OALR 
Finegan, James F. 415 Medical Arts bldg., Z2 OP 
..Medical Arts bldg, 22 OP 
Greenburg, Maynard M..... 516 Medical Arts bldg., 


Hat William WN. 


Haney, William P .Medical Arts bldg., Z2 OALR 


Medical Arts bldg., 22 ALR 
Morrison, Wm. Howard........ Medical Arts bldg., Z2 OP 
Potts, J. B 3817 Dewey av., Z5 ALR 


Rasgorshek, Robert Houston. 425 Aquila Court 
Smith, Thomas T.......... 211 Medical Arts ALR 
Stokes, William Medical Arts 
Medical Arts bidg., Z2 OP 


Watke. Frederic Martin Medical Arts bldg, 72 ALR 


NEVADA 
LAS VEGAS 


em, Wilmer L ; 201 N. 8th St. ALR 
Lockwood, Chester C.......... .218 5th st. 
RENO 
Clarke, Samuel T. . ......Medical Dental bldg. OP 
Creveling, Earle LaMont. . ....P. 0. Box 2446 ALR 
Fuller, John Andre ; First Nat'l Bank bidg. OALR 


NEW HAMPSHIRE 
CONCORD 
MacMillan, Andrew L., dr..... ..46 Pleasant ALR 


DOVER 
538 Central av. ALR 


HANOVER 
Auten, Hanford Louis, Jr. Hitchcock Clinic OP 
Murtagh, John Anthony.............. ALR 


KEENE 
Ford, Leroy Sargent.............. ....380 School St. ALR 


MANCHESTER 
Monette, C. J. poh pth: ....814 Elm ALR 
Rahmanop, Walter 1426 Elm ALR 


NASHUA 
Marcotte, Raymond H. 
Nutter, C. F. 


196 Main ALR 
...16 Amherst 


PORTSMOUTH 
Allen, Cary 850 State st. ALR 


NEW JERSEY 


ALLENHURST 
Baeseman, Main St. OALR 
ASBURY PARK 
Fisher. Jam A 601 Grand Ave. OALR 
Upham, Helen F 305 Third av. OALR 


ATLANTIC CITY 
Charlton, C. Coulter Paci ive. ALR 
Dalton, S. Eugene ..101 8. Surrey ay., Ventnor ALR 
Harley, Robison D... ‘eke 101 S. Indiana Ave. OP 


BLOOMFIELD 


Harris, Morris 102 Broad st. OP 
CAMDEN 
Clark, Ernest Walt St. ALR 
Kline, Oram R r ALR 
McGlade. Thomas Henry 719 Cooper St. ALR 
feyer, George P ° .410 Haddon av. OP 
Rutterberg, Max ..303 Cooper ALR 
Shemeley, William G., Haddon av. OALR 
Shipman, James 514 Cooper 
Shope, Edward Pierce L.............807 
EAST ORANGE 
Buvinger, Charles W............ .50 Washington OALR 
Campbell, William wseeeese144 §. Harrison ALR 
Jaeckle, Charles Eisele. ....-136 Evergreen Place OP 
Sherman, Arthur Edward ........144 Harrison St. 


ELIZABETH 
Ehrlich, Max Pe 21 N. Broad st., Z3 ALR 


Gadomski, Casimir Francis........331 S. Broad st., Z2 OP 
Griesemer, Z. Lawrence.......... 1145 E. Jersey st., Z4 OP 


ENGLEWOOD 


Edgerly, Sherburn Edward .. 220 Engie St. ALR 
Worcester, George F........... ....-220 Engle ALR 


GREYSTONE PARK 
Gambill, Perry Judson...... New Jersey State Hospital ALR 


HACKENSACK 
Berke, Raynold N........... Union OP 


Greenfield, William John................ 50 Anderson ALR 


HADDONFIELD 
Shafer, A. H.... : ....E. Greenman rd. ALR 


JERSEY CITY 


Jaffe, Benjamin.................566 Bergen Ave., Z4 OP 


LONG BRANCH 


Pavilion av. ALR 


R 
: 
R 


ACADEMY 
NEW JERSEY Continued PRINCETON 
Abrams, Henry...... 195 Nassau St. OP 
MONTCLAIR 
Agnew. Hobart Plymouth St. 
MOORESTOWN SOMERVILLE 
SOUTH ORANGE 
MORRISTOWN 864 Prospect st. ALR 
Mathews, Raymond H.......... 186 South ALR Sellitto, Anthony Michael 115 Connett Pl. 
NEWARK SOUTH PLAINFIELD 
Adelman, Benjamin B........ 186 Clinton av., Z5 OP ...1401 Plainfleld av. OP 
Barkhorn, Charles W................223 Roseville Ave. ALR 
Berney, Irving Vincent......... Lincoln Park, 
965 Broad st. ALR Burritt, Norman W............... 30 Beechwood road ALR 
Fischer, Med. Towers, Lincoln Park, ALR McAlpine, Theodore 
31 Lincoln Park ALR $82 Springfield av. ALR 
Hahn, William H. ...++..-198 Clinton Z5 OP 
965 Broad, 57 oP TEANECK 
Keim, William Franklin, Jr. ..15 Washir ) St., Z2 ALR 
r ili incoln Park 7° A 
24 Delavan av., Z4 ALR 
15 Washington St. Z2 ALR-PLS Ivins, William Clifford.............. 455 W. State, Z8 ALR 
Wood, LeRoy............ 225 Ballantine Pkwy. ALR Wilner, Arthur West State st. ALR 
UNION CITY 
318 Forty-eighth ALR 
NEW BRUNSWICK 1915 Palisade av. ALR 
Howley, Bartley Livingston Ave., ALR Sacco, Anthony G................. 2200 New York OALR 
Kler, Joseph Henry.............. av. ALR Saradarian, Albert Victor 2401 New York Ave. 
WEEHAWKEN 
ORANGE 710 Boulevard East ALA 
WESTFIELD 
PASSAIC 727 Glen av. ALR 
Tomlinson, Rolland Davis 502 Broad ALR 
PATERSON 
360 Park av. ALR 
316 Broadway ALR NEW MEXICO 
Lobsenz, Nathan Philip .............. 294 Broadway OALR ALBUQUERQUE 
Meer, Nadhim Edward ..............338 Park Ave. ALR Brehmer, Harrison L........... First Bank OALR 
Reinhorn, Abraham John ........597 27th St., Peck, Howard Burgess............. 106 Girard Ave. 


PENNS GROVE 


PERTH AMBOY 
Cole, Nathan B.. 


Wible, LeRoy E. ....724 N. Lafayette St. ALR 


LOS ALAMOS 
Brooks, Jack E. Los Alamos Hospital ALR 


104 Market OALR ROSWELL 


@ 280 Hobart St. ALR Morrison, George S. ..308 W. 2nd st. ALR 
SANTA FE 
PLAINFIELD Don Gasper av. OALR 
Childers, Robert Jefferson............... 604 Park av. ALR McCrory, James Lynn Coronado ALR 


1 
af 


| ALBANY 

Bedell, Arthur J 
Cetner, John A.... 
Dowling J. Ivimey 
Dubins, Henry B 
Freund, E. M. 
Friedman. Orel 
Holohan, Joseph Leo 
Judge, Harry V. 
Kemp, Roy C.. 
Mott, Walter 
Simon, Emanuel. 
Tebbutt, H. K. 
Volk, Benjamin M 


> 


UBURN 

Bullard, C. W 
Platt, S 
Wiley, Jason L 
Wood, Everet H. 


BALDWIN 


Gaillard, Milton T 


BATAVIA 
Koester, Carl Corne 
Wilson, Robert G. 


3ATH 
Feldberg. Irving 


BAY SHORE 
McGrath, Harry.. 


BINGHAMTON 
Bogdasarian, Robert 
Levy, Harry H.. 
Monserrate, Manuel 
Randall, Hiram 
Smith, Windsor R.. 
Tobin, Henry Lough 
Vogt, George C. 
Watson, H. de Witt 


BRONXVILLE 
Branigan, C. Hugh 
Carter, William W. 
Kenyon, Byron B... 


NEW 


Michael 


Maria 


Petruzzi, William Astor..... 


Ross, John. . 
Wolcott, Charles 


BROOKLYN 


Baker, John Percy ... 


Bancks, Howard Raymond... . 
Beery, Edwin Newman 


Behrens, Alvin... . 
Beinfeld, Henry 
Berger, Meyer D.. 
Bergida, Jerome 
Bergmann, Milton 
Bernstein, David. 

Blankfeld, Nathan. 
Blum. Harry 


DIRECTORY 


YORK 


344 State, Z6 OP 
365 State St..OP 


.116 Washington av., Z6 OALR 


......248 State st., Z6 OP 
762 Madison ay., 23 ALR 
469 Madison Ave., Z6 ALR 


330 State, Z6 OALR 


46 Willett, Z6 OP 
343 State, Z6 ALR 


75 Willett st., Z6 OP 


377 State St. ALR 
240 State, Z6 ALR 
.146 Washington Ave., Z6ALR 


120 Genesee ALR 
Ave OP 
Metcalf bidg. OP 
0) Genesee St. OP 


5 Park av. OP 


G rrust Bidg. ALR 
304 East Main st ALR 


Shore Lane 


; 108 Oak St. ALR 
119 Murray OP 

73 Main ALR 
.81 Main ALR 
67 Front ALR 


ates .74 Front St. OP 


..140 Chapin ALR 
Front 


17 Kraft av. OP 
6 Chestnut avy. ALR 


Pondfield rd. ALR 


Pondfield rd., ALR 
37 Oriole av. ALR 
Mrate ave., ALR 
Oxford, Z17 ALR 


..96 Remsen St., 


..9 Prospect Park West, Z15 OP 


760 Eastern Parkway, Z13 ALR 
Ocean Z26 ALR 
1615 Dorchester rd. ALR 

.959 Bushwick av., Z21 OP 


1342 5lst St. Z19 ALR 


O08 Oth St. ZI5 ALR 
865 St. Marks Ave., Z13 ALR 


Blumenfeld, Lou 221 Brook Zi3 ALR 
Bodia Martin 349 Eastern Parkway, Z16 OP 

ks. Morris J 455 Ocean av., Z26 ALR 
B r Michael J 589 Lorimer, Z11 OP 


Chait, Robert Plaza St. ALR 
Cut R. M 155 Henry St., Z2 OP 
750 Ocean av., Z26 ALR 
1362 President st., 
54 Greene av., Z5 OP 


Cutler, Abraham Maurice 
Dan, Julius Martin. 
Ebeling, William B 


Evans, J. N ....23 Schermerhorn, Z2 OP 
Fine, Abraham..................925 Ocean av., Z26 OALR 
Friedman, Joseph Jay : ...57 Midwood St., Z25 ALR 
Garofalo, Charles Joseph 439 Seventy-seventh, Z9 ALR 
Gerzog, Bennett 891 St. Marks av., Z13 ALR 
Gilbert, Joseph G. 285 New York ave., Z16 ALR 
Golding, Joseph E........... 1 Nevins, Z17 OP 
Betty Constance iyette Z17 
Gottlieb, Bernard N.........387 Parkway, Z16 ALR 
Graham, George Albert...........842 Carroll St., Z15 OP 
Greenfield, Samuel D. ...169 New York av., Z16 ALR 


Griffin, Edwin A. .18 Prospect Park, West, Z15 ALR 


Gromet, Maurice T 130 Lineoln Rd., Z25 ALR 
Grunfeld, Rudolph 20 Ocean Parkway, Z18 OP 
Wargitt, Charles A... 17 Schermerhorn, Z2 OP 
Held, Albert E..............732 Eastern Pkwy., Z13 ALR 


Hyman, Joseph , 645 Ocean Ave., Z26 OP 
Inciardi, James A..... ....149 Midwood St., Z25 OP 


Kasnetz, Joseph P.. .678 Eastern Parkway, Z13 ALR 
85 Maujer, Z6 ALR 
Kayser. Reuben 442 Bay R y, 75th st., Z9 ALR 
Kru A d F 419 Bay Ridge Parkway, Z9 ALR 

imer M cf 79 Argyle road, Z18 ALR 
Kreag. Karl A ; ....167 Joralemon, Z2 ALR 


1480 Nostrand av., Z26 ALR 

Fox Medical bidg., 1 Nevins st. OP 

....14 Eighth av., Z17 OP 

Lombardo, Melchiore 142 Joralemon st, 

Get ct 215 St. Johns Pl., Z17 ALR 
Mallon. Frank E., ‘I Williamsburgh Bank bldg., 

1 Hanson Pl. Z17 OP 

Menger. Louis Charles............202 Weirfield, Z21 ALR 

Mensher. Ira Wadsworth... .-50 Plaza st., Z17 OP 

Mezz. David .330 New York Z13 ALR 


Kruskal, |. O 
Kuritsk Isadore 
Lasky, Mortimer A. 
Levitt, Jesse M 
Lloyd, Ralph 


15 Schermerhorn, Z2 OP 
Moormesd, Robert Lb... 125 Remsen, Z2 ALR 


901 Washington av., Z25 ALR 
Nelson, Nathaniel ....4910 15th av., 
307 Sterling Z17 ALR-PIS 
Ohly, John H. 22 Schermerhorn, Z2 OP 


Place, E. Clifford 59 Livingston, Z2 OP 


Moyer, Jchn Sanford 


Rabbiner, Max................358 New York av., ALR 


142 Joralemon OP 
140 New York av., Z16 OP 
184 Joralemon st. ALR 


Rosenberg, Abner Samuel 
Rosenthal, Benjamin Charles... 
Roth, Aaron. 
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801 Brooklyn av., ALR 
855 St. Marks Z13 
225 Eastern Parkway, Z16 ALR 
4701 Fifteenth av., Z19 
839 Park Place ALR 
Steinbugler, William C......... 515 Ocean Z26 
Stern, Wilhelm E............. 1099 Bushwick av., Z21 ALR 
627 Second, Z15 ALR 
25 Prospect Park W. OP 
Tucker, Frank Landale, 464 Ninth st., Z15 ALR 
-180 Suydam st., Z21 ALR 
New York Z13 ALR 
441 Ocean ay., Z26 ALR 
a .185 New York av., Z16 ALR 
Wieselthier, Maurice L........... 1822 Union st., 


Zwerling, Samuel..............789 St. Mark’s av., Z13 ALR 


BUFFALO 
Barone, Michael Horace me $68 Delaware av., Z2 ALR 
Bender, Rosarie Rossell.............. 195 Linwood Ave. ALR 
Bozer, Herrmann Eugene 468 Delaware av., Z2 ALR 
Brennan, James William ........ 570 Delaware Ave. 
Fowler, James Gwynne............ 412 Linwood 
Gerstner, Martin Llewellyn ..........27 Admiral Rd. ALR 
Glauber, Jerome J..................878 Lafayette, ALR 
1132 Delaware ALR 
Henrich, Mary Ingeborg ........522 Linwood Ave., 
389 Linwood av., Z9 OP 
519 Delaware av., Z2 OP 
Krystaf, Joseph George........ 1004 Fillmore Z11 ALR 
Lathbury, Edwin F..............333 Linwood ALR 
465 Ashland, Z13 
Olmsted, Elizabeth Pierce....568 Lafayette 
Joseph Charles............ 333 Linwood ALR 
467 Linwood ay., Z9 ALR 
Soldineer, Marshall Y............... 333 Linwood Ave. ALR 
20 W. Oakwood, Z14 ALR 


CLIFTON SPRINGS 
Ahroon, William Alstrom 


COOPERSTOWN 
Kieler, Charles 


CORTLAND 
Higgins, R. P. 


EAST AURORA 
Andrews, 


ELMIRA 
Boland, Wm. T........ 
Glover, Arthur C.. 


Monahan, Richard O'Brien 


Ridall, Earle G 


ENDICOTT 
Hudock, John P. 


FAR ROCKAWAY 
Green, Frank Murray 
Hirschmann, Hans A 


FLUSHING, L. | 
Coleman, Benjamin 
Goode, Edward Allen. 
Liggett, Harold 


FOREST HILLS, L. I. 
Kafka, M. Martyn 


FREEPORT 
Nova, Jules M........ 
Rossman, Morris M..... 


FULTON 
Anthony, Eugene William 


GENEVA 


Abbott, Henry B........ 
Fairfax, Kenneth T...... 
Spengler, John Arthur... 


GLEN COVE 
Scurti, Bernard V. 


GLENS FALLS 


Buck, Clair 


Edmunds, Stanley L. 
Ryan, Edward P 


GOWANDA 


Sklarow, Louis......... 


HARTSDALE 
Austen, Willard E 


HEMPSTEAD, 


Coon, Eugene H........ 
Elvin, Norris C. . ae 
Hughes, Wendell L..... 


Jarrott, James T....... 


Maier, Marcus M....... 
Smith, Henry Buel..... 


HUNTINGTON 
Kimbrig, Max......... 


.Ciffton Springs Sanitarium ALR 
M. I. B. Hospital ALR 
Court OALR 


429 Oakwood av. OP 


Chureh OALR 
378 St. ALR 
Durland Ave ALR 


1502 Mott 


Ave OP 
1502 Mott av ALR 


36-40 Bowne st. ALR 
143-28 Sanford ar. ALR 
44-05 Parson blvd. ALR 
7-21 Parsons bivd. 


109-05 72nd av. ALR 


574 So. Main st. OP 


423 S. Main OP 


..17 Pine St. ALR 
360 Glen St. ALR 
488 Glen St. OP 


131 Fulton av. ALR 
eeoeecscessece 48 Baldwin Rd. oP 


131 Fulton av. OP 


513 Front st. ALR 
131 Fulton ar. ALR 


.-20 High ALR 


208 Jefferson Ave ALR 
Main st. OP 


ITHACA 
Wilson, Hudson J. 


JACKSON HEIGHTS, L. I. 
Lefkon. Irving M 


JAMAICA, L. |. 
Bender, M. S. 
Buchbinder, Murray W. . 


Cirillo, Anchise Anthony... . . 


Douglas, Edward M. 
Keeler, Lansing H. 
Miller, Saul 


Minsky, Arthur.......... 


JAMESTOWN 
Bourne. Malcolm G 


JOHNSTOWN 
Sarno. Frederick 


KINGSTON 
Cranston, Wm. J., Jr. 
Wilson, Harold A 


LANCASTER 


i 


LITTLE FALLS 


Newton. Morris H 


LOCKPORT 
Morgana, Dante James 
Parker, Harry L 


LONG ISLAND CITY 
Sarnoff, Jack 


MALVERNE 
Fisher, George Garthwaite 


MANHASSET 
Fritz, Milo H 


MIDDLETOWN 


MILLERTON 


Tabor, Gilbert 


MT. KISCO 
Newlands, W. A. 


MT. VERNON 


Houlahan, James M............... 
Keefe, William John.............. 


NEWBURGH 
Burman, Daniel 
McWilliam, Charles S. 
Overton, 
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Nat'l Bank bidg. ALR 


.90-19 153rd St., ALR 
89-21 153rd St. ALR 


89-04 148th, 
..88-05 150th, 
Homelawn st., 


Spruce st. ALR 


71 Maiden Lane 


Park 


Park Row ALR 


East Main ALR 


. 205 E. Sidney av. OALR 
South 2nd av. ALR 
Claremont Ave. 
117 South Second ALR 


Beck, A. L. : ......421 Huguenot OALR 
Budetti, Joseph A 421 Huguenot St. ALR 
Gibson, William ..650 Main st. ALR 
Smith, Morley T. ....421 Huguenot ALR 


NEW YORK CITY 


Abrams, Murray 30 Central Park So., Z19 ALR 
Agatston, Howard James.........57 West 57th St., Z19 OP 
Allan, William B..................410 Park av., OALR 
Allen, Benjamin Israel 1070 Park Ave. ALR 
57 W. 57th st., Z19 ALR 
61st st. ALR 
Arnold Leon Park Z28 ALR 
Atkinson, Miles....... ....+.310 Lexington ave., Z16 ALR 
Averbach, Julius 897 Park av., Z21 ALR 
Baker, Daniel C., Jr. ......903 Park av., Z21 ALR 
Barnes, Mark Hopkins .....824 41st Z17 OALR 
Bassett, David ..1075 Grand Concourse, ALR 
200 E. 16th St., Z3 ALR 
Richard John 64th Z21 ALR 
Bender, M. S. GO, 
Berger, Isidore 888 Grand Concourse, Bronx, Z51 ALR 
Berger, Murray... ....Central Park W., ALR 
Berliner, M2 L W. S7th, 219 OP 
Bilchick, Edwin B. : ; ...133 E. 58th St. ALR 
Bloom. Samuel M : 30 EF. 40th St., Z16 ALR 
Bloomfield. Sylvan 1010 Fifth Ave., Z28 OP 
Bogart, Donald Weeks ..20 E. 53rd, Z22 0P 
Bowers. W. C 17 E. 6l1st., Z21 ALR 
Boyd, Greydon G 135 E. 64th St., Z21 ALR 
Boyes, T. L. 654 Madison ay., Z21 OP 
Breuning, Paul H 133 E. 58th, Z22 ALR 
Brighton, George R 580 Park av., Z21 ALR 
Brikates, Peter... 140 54th St. 
Brodnitz, Friedrich 667 Madison av., Z21 ALR 
Broones, Otto ..123 E. 83rd St., Z28 ALR 
Bruce, M.... ..635 165th st., 
Bruder, Joseph Z19 OALR 


Burchell, Edgar B., New York Eye and Ear Infirmary, 
2nd av., Corner 13th st., Z3 


Burman, Herman 1285 Grand Concourse, Z52 ALR 
Cappeta, Domenico............. 125 East 84th St., Z28 
Carroll, Frank D.. Eye Institute, 635 165th, 
Castroviejo, Ramon ......... ..9 St., PLS 
Chace, Robert .....635 165th st., Z32 
Chamlin, Max ........1840 Grand Concourse OP 
Chinn, Chester W.............. ...209 W. 125th St. OALR 
1021 Park av., Z28 ALR 
780 Park Ave. 
Coleman, Joseph 5051 Iselin av., ALR 
Coleman, Lester Laudy............ 162 E. 80th, Z21 ALR 


Constantine, Elizabeth Frederick ..17 72nd St., 
Cracovaner, Arthur J. ..........114 E. 72nd St., Z21 ALR 


87-85 153rd, Z2 OP 
OALR 
..88 East av. ALR 
ALR 
Main St. ALR 
Morrone, Francis X............. 
Yavelow, Charles 
205 Liberty st. 


th 
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NEW YORK Continued Griesman, Bruno L.. ..3 East st., ALR 
ar 209 ALR Grove, Russell Clark........... 60 E. 58th, Z22 ALR 
1400 Benson St.. 261 ALR Hetrick, J. A. Werner ....667 Madison av., Z21 ALR 
150 55th, Z19 Hunt, Westley Marshall..............907 5th Z21 ALR 
Dunlap, Edward 525 68th St., de, David......... Grand Concourse, ALR 


Dunnington, John H., Institute Ophthalmology, 


Presbyterian Hosp., 635 165th st., PLS-OP 


Ehrlich, Leon Herbert......... 211 Central Park W., 
Eee 239 Central Park W. Z24 OP 
Epstein, Sidney S...... Grand Concourse, 
Esterman, Benjamin................ 983 Park Z28 
225 W. 86th st., Z24 ALR 


Fernlund, George Byron 

8620 115th st., Richmond Hill, Z18 ALR 
Fisher, Harry Richard............. 465 West End Ave. ALR 
Fitzgerald, Wm. Weir 424 Madison Av. 
Flack, Vincent 


Institute Oph., 635 165th St., 


Foster, Harold........ 92-11 Jackson Heights ALR 
Fowler, Edmund Prince, Ft. Washington ALR 
610 Park av., Z21 ALR 
Fowlkes, John 63rd, ALR 
60 Gramercy Park, 210 ALR 
45 E. 85th, Z28 OP 
Friedman, Benjamin............. 185 Central Park W. OP 
Frothingham, Florie D............. 133 E. 58th, Z22 ALR 
1082 Park ave. Z28 ALR 
155 KE. 72nd St., Z21 ALR 
Gartner, Samuel........ 521 Park Z21 
Garvey, Thomas Quincy............... 115 61st St. ALR 
Gilmore, Goodlatte Grand Concourse, ALR 
Goldman, Irving Brice........... 121 60th, ALR 
Goldsmith, Jacob.................30 60th st., 
Gordon, Dan Morris............. 525 68th Z21 
Gould, Nathaniel Jay........ 940 Grand Concourse, 


Graebner, Herbert 
American Airlines, N. Y. M. A., Jackson Heights ALR 


140 East 54th St., ALR 

Grant, Maurice David.......... 1860 Morris ALR 

Greenfield, William J............. 40th av., ALR 

Gresser, Edward Bellamy........... .89 E. 75th, Z21 OP 


Ingalls, Raymond G., The Institute of Oph., 
Presbyterian Hospital, 635 W. 165th st. OP 


940 Grand Concourse, 756 OP 
Johnson, Thomas Holland..... 80 W. 59th, Z19 OP 
Johnson, W. F. ...-118 E. 65th St., Z21 OP 
....140 E. 54th, Z22 LR 
121 E. 60th, Z22 ALR 
667 Madison Z21 ALR 
Katzin, Herbert 1148 Fifth Z28 
660 Madison av., Z21 OALR 
a 47 E. 61st st. ALR 
Kelly, Joseph 140 54th, Z22 
780 Park av., Z21 OP-PIS 
dames ©. 40 E. 6lst, 72! ALR 
100 E. 74th st., Z21 ALR 
..10 E. 54th, Z22 OP 
Knapp, Arthur Alexander............ 112 73rd St. 
121 E. 61st, Z21 OP 
Kopetzky, J., Col. (M.C.)....... 80th st., ALR 
Kornberg, Maurice.............. 235 E. 22nd st., Z10 ALR 
Kornzweig, Abraham L............. 1200 Fifth av., Z29 OP 
Kronenberg, Bernard.............. 737 Park av, 221 OP 
LaGattuta, Grand Concourse, Bronx 
136 E. 64th, Z21 OP 
119 E. 74th st., Z21 ALR 
Lewin, Michael 20 Central Park South, Z19 ALR PLS 
Limbach, Earl Frederick. 59th, Station ALR 
Lisman, Jack Victor............... 654 Madison Ave. 
Lobel, Mervyn Joseph ......... ..25 W. 54th St, Z19 ALR 
Loewe, R.............. 1114 Madison Z28 
Loy, A. W., Capt. (MC) USN, Navy No. 100, c/o FPO OP 
cal 310 West 84'h st. ALR 
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MacDonald. Philip 
Macnie, John P.. 
Macpherson, Dunca 
Maliniac, Jacques 
Masor, Philip L 

Matusow, Abraham 
Maybaum, J. L. 

McAuliffe, G. W... 


G. eas 15 E. 61st Z21 ALR 
.-2501 Palisade av., 263 OP 

Ww 11 E. 68th St., Z21 ALR-PIS 
306 E. 15th St. Z3 OP 

Pp 100 Grand Concour 256 ALR 
..1070 Park av., Z28 ALR 


630 Park av., ALR-PIS 


McClanahan, Robert .-.60 E. 75th, Z21 0P 


McColiom, Robert L.......... 
McCuaig, Duncan Roderick..... 


McCuaig, Victor C. 
McDannald, C. E. 


McGrath, James B.. 


McLean, John M. 
McNally, John Jose 
Meek, Raymond E. 


Miller, Harold Rexford........... 114 E. 54th St 


Miller, Isidore 
Miller, Joseph Will 
Minsky, Henry 
Mirow, David 
Mittendorf, A. D. 
Moore, James A... 
Morrison, W. Walla 
Moshinsky, Alexand 


..115 E. 61st st. ALR 
..40 E. 61st st. ALR 
40 E. 61st, Z21 ALR 
100 W. 59th, 219 OP 


2615 Grand Concourse, Z58 ALR 

EB. 68th, Z21 OP 

ph ; 121 E. 60th St. ALR 
‘ 729 Park Ave., Z21 OP 
Z22 OP 


1 Concourse, Z53 ALR 

....2 E. 95th, OP 
rere 7 E. 20th, Z3 ALR 
..399 Park av., Z22 OP 
54th st., Z22 ALR 


Neer, Edmonde DeWitte........ ...115 E. 61st, Z21 ALR 


Neivert, Harry. . 
Neuberger, Julius F 
Neuschatz, Gerald. 
Newman, Saul C. 
Nisselson, Max 
Northcott, Thomas 
George 
Opin, Edward. 
Ostrov, Norman N 
Page, John R... 
Palmer, Arthur. 
Paton, R. T. 
Payne, Brittain F.. 
Payne, Frank 
Pearlman, Louis M 
Perera, Charles 
Perkins, Osborn P. 


555 Park Ave., Z21 ALR 
rederick........325 57th st., ALR 
Central Park West, ALR 

1082 Park Ave., Z28 ALR 
250 Riverside drive, ALR 
86th St., Z28 ALR 
...2065 Grand Concourse, Z53 ALR 

1 E. 72nd St., Z21 ALR 

667 Madison Z21 
17 E. 72nd st., Z21 OP 
635 W. 165th st., Z32 OP 

93rd, Z28 ALR 
70 E. 66th, Z21 OP 
121 E. 60th. Z22 OP 


Petix, Dominick Grand Concourse, Bronx 


Pfeiffer, Raymond L.. 635 W. 165th, Z32 0P 
Pitman, Louis K........... 1749 Grand Concourse, ALR 
.667 Madison Z21 


Pullen, Edward Markey 


Regal, Nathan 
Risch, Otto C..... 
Rolett, 


...30 E. 40th, Z16 ALR 
E. 71st, Z21 OP 
aes 105 E. 63rd St. OP 
104 E. 40th, Z16 ALR 


.19 W. 55 st., Z19 ALR 


Rosen, Sam 
Rosenbluff, Michael 


Rosenwasser, Harry 
Sby, Allan 


73rd st., Z21 ALR 
t., 


Rothstein, David 57th St., Z19 ALR 


Ryan, Maxwell D.. 


Sackin, David. . ‘St 


tzman, Samuel L. 


Moritz,”’ 50 Central Park South, Z19 ALR 
334 W. 86th, Z24 OP 


Samuels, Bernard 57 W. 57th, Z19 OP 


Sauer, Joha J : oe 30 E. 40 st., Z16 OP 


30 E, 60th st., Z22 OP 
Schattner, Alfred 115 ALR 
Schechter, Solomon 1749 Grand Concourse, ALR 
Scheer, Henry 522 West End ALR 


Schachat, Walter S.. 


1016 Fifth av., Z28 OP 

Schmidt, Otto V. M.......... 568 Park av., Z21 ALR 

122 E. 76th. Z21 ALR 

Schutz, Sigmund.......... ....105 W. 55th st. OP 

Schwartz, A. A We TAst, 
Seeley, Robert 58th St. ALR 
Charles Arthur 40th St., ALR 
Smith, Byron 927 Park Ave. 
Smith, James Morrisset 58rd, ALR 
Smith, James Fifth av., Z28 

Stark, Jesse Park Z16 

Steinbach, Louis ..1882 Grand Concourse, 257 OP 

Steinberg, Martin R : 1 E. 100th St., Z29 ALR 

Stovin, Joseph S. ....151 Central Park West, Z23 ALR 

Straatsma, Clarence R........... 79th, ALR-PLS 

Street, Alvin M E. 60th St. ALR 

Strickler, Joseph George 200 W. 57th, Z19 ALR 

Surber, John Roger..... 74th St., Z21 ALR 

30 W. 70th, Z23 OP 

Syracuse, Victor R......... 29 Washington Sq. W., Z11 OALR 

Taterka, Henry D. 302 W. 87th St. ALR 

Theodore, Frederick H............ 667 Madison Ave., Z21 

1749 Grand Concourse, Z53 ALR 

Von Sallmann, Ludwig 635 165th St., Z32 

Voorhees, Darrell Graham. ...135 65th St. ALR 


Watnick, 
Webster, David H 

Weiss, Leon M.. 

Wexler, David. 
Weymuller, Ernest 


69 E. 76th St., Z21 ALR 
550 Park av., Z21 OALR 
Wincor, Henry G......... 1882 Grand Concourse, Z57 OP 
2021 Grand Concourse, Z53 ALR 


Woodman, DeGraaf. Z16 ALR 


Zuckerman, Joshua 5 Park av., Z21 OP 


NIAGARA FALLS 
Goetzman, Arthur C............308 United Office bldg. OP 


Price. Norman W. (Ketired 
Hyde Park Lewiston Rd., Route No. OALR 


Rooker, A. M. United bldg. ALR 
Walker, Oliver Frank... ‘ ..2873 Lewiston road OALR 
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Reid, Frederick Kessinger ........ 500 George St. 
NYACK 107 Court ALR 
RYE 
OGDENSBURG Carroll, Frank Blind Brook Lodge 
Baker, Lauchlin J..................310 Franklin St. ALR Peterson, N. Vern..... lt a ee Highland Hall ALR 
OLEAN ST. ALBANS. 
Moore, Ellis Columbus.............. Bank ALR Berkley, William Leneave Capt. (MC) USN 
Mountain, Edward ......... Laurens St. ALR Naval Hospital 
Sheldon, Maurice Gerald ......604 Exchange Bank Bldg. LAKE 
ONEONTA | 
POUGHKEEPSIE SCARSDALE 
Gulick, John Duncan............... ..704 ALR 
Pauley, Gerald 9460-220 St. ALR 1301 Union St. ALR 
SKANEATELES 
Cory, Raveld W. ....... 
STATEN ISLAND 
RIDGEWOOD Kahn, K. M. vee 204 Pape bldg. ALR 
Ballweg, Harry Albert Fresh Pond Rd., Col. (MC) 
Staten Island Area Station Hospital, Z6 OALR 
ROCHESTER 
922 Sibley Tower Brown, Mortimer G............. State Tower ALR 
Hilleman, George A...............267 Alexander, ALR Dickinson, William G........... State Tower 
Honiss, John Ralph.............. 277 Alexander, ALR .965 Lancaster ave. ALR 
Kennedy, Eldred and Electric bidg., Medical Arts ALR 
277 Alexander, ALR McGraw, James Lorenz ..........619 University Bldg. 
277 Alexander st. OALR Moore, Roy 717 Genesee ALR 
Presberg, Max Harold............. Chestnut St., Rubenstein, Arts ALR 
id ckcendecccecaneosas 289 Alexander, Z7 OALR Sullivan, Richard Leo ...... 910 State Tower Bldg., Z2 ALR 
Snell, Albert Conrad, Jr......... Fitzhugh St., 
277 Alexander St., Z7 ALR Newlands. W. Alexander.............. 19 S Broadway ALR 
ROCKVILLE CENTRE, TROY 
John 141 Hempstead av. Frank av. OALR 
Preefer, Charles Joseph.......... 195 Hempstead av. TUPPER LAKE 
Steinberg, Nathan...............253 Sunrise Highway ALR Browning, Birt L. ALR 
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UTICA 
Girard, Pau! H. ..258 Genesee st. OP 
258 Genesee st., Z2 ALR 
WARSAW 


Nairn, George Waverly 
Wyoming County Community Hospital OALR 
WATERTOWN 


Atkinson, John H. 168-70 Sterling ALR 


Atkinson, Walter 129 Clinton 

Henderson, .129 Clinton 

WELLSVILLE 


WHITE PLAINS 
Emery, John R&. 


Knight, Granville F. 


Medica) Centre ALR 
Medica! Centre bidg. ALR 
Matusow, Meyer. 6 Old Mamaroneck rd. OP 
Richard W. ..8 Mamaroneck road OALR 
Wood, Edward Christopher . 175 Main St. OP 


Moriarty, 


OODHAVEN, L. | 


NKERS 


Bullwinkel. Griffi Capt. (MC), USN 


Glenwood Gardens, Z2 ALR 
Woodrow, Jack H. 27 Ludlow st., Z5 ALR 


NORTH CAROLINA 
ASHEVILLE 
Briggs, Henry Harrison, Jr.. 611 City bldg. OP 
Chapman, E. J.. a .831 Haywood bldg. ALR 
McGowan, Joseph Francis ..New Medical ALR 
Swann, Cecil C.... ..Flat Iron bldg. ALR 
Weizenblatt, Sprinza ........... 709 New Medical bldg. OP 


CHARLOTTE 
Foster, Clarence 520 Professional bidg. 
Gordon, John Simpson 

c/o Nalle Clinic, 412 N 
Hart, Verling Kersey..... 
Johnston, James 


Church St., ALR 
.108 W. 7th St. ALR 
1520 E. 4th, Z7 OP 


Motley, Fred E.... 106 W. 7th, Z2 ALR 
Neblett, Herbert Clarence......... 401 N. Tryon, Z2 OP 
Peeler, 106 7th, OALR 
Smith, Franklin C...... ...2219 Radcliff av., 


Whisnant, RFD No. Park rd. OALR 


OURHAM 
Anderson, William Banks....... 
Arnold, Ralph A. 
Eagle, Watt Weems 
Ferguson, George Burton 
Kerns, Thomas C.... 
McPherson, Samuel D. 


Duke Hospital OALR 
..Duke Hospital ALR 

Duke Hospital ALR 

1110 West Main ALR 

; 1110 W. Main ALR 
.McPherson Hospital ALR 


ELIZABETH CITY 
Shipley, Capt. (MC) USN (Retired 


214 Kramer Bldg. OALR 


FAYETTEVILLE 

Bradish, Robert F. 
GOLDSBORO 

Bizzell, Marcus Edward........ 


Peele, James Clarendon. . 


GREENSBORO 
Farmer, William Dempsey... .. 
Strickland, Horace G.. 
Taylor, Shahane R. 
Wolfe, Hugh C.. 


HENDERSON 
White, Clarence Hunt 


HIGH POINT 
Leath, Maclean B 


LEXINGTON 
MORGANTON 
Billings, Gilbert M 


RALEIGH 
Hicks, Vonnie Monroe 
Powers, Frank P.. 


SALISBURY 
McCutchan, Frank 


WINSTON-SALEM 
Bradford, George Edwin... 
Combs, Fielding..... 
Davis, Thomas W..... 
Harrill, James Albert... 
Speas, William Paul. 


1712 Raeford Rd. 


139 W. Walnut St. ALR 
....Box 636 ALR 


North Elm St. ALR 
Jefferson bldg. OP 
Jefferson ALR 


ALR 
..Box 257 ALR 


511 Main st. ALR 


110 S. Sterling ALR 


.Professional bidg. OP 


Professional bidg. ALR 


Innes ALR 


ALR 
.Nissen bidg., Z3 ALR 


.. O'Hanlon bidg., Z3 OALR 


Gray School Med. ALR 


Reynolds blidg., 


NORTH DAKOTA 


BISMARCK 
Buckingham, Tracy W...... 
Constans, George Maurice..... 
Diven, Wilbur 
Rosenberger, Henry P... 


FARGO 
Foster, George C.... 
Hawn, Hugh W............ 807 


Larson, G. Arthur. 
Rindlaub, Elizabeth P. 
Rindlaub, John H.. 


GRAND FORKS 
Alger, L. James 


Youngs, Nelson A. 


MINOT 


405 Broadway ALR 


Clinie bldg. 


221 Fifth ALR 


Fargo Clinic OALR 
Broadway, Fargo Clinic 


..608 Black bldg. OALR 


321 Eighth South OALR 
eT 321 Eighth South OALR 


1408 OP 


1119 Cottonwood st. 


Grand Forks Clinic ALR 


Lampert, Max T 
McCannel, Archie D. 


Corner Ist st., 


McCannel, Malcolm A. 


First Nat’l bldg. ALR 


and Central av. OALR 
..MeCannel Clinic OP 


R 
j 
Stack, James Edward 
R 
LR 
P 4 
ALR 


Brumbaugh, John D.......75 North Wheaton road, Z13.0ALR 
Damitz, John Cyril ... .515 Woodside Dr. Z3 OALR 
Fowler, Floyd 513 Market ALR 
Grimmett, Roger 406 Akron Savings Loan Bldg. ALR 
Mathias, Daniel 

819 First Central Tower ALR 


ACADEMY 
OHIO Lowenthal, Gerson ......... Doctors’ Bidg., ALR 
Arbuckle, David S.......Akron Loan bidg., OALR McKenzie, Rodney Jones, 2719 Digby Clifton, ALR 


Miller, Ralph H., 

6257 Rogers Park Place, Pleasant Ridge, Z13 OP 
wan ces Carew Tower, Z2 ALR 
Nantz, Frank A........ ........225 Bodmann ave. OP 
Osher, Morris Stanford 156 Doctors’ Bldg., Z2 OP 


159 Main st. ALR 
Springer, James E........ 409 Peoples Bank ALR 
ALLIANCE 
King, George L.. ....537 E. Market St. OP 
ASHLAND 
408 Center st. ALR 
ASHTABULA 
Timothy Francis.............. 4634 Main ALR 
217 Park Place 
BELLEFONTAINE 
CANTON 
Agin, Lambert James ............ 610 N. Market Z2 OP 
Brandon, James Richard ....800 First Bank Bldg. ALR 
Hoffmann, John N. .............. Peoples Bank Bldg. ALR 
Paradis, Charles Ovide........ 625 Cleveland Ave., N.W. ALR 
Rosedale, Raymond Samuel....610 Market ALR 
Schirack, Clarence J....... 817 Cleveland W., ALR 
Underwood, John .......... 605 Peoples Bank Bldg. ALR 
Weaver, Homer 625 Cleveland av. W., ALR 
Wilson, James First Bldg. ALR 
CHILLICOTHE 
CINCINNNATI 
Blase, Charles Stenger ...... 2600 Union Central Bldg. ALR 
Brown, Albert Carew Tower, 
Brumm, Lewis 726 Carew Tower 
703 Carew Tower, ALR 
2453 Gilbert av., 
Fischbach, Victor W......... Union Central bidg., ALR 
920 Carew Tower, ALR 
Provident Bank bidg., 
Heidelman, George............ Union Central 
Hilsinger, Raymond Louis ......380 Doctors’ Bldg., ALR 
Hofmann, Albert P................ 3149 Vine st., Z19 ALR 
Howard, Robert E............. Union Central bidg., ALR 


Reid, H. W. Union Central bldg., Z2 OF 
Safer, Louis A. ..Provident Bank bidg., Z2 ALR 
Sakler, Barnet R. .... Doctors bldg., Z2 OP 
Schrimpf, Cyril Edward............ 229 Doctors’ bldg., OP 
Union Central OALR 
Doctors bldg., 72 ALR 


Thompson, E. H. 


Thorneil, William Clyde 


Woodward, Paul Maxwell 


CLEVELAND 


Adelstein, Fred. . 
Alexander, Fred Wm. 


.1002 Carew Tower ALR 


..4140 Hamilton av, ALR 


.......Rose bldg. Z15 ALR 
10615 Carnegie Z6 ALR 


Allen, Donald Gray............ 1021 Prospect av., 215 OP 
Berns. Charles : 3319 Avalon Rd., Z20 ALR 
Blondis, Robert Richard Schofield Bldg., Z15 OP 
Brandwan, Samuel R.................. Rose bldg., 715 OP 
Bruner, Abram Breneman........ Guardian bidg., Z14 OP 
Guardian bidg., Z14 OP 


Burke, 


Chamberlain, Webb Parks... . 


Chamberlain, Webb, Jr 
Collins, Arthur 
Collins, James T 

Cramer, Irving |. 
Dixon, Fred Willis 


Forsythe, S. T 


Freeman, Marvin S............ 

Gans, Jerome A................ 
...10300 Carnegie Ave., Z6 ALR 


Gardiner, Frederick S. 
Garrett, Ernest W. 
Hannon, R. Emmet 


Prospect Z15 ALR 


Ersay, Emil Francis....... 


...7405 Detroit av., 
7405 Detroit av., Z2 OP 


Republic Z15 ALR 


836 Rose Bldg., Z15 ALR 
Rose Z15 ALR 


1030 Euclid Z14 ALR 

Rose bldg., Z15 OALR 

Osborn Z15 ALR 
Keith 


Harris, Harold Earl.............. Cleveland Clinic, ALR 
Harvey, Elmer Frank. . . 


Himmel, Jacob Gordon 
Hulse, William Francis 
Jackson, Clarence 
Jacoby, Mark W.. 
Johnson Lorand V. 


Jordan, Valdemar Mandell... 


Kennedy, Roscoe 


1422 Euclid Ave. OP 

..206 Commonwealth Bldg. ALR 
1314 Hanna ALR 
2065 Adelbert rd., ALR 


10515 Carnegie, Z6 OP 
.10515 Carnegie Ave., Z6 ALR 


2020 93rd st., ¢/o Cleveland Clinic, 


Keyes, John 


22199 rd., Shaker Heights 


Kinney, Charles Ed............ 10515 Carnegie av., Z6 ALR 
Kogut, Lewis V..............5466 Broadway Ave., 
Lamb, Andrew 10006 Carnegie Ave. ALR 
......170 Eddy rd. ALR 


Engler. Clarence William. 
{ 


DIRECTORY 


Continued DAYTON 
Beavis, James 900 Fidelity Medical bldg., ALR 
1030 Euclid av., Z15 ALR Fidelity bldg., Z2 OALR 
Master, John 1058 Rose bldg. ALR Insel, Herman Fidelity Medical Bldg. OALR 
Val Joseph Hanna ALR Kilbourne, Medical bldg., OALR 
Soifer, Nathaniel Salem Ave., ALR 
ee 1422 Euclid av., Z15 OP Webb, Walter Whayne......... ..3rd National bldg. ALR 
Missal, Sylvester Clemens......1021 Prospect Ave., Z15 ALR 
Cleveland Clinic, ALR Riddell. Malcolm 112 Front ALR 
GALLIPOLI 
Pitkin, York Nones....... ...-.--10515 Carnegie Ave. ALR GREENVILLE 
Harry Clifford...... 10515 Carnegie av., ALR HAMILTON 
George Chamberlin, Clyde............ 300 Rentschler ALR 
17010 Kinsman road, Shaker Heights, ALR 
Set 10515 Carn ay., ow LAKEWOOD 
Stolzar, Guardian bidg McGannon, Francis Lambert........ 14900 Detroit av. ALR 
Thoburn, Thomas W........... 1020 Huron road., ALR 
Tuckerman, W. H .....1020 Prospect av., Z15 OALR 
Weidlein, Iwan F....... ...10515 Carnegie av., Z6 ALR LIMA 
Wolpaw, Benjamin J.................2323 Prospect av. Elizabeth st. ALR 
Knisely, Alan DeG .......1722 Nat. Bank bldg. ALR 
LUMBUS Page. Robert 722 Nat’l Bank bldg. ALR 
Brown, Harold Ethan. Bulen Ave., Z9 OP 209 W. North OALR 
3rown. John E 135 Preston rd., Z9 OALR LORAIN 
rk G State, Z15 OALR Monosmith, 0. B 0. P. bi ig OALR 
vies, Morgan C. Peg eee 269 E. State, Z15 OP 
150 E. Broad, Z15 OP MANSFIELD 
240 E. State, ZIS ALR MARIETTA 
Thomas, $27 State, OALR Brickley, Daniel W., Jr......... 401 Uhler Phillips bldg. ALR 
MASSILLON 
CUYAHOGA FALLS Dowling, James 508 Ohio Merchants bidg. ALR 
Stahl. Richard Holmes............. 143 Portage Trail ALR Ist Nat’l Bank bldg. ALR 


81 


ACADEMY 
OHIO Continued VAN WERT 
Edwards, Gwilym Home Guards bidg. ALR 
Edwards, Stephen Home Guards ALR 
MONROEVILLE WARREN 
Bolman, 6% S. Main OP Beale, Allen 308 N. Park av. ALR 
Noonan, Paul Park ave. ALR 
MT. VERNON Stimson, George 580 Perkins drive OALR 
Pumphrey, Gordon H................ 100 Maine st. 
WILLOUGHBY 
NEWARK Waugh, J. M. ‘ . Ridge road, R. F. D. No 10ALR 
Hendricks, John St. ALR 
Ray, Harold E Allen ig. OP 
NEW PHILADELPHIA 
Evans, Wm. H.. ...510 Dollar Bank bldg, Z3 ALR 
OBERLIN Edward C........... Dollar Bank ALR 
207 College Goldcamp, John S., 810 Dollar Sav. Trust Co. 
Goodwin, Vernon L............. 509 Central Tower, 73 ALR 
PAINESVILLE Hall, Raymond A....... 514 Home Savings Loan bidg. ALR 
SALEM Odom, ..........261 No. Heights ALR 
King, Lowell State ALR Piercy, Frederick Franklin 
613 Home Savings & Loan bldg, 73 ALR 
SANDUSKY Piercy, Robert Lee......613 Home Savings Loan ALR 
409 Columbus av. ALR Walker, Orville J....... Home Savings Loan ALR 
SHAKER HEIGHTS ZANESVILLE 
Phillips, Josephine D....... 16180 drive, Masonic Temple OALR 
SIDNEY 
Ohio bidg. OALR OKLAHOMA 
ADA 
Yinger, Starling C............. First Bank ALR Coachman, Edwin H....... ALR 
STEUBENVILLE OKLAHOMA CITY 
Kerschgens, Lambert Joseph, 405 Exch Bh. Bidg. ALR Bonham, William ALR 
TOLEDO 
Ford, Harry C.............1014 Medical Arts bidg., Z2 ALR 
Denyes, Gerald Foster............ $16 Michigan, ALR Northwest 12th 
Gunderson, Harvey .2001 Collingwood Ave., ALR Medical Arte 
816 Michigan OALR Wai 
ails, Theodore G........... Medical Arts 
9 
Michigan, OALR OKMULGEE 
300 Commerce bldg. ALR 
Fifteenth, OALR Garnier, William Hampton, Stillwater Nat’l Bank ALR 
TULSA 
UNIVERSITY HEIGHTS Cook, Albert........ Medical Arts OALR 
Weinberg, Herman 2101 Taylor Rd., Z18 Crane, Donald Van Denburgh....Medical Arts 


= 


DIRECTORY 


OKLAHOMA Continued 


Davis, Arthur Henry.......... Medical Arts ALR 

Haralson, Charles Herndon...... Medical Arts 

Huber, Walter A.. Arts bidg., 
Smith, Ruric N............... Medical Arts bldg., ALR 


OREGON 
ASTORIA 
Spalding, Lansford M........... Fourteenth ALR 
BAKER 
R . .Alexander bldg. ALR 
BEND 
“ Evers, Lorance Bixler .1036 Wall st. ALR 
Norton, Arthur .1162 Willamette 
a Shepard. Willis B. Miner bldg. ALR 
R 
GRANDE 
MEDFORD 
LR Young, Clarence M. ..P. 0. Box 1506 ALR 


PORTLAND 
Adix, H. Victor, Jr 425 Medical Dental bidg., Z5 ALR 
1515 8. W. Myrtle st., Z1 ALR 


Bolton, Wilbur Minnis. . 1020 S.W. Taylor St., Z1 ALR 
Bouvy, Harry M., 800 Pittock bik, 10th & Washington OALR 


Carruth, Howard Ernest. Arts OALR 
| Gaston, Ira E. .-Medical-Dental bidg., 25 OALR 
R Henton, George H. ..... 812 8. W. Washington st., Z5 OP 
> Jordan, Lewis W. . Medical Arts bldg, Z5 ALR 
R Kuhn, Clifford W. 1020 S.W. Taylor St., Z5 ALR 
R Larsell, Olaf., Ph.D., Se.D.,........ University of Oregon 
Lucas, Harold R...... bidg., OALR 
Lupton, Irving Martin.......... Medical Arts OALR 
Neely, Paul T.. ..Medical Arts bidg., Z5 ALR 
LR Reeh, Merrill J. 
LR The Medical Clinie, 4212 N.E. Broadway, Z13 OP 
inders, George Chancellor 601 Medical Arts Bldg. ALR 
Scovis, |. John 2455 N.W. Marshall OP 
LR Simons, Max... : 501 Medical Arts Bldg.,Z5 ALR 
ALR Swan, Kenneth C., Oph., 
| University of Oregon Med. Sch., Marquam Hill rd., OP 
. Medical Arts bldg., Z5 OP 
. Ten Eyck, Thomas G.......... 808 N. E. 39th st., Z13 ALR 
Titus, Bruce Linville Taylor ALR 
Harold Merle ..1735 Wheeler ave., Z12 


SALEM 
Baum, William W 
Clement, L. 0 


WECOMA 


Cutler, 


Franklin 


Guardian bldg. OALR 
381 Chemeketa OALR 


ALR 


PENNSYLVANIA 
ALIQUIPPA 
Thel, Henry 387 Franklin ALR 
ALLENTOWN 
Hertz, William J.... 8th ALR 
Rothenberger, Marvin 206 8th st. ALR 
Shoemaker, Robert Eugene 1248 Hamilton St. OP 
ALTOONA 
ARDMORE 


Furlong, Thomas F., Jr.... 


Longaker, Edwin P... 


BEAVER 
Crumrine, Norman Ross 


BEAVER FALLS 
Baldwin, Thomas M.. . 


BETHLEHEM 
Chase, W. D.. 
James, James E 


BLOOMSBURG 
Moser, G. P 


BRYN MAWR 
McAndrews, 
McGavic, 
Scarlett, 


Sny 


Leo 
John 
Hunter W. 
der, George Gerdon 
BUTLER 
Diess, Robert G 
Fishof, Frank E. 
Goehring, Donald Everett 


CARBONDALE 
Bridgett, Frank Aloysius 


Marmelstein, Maurice 


CARLISLE 
George, Forney P 
Stoner, Donald D. 


CHAMBERSBURG 
Himelfarb, H. M. 


Rowland, E.. 


CHESTER 
Cross, G. H.... 


Hayes, Merrill B........ 


Lynch, Joseph S... 


....Times Medical bldg. ALR 
41 E. Montgomery av. ALR 


595 Third OALR 


222 Brodhead ALR 


.280 E. Broad ALR 
..128 W. Fourth st. ALR 


..825 Montgomery av. 
....Mermont Apts ALR 


1 


32 Morris 


307 B.C.N.B. bldg. OP 
.. Veterans Adm. Hosp. ALR 
Butler S. & T. bldg. ALR 


........36 Darte Ave. ALR 


118 Hanover st. ALR 
156 Pomfret st. ALR 


Queen st. ALR 


525 Welsh OP 
710 Madison st. ALR 
302 E. 9th St. OP 


| 455 Market st. ALR 
J 


fd 
7 
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ACADEMY 
PENNSYLVANIA Continued JOHNSTOWN 
Cohen, Jerome H. .604 Johnstown Trust bldg. OP 
CLEARFIELD Flora, William Kenneth sak abil .406 Main st. ALR 
225 Cherry ALR Griffith, Harold M....... Johnstown Bank Trust 
CONNELLSVILLE Hays, Charles E. .432 Luzerne st. ALR 
Second Bank OALR McCloskey, Paul......... Bank Bldg. ALR 
McLellan, Thomas G........... Second Bank bidg. Meyers, Paul T.............. 1109 U.S. Bank ALR 
DANVILLE 
Davison, Francis Wells............ Geisinger Hospital ALR LANCASTER 
.19 W. Market ALR Hutchison, Lloyd S 45 E. Orange St. ALR 
DREXEL HILL whens 339 N. Duke OP 
LANSDOWNE 
BOIS McLaughlin, John Owen Laer ALR 
Tyson, John Brady ALR LATROBE 
Mather, Homer Raymond................ 224 Depot st. ALR 
EASTON Mather, Homer Raymond, Jr. Ist Bank 
Diehl, William Harold 701 Ct st. ALR 
ERIE Gardiner, Charles Ernest . 01 ( St. ALR 
Delaney, James 138 9th Long, Theodore Cumberland St. 
231 W. 7th OALR 
Simmons, Thomas......... 10th st. 
McKEESPORT 
FRANKLIN Rittenhouse. Emory A 203 Masonic T ALR 
+ n ldg 
Nordstrom, Chester Albert........ Exchange Bank bidg. ALR MAHANOY CITY 
GREENSBURG Ricchiuti, A. George : 316 E. Centre ALR 
Baldwin, Gertrude W. ........ First Nat'l Bank Bldg. OP MEADVILLE 
GREENVILLE MEDIA 
Edgar Louisa ay. ALR Lewis, Fielding (Retired) ALR 
HANOVER MERION STATION 
301 Broadway ALR Hunt, Wm. T.. Jr 367 Brookway OALF 
HARRISBURG MONESSEN 
618 3rd OALR 
209 State OALR NANTICOKE 
Martz, George Everett............ .505 No. Second St. Abbott. Albert 100 Main St. 
Phillips, Warren Second 
eek 1100 N. 2nd st. ALR NARBERTH 
Weinstein, 0 SS a eer eee 1104 N. 2nd St. ALR Rommel. John C 1314 Flat Rock Rd.. Penn Va oP 
HAVERTOWN NEW KENSINGTON 
Garlichs, Richard Walton......... 216 North Manoa Rd. ALR Steim, J. W...... Coe. First Nat’! Bank bldg. OP 
HAZLETON NORRISTOWN 
Reiche, i Mid sbnedbunenecnanwedan Markle Bank bidg. oP Beideman, Joseph Elisworth. . Montgomery Trust Arcade OP 
Charles Huston, Jr... .1021 Main St. ALR 
JENKINTOWN Tait, Edwin Forbes 1324 Main St. 
119 Summit av. ALR 


} 
| 


DIRECTORY 


PENNSYLVANIA Continued 


PALMERTON 
Kupp, John H 582 Delaware ay ALR 
PHILADELPHIA 
Adler, Francis Heed * .813 §. 17th, Z3 OP 
Alexander, Maurice Harry 1701 No. 9th St., Z41 ALR 
Appleman, L. F.. ..308 S. 16th, Z2 OP 
Auslander, Milton Manuel 1422 W. Erie av., Z40 ALR 
Ball, Simon ; 255 S. 17th St. ALR 
Bertolet, John Allen................ 1530 Locust, Z2 ALR 
Blair, Mortimer W.. N. E. cor. 20th and Chestnut, Z3 OP 
Bray, Solomon S$ 2027 Spruce St., Z3 OP 
Brennan, Russell James ..6100 Walnut St., Z39 ALR 
| Bricker, Sacks ..1101 W. Wyoming av., 740 ALR 
819 Wharton, Z47 ALR 
Edmund James 255 So. 17th ALR 
Butt, Miriam M....... ..383 Seymore st., Z44 OP 
Campbell, Edward 
Spruce st. Medical bldg., 19th & Spruce sts., ALR 
Carpenter, Chapin 1930 Chestnut, Z3 OP 
Clerf, Louis Henry 1530 Locust, Z2 ALR 
Coates, George M .-1721 Pine, Z3 ALR 
Cohen, Herman B ie ..255 §. 17th, Z3 ALR 
Cohen, Louis B. a5 .1320 Arrott, Z24 OP 
Cohen, Samuel........ Spruce St., Medical bldg., Z3 ALR-PIS 
.-1930 Chestnut, Z3 OP 
| Creighton, William J... aaa ..37 §. 20th, Z3 OP 
Davis, Oscar, Capt. (M¢ USN 
Dispensary, Phila. Naval Shipyd, Naval Base Sta., Z12 OALR 
Deichler, John Waller... 0 Chestnut St. OP 
Deichler, L. Waller..............1930 Chestnut, Z3 OALR 
2 eee 4803 Penn, Z24 ALR 
Dintenfass, Henry............. ....1805 Spruce, Z7 ALR 
Donnelly, Edward J.............. .1821 Spruce, Z7 OP 
Dublin, George Joseph........... 1930 Chestnut, Z3 OP 
Elfman, Louis Kenneth........ 6330 Lebanon Z31 ALR 
Ellis, Van M .. 1528 Spruce st., Z2 OP 
-1806 Spruce, Z3 ALR 
Gettes, Bernard Charles 2028 Pine oP 
Gordon, William 5345 Spruce St., Z39 ALR 
Gouterman, Joseph |}. 3 1930 Chest Z3 OP 
Gowens, Henry L., Jr. ig 2217 Delancey St., Z3 OP 
Harbert, Frederick, Capt. (MC) USN, U. S. Naval Hosp. OALR 
Harkins, Herbert Chestnut st., ALR 
Hawman, Erle G........... .....4051 N. Broad, Z40 OP 
2031 Locust st., ALR 
Hitschler, William Jacob Chestnut av., Z18 ALR 
Hoffman, N. Fulmer, Jr........... 2126 Spruce st., Z3 ALR 
2035 Delancey st., ALR 


Howland, Alvin 255 So. 17th St., 


Hunter, Robert John 


ALR 


2035 Delancey st 


Jackson. Chevalier L. ..255 8. 17th. Z3L 
Jordan, Harvey Ernest, Jr 1912 Spruce St.. Z3 ALR 
Katz, Harry Kolman.......... 1206 Cottman st., Z11 0P 
Kaufman, A. Spencer 25 17th St., Z3 ALR 
Krall, Thomas 1927 Spruce St., 
Krewson, William Egbert, 3rd...... 1930 Chestnut, Z3 OP 
Lawrence, Granville A.. .Medical Arts bldg, Z3 OP 
Leopold, Irving H Chestnut St., Z3 OP 
Lieberman, George Emanuel........ ...1721 Pine St. ALR 
oftus, John Edward.............. 1930 Chestnut, 73 ALR 
Lukens, Robert McD 08 W. Hunting Park Ave., Z40 ALR 
Marden, Philip Ayer 912 Spruce St., Z3 ALR 


P. Robb 


McDonald, 


Miller, M. Valentine, 114 W Phil-Ellena (Mt. Airy), Z19 ALR 


Mitchell, E. K .4 -710 W. Lehigh av., Z33 ALR 
.2025 Locust, Z3 OP 
\ Charles Morgan N. Broad St., Z40 ALR 
O'Keefe, John Jose 255 S. 17th St., Z3 ALR 
buns 235 S. 15th, Z2 OALR 
Ornston, Darius G 36 Carpenter Lane, Z19 ALR 
255 S. 17th st., Z3 ALR 
Putney, Floyd Johnson ........ 2029 Delancey St., Z3 ALR 
1901 Walnut, Z3 OP 
Richardson, George A........... 1532 Overington, 
hs 7141 Elmwood av. ALP 
Rudolphy, Jay Besson.......... ..230 §. 21st, Z3 OP 
313 S. 17th st., Z3 OP 
Seltzer, Albert Pincus...... 1332 N. Franklin st., Z22 ALR 
Shuster, Benjamin Harrison .......... 1824 Pine, ALR 
Silcox, Louis Edward..............255 17th St. ALR 
...-1830 Spruce st., Z3 ALR 
Spaeth, Edmund B............. 1980 Chestnut, 
Stockwell, Eunice LeBaron.......... 2018 Pine st., 
Sutherland, William 1930 Chestnut, 
Swalm, Charles Joseph........ Rockland, ALR 
Towson, Charles E....... Germantown Prof. Z44 ALR 
Waldman, Joseph ....2835 B Queen Lane, Z29 OP 
501 Cottman st., Z11 ALR 


4 
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PENNSYLVANIA Continued 
Williams, Horace J.....5908 Greene (Germantown), ALR 


1737 Chestnut st., ALR 
rere 3474 Frankford av., Z34 OP 
PITTSBURGH 
Park bidg., Z22 OP 
Curry, Glendon E........... 1204 Pitt Bank Z22 
121 University pl., Z13 ALR 
Stio, Daniel Stephen.......... Highland ALR 
Evans, Samuel D...1502 Park bidg., 355 Fifth 
Arthur 623 Union Trust Bldg. ALR 
Union Trust Z19 ALR 
Friedman, Louis 6078 Jenkins Arcade, ALR 


Geeseman, George R...........634 Washington rd., Z16 OP 
Glassburn, Edward Myler....6102 Jenkins Arcade, 722 ALR 


Goldberg, Sol...............8082 Jenkins Arcade Z22 
Gray, Raymond John........5095 Jenkins Arcade, 
Hamilton, Richard G........... Medical Arts bldg., ALR 
Hampsey, Joseph William.......... 806 May Z22 ALR 
Hinderer, Kenneth H....... 402 Medical Arts bldg., 713 ALR 
Jennings, Charles W........... 121 University pl., 
Jordan, Raymond Ellsworth. ..... 121 University Pl., Z13 ALR 
Kreiger, Alexander 4101 Jenkins Arcade 
Kutscher, Charles F....... Medical Arts 
646 Washington rd., Z16 ALR 
Larimore, Fred Campbell.......... Penn Z22 
Linhart, William Oran.......... 52i Medical Arts bldg. OP 
7075 Jenkins Arcade, Z22 OP 
MacMillan, Karl D. ......900 Professional Bldg., Z22 OP 
806 Pitt Bank bldg., Z22 
Watson............ 121 University pl., Z13 ALR 
121 University pl., Z13 ALR 
McCready, Homer.......... 121 University pl., ALR 
Miller, Boyd, 1006 Prof. 429 Penn av., ALR 
Morgan, Irving Joseph........ Jenkins Arcade bldg., 
Pachtman, Isadore.......... Jenkins Arcade Z22 
Patterson, J......... (Retired), 504 Neville, Z13 ALR 
Penn, Samuel E. ..............3401 Fifth Ave., Z13 ALR 
Perrone, Joseph Mercy Hospital, ALR 
Rhodes, David Henry................ Clark bidg., Z22 
1200 Chislett St., ALR 
Rohm, Robert Franklin... ... 7002 Jenkins Arcade, Z22 
William ...... Jenkins Arcade, Z22 ALR 
Shaffer, Howard...... Jenkins Arcade, 
Shepard, Warren Brundage. ...... Jenkins Arcade, ALR 
351 Fifth av., Z22 
Simpson, John Reid........ Arts Z13 ALR 
Statti, Louis Wm................Jenkins Areade, Z22 OP 


Todd, Grover Cleveland............ Jenkins Arcade, ALR 
Woeleser, Ghat. Wah... 806 May bldg., Z22 OP 

23 Broad OP 
307 Dime Bank bidg. OALR 

POTTSTOWN 
Hancox, Cecil William... Bahr Arcade bldg. ALR 

POTTSVILLE 
Bacon, Lewis H teehee 300 Mahantongo St. OP 
818 Market ALR 
Mengel, Sterling F........... ......612 W. Market St. OP 

READING 
nee ....237 8. Sth st. ALR 
Rhode, Homer Jonas.................220 N. 6th st. OP 
Souders, Benjamin Franklin ..... ....143 No. 6th St. OP 
826 Sth st. ALR 

ROCHESTER 
209 Park ALR 

SAYRE 
Prindle, Ronald E. .......... Robert Packer Hospital OALR 

SCRANTON 
Bishop, Frederick J........... Medical Arts ALR 
Jordan, James Shannon........ Arts bidg., 

SHARON 


Riddle, Ransford John....Corn. W. State & Porter Way OP 


SHARON HILL 


SHENANDOAH 

STROUDSBURG 


SUMMIT HILL 


Bonner, William Richard............ White st. 
TAMAQUA 


| 
4 
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PENNSYLVA 
TURTLE CREEK 


Hunter, James F......... 


UNIONTOWN 
Staman, Harry H. 


UPPER DARBY 
Kennedy, Patrick James. 


DIRECTORY 


NIA Continued 


.508 Penn av. ALR 


.-6910 Market OP 


101 Long Lane OALR 

Rankin, A........... Ladiow and Heather road 
WARREN 

Anderson, Edwin R.......... ee .220 Liberty OALR 


WASHINGTON 
McCullough, Clarence Jose 
McKennan, James W..... 
McMurray, B... 
McMurray, John S 


WELLSBORO 
Laird, Archibald........ 


WILKES-BARRE 
Buckman, Lewis T.. 
Buckman, Samuel 
Connole, Joseph V........ 
Dattner, Herman B.. 
Marsden, W. C...... 
Schappert, 


WILLIAMSPORT 
Decker, Phillip Harold 


WYNNEWOOD 
Atkins, Joseph P. 


WYOMISSING 
Perfect, Fred Rolleston 


YORK 
Dunkelberger, John Alfred 
Eisenhower, Charles Earl 
Fisher, Lawrence Christian 
Grove, Bruce 
Podboy, August J 


ph....Washington Trust bldg. OALR 
Washington Trust bldg. 0 

..Washington Trust bldg. OALR 

6 S. Main St. ALR 


83 8S. Franklin OALR 

. 1000 Miners Nat'l Bank bldg. ALR 
59 8. Washington OALR 


3rd St., ALR 


1201 Knox Rd. ALR 
1258 Penh. Ave. ALR 


621 E. Market St. ALR 
: 426 W. Market St. OP 
Country Club rd. OALR 
28 N. Queen St. ALR 


RHODE ISLAND 


NEWPORT 


Grimes Martin) Osmond 
PROVIDENCE 
Adams, Frank M 
Bernasconi, Ezio Joseph 
Bolotow, Nathan A...... 
Botvin. Morris 
Dimmitt, Frank W....... 
Grossman, Herman P..... 
Hanson, Frederick Charles 
Happ. Linley C 
Harvey, N. Darrell....... 


Ka St. OP 
122 Waterman, ALR 
oe 716 River Ave. OP 
126 Waterman, Z6 ALR 
155 Angell St , Z6 OP 
Angell St. OP 
ey 170 Waterman st., Z6 ALR 
112 Waterman, Z6 OALR 
193 Waterman, ALR 


Sannella, Lee George............ 1 Vaterman St., Z6 OP 
Sharp, Benjamin S., 339 Tha OALR 
Stephens, H. Frederick............ 195 Thayer St., Z6 OP 
SOUTH CAROLINA 
ANDERSON 
Warder, Frank M Profe ALR 
CHARLESTON 
Best, Kent Ast 
Evatt, Clay W 1 Rutl Z16 ALR 
Hanckel, Richard White, Jr...... .96-A Bull st., Z16 ALR 
Hope, Robert Meek............ 108 Rutledge ALR 
Price, F. Raymond 118 Rutledge A Z16 OP 
Smith, Josiah Edward............. .60 Meeting, OALR 
Townsend, John Ferrars Wentwor OALR 
COLUMBIA 
Asbill, David S.... st., 
Bristow. Walter J mpton, Z1 OALR 
Laub, George Rudolph Bull St. ALR 
Lowenstein, Harold H Hospital OP 
Workman, Joseph B. Jr Bull St. OP 
FLORENCE 


Mobley, Marion R 


GREENVILLE 
Harper, DeWitt Lawrence 
Jervey, James W., Jr. 
Sanders, John Levis 


ORANGEBURG 


Gressette, James H 


ROCK HILL 


125 W. Cheves st., ALR 


111 East North st. ALR 
..101 Chureh St. OALR 


Main ALR 


a. 330 E. Main ALR 
SPARTANBURG 

Anderson, Ruskin G .753 N. Chur t. OP 

Watkins, John 0 4 Montgor ig. OP 
SUMTER 

Walker, R. M SN st. ALR 

SOUTH DAKOTA 

ABERDEEN 

Rudolph, Edward 624 Citizens bldg. 
BROOKINGS 

Kershner, C. M Watson Clinic OP 
MITCHELL 

Mabee, Judson Arts bidg. ALR 
PIERRE 

Robbins, Clarence Edward.......... 111 Huron ALR 


ALR 
MacCardell, Frank Cameron 


ACADEMY 
Evans, John Dorritte........... 899 Madison Ave. ALR 
RAPID CITY ..Physicians & Surgeons bldg, Z3 ALR 
2 619% Main st. ALR Harris, J. Harley. .Methodist Hospital Doctors bldg., Z4 ALR 
Marceda L...................629% Main st. ALR King, Charles M., 899 Madison Ave., Suite 116 
SIOUX FALLS Commerce Title bldg., Z3 OALR 
‘ Maiden, S. D. Kennedy V. A. Hosp., Box 24, 215 OALR 
VERMILLION Manigan Thos. P OFS Maden Ave., ALR 
Court st. OALR McKinney, James Wesley........... Exchange OALR 
1089 Madison av., ALR 
Seligstein, Milton B.....Union Planters Bank bldg, ZS OALR 
Stinson, William David............ 899 Madison ALR 
TENNESSEE Wilson, James Edward Madison 
CHATTANOOGA NASHVILLE 
Lassiter, Chester L.....Hamilton Nat’l Bank ALR Charles St. 
CLARKSVILLE Warner, Robert Jay 706 Church, 
CLEVELAND OAK RIDG 
404 Inman st. ALR Johnson, Raymond Arts ALR 
DYERSBURG 
Brewer, John D.. Brewer General Hospital OALR 
ABILENE 
Wilson, John McCullough............ 207 Watauga Ave. Duncan, Frank Benbow Polk St. 
Duncan, Robert Austin................ Amarillo ALR 
& Barkle Douglas Ferguson 1000 Lavaca ALR 
Miears Claude Searbrough ALR 
i 120 W. 7th st. ALR 
Miller, Edwin Ephron .......... Medical Arts ALR 
Montgomery, John Medical Arts BAYTOWN 
MARYVILLE BEAUMONT 
a MEMPHIS BIG SPRING 
Anthony, Daniel Harbert............. 2968 rd. Main ALR 
899 Madison ALR Wood, George Harden Petroleum ALR 


DIRECTORY 


TEXAS Continued 


CORPUS CHRISTI 
Gill, Earl King 


416 Chaparral st 
Louis William Oscar 


Janssen 710 Medical Prof. Bidg. ALR 
Kelly. Francis B 521 Medical Professional bldg. OP 
Stroud. Sanders Key 519 Medical Professional bldg OP 
Yate e ) Medical Professional Bldg. ALR 


RSICANA 
\ nt P ALR 
ALLAS 
Bar William T 1827 Medical Arts bidg.. Z1 ALR 
Brann Daniel Medical Arts bidg. Z1 OP 
Cox. Kel Medical Arts bldg, Z1 OP 
Danie Ruby K ..Medical Arts bldg. Z1 OP 
Darrough, L. E aa 4105 Live Oak ALR 
f Edw &.. J 48 Mak | \ Z4 OP 
Silas Frederick ] + ALR 
Mood 4227 H Z4 ALR 
Ma Oscar M 814 Medica] Arts bldg, Z1 ALR 
Marchman. Oscar M.. J 816 Med Art g.2Z1 OP 
McCullough. Malcolm Kelley Medica] Arts bldg, Z1 OP 
McLaurin, J. G 4710 Munger av., Z4 ALR 
Newton, F. H Medical Arts bidg. Z1 OALR 
ov} Lester Hale 4105 Live Oak, Z5 OP 
s s tM 1719 Pacific av., Z1 ALR 
) ALR 
Vaxwe M oP 
Nilk Wallace Bond 21 E 78 ALR 
C e De Art ALR 
EL PAS 
Frank P First Nat'l Bank t OALR 
uster, First Bank OALR 
r Maurice P First Nat'l Bank bldg ALR 
RT 
man, Thomas L 16 ( rla Z7 ALR 
R 6 W. i Z2 OALR 
k Atras E Medical Arts bidg., Z2 OP 
R 4 4 oP 
OP 
0 OP 
Cook Hospital and Bea Z3 ALR 
GAINSVILLE 
GALVESTON 
McReynolds, Geo. ALR 
m Be P 


GREENVILLE 


James ALR 


HOUSTON 

Alexander, 
Barrett, John H. 
Bressler, J. L.. 
Cody, Claude C.... 
Cody, Claude Carr 
Daily, Louis 
Daily, Ray K 
Dickson, Charles. 
Elles, Norma B. 
Foster, J. H. 

Goar, Everett Logan. 
Griffey, Edward W... 


Haden, Henry 
Harris, Herbert H. 
Hooker, Lyle 

Janse, Hector Mason 
Johnson, Robert Marion 
Logue, Lyle J.. 

Potts, Charles R 


Ralston, Wm. W 
Robison, J. M. 
Royce, Thomas L 
Schultz, Jacob F.. 
Snow, Williem J 


Spencer, Walter C. E. 


Stough 


Vanzant 


lnhn 


Trew 


KERRVILLE 
Robert 


LONGVIEW 


Hurst, V. Reeves 
ts. J 
LUBBOCK 

8 E rs 

H J s Tidwel 
4 son, Ben B 
Malone, F. B 

F 4 E 


MINERAL 

McCa Jame 
PAMPA 

Clifton 
PARIS 


Hunt. Th 


omas Ewell 


PORT ARTHUR 
Heare, Louis 
Va han 


ANDOLPH FIELD 


SAN ANTONIO 


Aderhold, James 
Atkinson, D. T 
Boehs. Char Johr 


Benjamin H 


Med. Arts bidg., Z2 OP 
1304 Walker ay., Z2 ALR 

1304 Walker av., Z2 ALR 
7 1304 Walker Ave. ALR 
Mere Medical Arts bldg., Z2 OALR 
Medical Arts ALR 
Niels Esperson bldg., Z2 OALR 


Medical Arts bldg., Z2 OALR 


1914 Travis. 


1039 Mellie Esperson bldg., Z2 ALR 
446 Esperson bldg., Z2 OP 
3717 Main, Z4 ALR 


1422 Medical Arts 
1304 Walker av., Z2 ALR 
1304 Walker av.,Z2 OP 
1804 Walker av., 
1304 Walker ALR 

904 Holman ALR 
1304 Walker av. OP 
1215 Walker av. ALR 
......Medical Arts bldg., Z2 OP 


4501 Fannin St., Z4 OP 
.Medical Arts bldg., Z2 OP 
Box 789 
Hurst OALR 
204 Green ALR 
Broadway ALR 
2 Avenue Q ALR 
k M Hospital OP 
2609 19th ALR 
ALR 
\ ( ALR 


Combs Worley bidg. OP 


First Nat'l Bank bldg. ALR 


Box 312 0P 
Adams bldg. ALR 


f Aviation Medicine OP 


11 E. Harris Ave. ALR 
Beauregard blvd. OALR 


Medical Arts 
. -Medical Arts bldg 


Medical Arts 


ALR 
OALR 
ig, ALR 


| 
she 
| 
SAN ANGELO 
Windham, Robert Edward 234 W San 
89 


ACADEMY 
Brunner, George 603 Navarro st. D.. Exchange place, OALR 
Champion, Albert Medical Arts ALR Maw, Raymond B........... 699 East South Temple, ALR 
Dumas, Edward DeVan........ Medical Arts bidg., Z5 ALR Merrill, Rowland Hyde 1010 First National Rank OP 
Gill, William Davis.............. 705 Houston, OALR Muir, Everett Barclay..........804 Boston Bldg., 
Matthews, John 414 Navarro st., Muirhead, Robert Mowatt........8 East Broadway, ALR 
Muldoon, Wilfred E........... Nix Professional bldg., 804 Boston 
Parrish, Robert Medical Arts bldg., OALR Phillips, Earl Harrison ALR 
Russell, Daniel A... - Medical Arts ALR Rigby, Ralph 837 Boston bldg., 71 ALR 
Sykes, Edwin Meredith........ Nix Professional bldg., ALR Ruggeri, Charles, Jr. 1120 Boston bldg, 
Smith, Homer Edwards. . 005 Medical Art dg 
Stawwer, F. Leaver... t South Temple, Z1 
TAYLOR 
Alexander, Margaret Henrietta......... 720 Talbot ALR VERMONT 
TEMPLE 
Bertha Schenck Stecker ....Main and av. AALR 
TEXARKANA BRATTLEBORO 
209 Pine OALR Noyes, Leighton Helmuth ..67 Main St. ALR 
209 Pine OALR 
BURLINGTON 
Robertson, Gaynelle 411 3rd Ave. North Cunningham, John C........ ave. 
Peoples Bank OALR witchell, Emmus Main OALR 
WACO MONTPELIER 
Box 1491 OALR George Joseph.................. Main st. 
Burgess, John 904 Medical Arts bldg. ALR 
Spencer, Shelby Cruthirds............ Professional OALR RUTLAND 
st. Marshall, George Guerin....... bidg. OALR 


Woolsey, William Jinkens......... 


WAXAHACHIE 


507 W. Main ALR 


WHARTON 


Black, Vernon 105 Hawes St. 


WICHITA FALLS 


UTAH 

LOGAN 

OGDEN 

Hetzel, Clarence Charles, 721 Eccles ALR 

Pugmire, Ralph W............. 2404 Washington bidg. 
PROVO 

SALT LAKE CITY 

128 Lincoin St., ALR 

804 Boston bldg. ALR 


n 


Seeley. Ralph Hunt, Jr. Center St. ALR 


ST. JOHNSBURY 


Cramton, Edward Main OALR 
VIRGINIA 
ALEXANDRIA 
Long, Albert Emanuel. . ..804 Prince st. OP 
Nicholson, Charles T., Jr. ......... S Gunm'on Rd. ALR 
ARLINGTON 
Gilligan, John Henry ........... 1007 N. Highland st. ALR 


Kulesher, Henry T..... 8825 Pershing Dr. ALR 
BRISTOL 


Harris, Herman Lee... -Reynolds Arcade bldg. ALR 


CHARLOTTESVILLE 
Crigler, Fielding Jason............ 104 Market St. 
Fitz-Hugh, Glassell 104 Market st. ALR 
Humphries, Marion Kemper, Jr. ....104 Market St. ALR 
Woodward, Fletcher Drummond.......... 104 Market ALR 
VU 


| 
. 


DIRECTORY 


COVINGTON 
Winn, Thomas Meredith 129% Maple av. OALR 
DANVILLE 
Dickerson, Wm. E. S02 Masi Temple ALR 
McGovern, Francis H.. Masonic Temple bidg. ALR 


FREDERICKSBURG 


Holloway, J. Minor 1200 Prince Edward ALR 


HARRISONBURG 


LYNCHBURG 
Gorman, James R.. Allied Arts bldg. ALR 


725 Church ALR 
717 Church st. OP 


Holland, John Gill...... 
Morrison, Frederick 


NEWPORT NEWS 


Hankins, George Geddy. ..Medical Arts bidg. ALR 


Poindexter, Frank Wilmore ..Medical Arts bldg. ALR 
NORFOLK 

Cooley, Cari Conrad ......Medical Arts bldg., Z10 OALR 

Diehl, James E ..813 Wainwright bldg. ALR 

Gowen, Thomas F., ¢ MC) USNR_N.A-S. Dist ry ALR 

Kennon, Beverley Randolph {11.908 Med. Arts bldg, Z10 OP 

Smart, Frank P ..315 Medical Arts Bldg., 210 OP 

White, J. Warren ....Medical Arts bldg., Z10 OALR 
NORTON 

Henderson, Charles Henry 800 Park Ave. OP 
PORTSMOUTH 

Hoxie, Derrick, Comdr. (MC) USN U.S. Na Hosp. ALR 
PULASKI 


Smith, Richard 0.. 78 Third av. N. W. ALR 


hiidrey, Edgar, Jr 605 Prof | Bidg., Z19 OP 
Courtney, Robert H.. . -Professional bldg., 2719 OP 
G 


suerry, DuPont Ll 503 Profs nal bldg. OP 
Hughes, T. E ..1000 W. Grace, 220 ALR 
Pastore, Peter Nicholas......5503 Riverside Drive, Z24 ALR 
Perkins, Edward Williamson 312 Medical Arts bldg. OP 
Rein, Walter John 501 E. Franklin St., Z19 OP 
Sheppard, Louis B.... Suite 301, Medical Arts bidg. OP 
Smith, Mason 1100 W. Franklin St., Z20 OP 


206 Professional bldg., Z19 ALR 
... Professional bldg., Z19 ALR 
510 Medical Arts bldg., Z19 ALR 


Smith, Maynard P. 
Wallerstein, Emanuel U. 
Wellford, B. R. 


ROANOKE 
711 Jefferson, Z10 ALR 
Hamlin, Fred Eugene. . ; ......-P.0. Box 2276 ALR 
Hatcher, Wm. F....... Medical Arts bldg., Z11 OP 
Stone, Harry B.... ....Medical Arts bldg., Z11 ALR 
Stone, Harry B., Jr....... 811 Medical Arts bldg., Z11 ALR 
Williams, Mortimer H.......... 711 Medical Arts ALR 


Young, Charles A.... Medical Arts bldg. 


STAUNTON 
Fisher, Guy Rothwell 


1 E. Beverley st. ALR 


Gillespie, Albert Ritchie. ...Cor. Lewis & Frederick Sts. ALR 


WINCHESTER 
Hawthorne, Allen T. 
McGuire, H. H..... 
McGuire, William 


Smith, George H. Jr 


Braddock ALR 

105 N. Braddock OP 
ackaredl 105 N. Braddock st. OP 
114 W. Boscawen St. ALR 


WASHINGTON 


BELLINGHAM 
Katser, Robert F 


BREMERTON 


Be E 


COLFAX 
Henry, Robert T. 


ELLENSBURG 


Hicks, William Wynne 


EVERETT 
Murphy, Albert B. 


Satey, Carry 


Waltz, Harold D. 
LONGVIEW 

Barton, John F. 

Pulliam, Robert Lee, Jr 


RICHLAND 


Horsfie Russell Thoma 


Jensen, Carl Dana 


John Rover Harry 
Laughlin, Robert Clark 
McC 


Peden, Barton Edward 


James 


Powel!, Archie C 
Shannon, C. W 


Grady bldg. OP 
202 FE. 6th st. ALR 


..Medica! and Dental bldg. ALR 
Central bidg. ALR 
510 Medical Dental bldg. ALR 


....1846 Fourteenth av. ALR 
211 Empire Drug Bldg. ALR 


509 Farrell Lane OP 


..Cobb bldg., Z1 OALR 
650 Medical Arts bldg., Z1 OP 


.......326 Medical Dental bldg. ALR 


a $502 E. 33rd St., Z5 OP 

28 Medical Dental bldg., Z1 OP 
Boylston Ave. 

s, 715 Medical & Dental bldg., Z1 OP 
.1315 Medical Dental bldg. 
Cobb bldg. OP 

21 Stimson Bidg., Z1 OP 

Fourt Pike ALR 

Stimson bldg., ALR 

ALR 

-New 4th and Pike bldg., Z1 OP 


Stellwagen, William John Madison St., Z4 0P 


Stillson, H 
Tolan, John F 


Weber, Juli 


SPOKANE 
deRoetth, Andrew F. 
Greene, Philip Burkland 
Hagan. Cornelius E., Jr 
Hoysett. Smith Fuller 
Lower, Raymond A. 


Parsell, Louis A.....Pa 


Pohl, Robert L 7 


Terry, Z5 ALR 
Stimson bldg., Z1 ALR 


508 Old Bank 

17 Old Nat'l Bank bldg. OP 
1918 Oneida ALR 

673 Paulsen Medical Bldg., Z8 OP 
1455 Paulsen Med. Arts bldg. ALR 


ulsen Med. and Dental ALR 
» Paulsen Med. & Dental bidg., Z8 ALR 


SEATTLE 
H Vv. F 
RICHMOND 
Miller, Alvin 


ee ee 1828 W. Ist av., Apt. C, Z9 OALR 
Smith, L.....Paulsen Med. and Dental bidg., OALR 
Veasey, A., Sr.....Paulsen Med. and Dental OALR 
Veasey, A., Jr.....Paulsen Med. and Dental bldg., OALR 
Wilmes, N......960 Paulsen Medical Dental ALR 


TACOMA 
Cameron, Walter Courtney...... 1103 Medical Arts bidg. OP 
Ludwig, William Henry........ Medical Arts bidg., ALR 
Lundvick, Cyril V.......... Medical Arts 
Maier, Haskel Levitt. . .936 Medical Arts bldg., Z2 ALR 
errr Medical Arts bldg., Z2 ALR 


VANCOUVER 


Dunnavan, Floyd Leighton 314 Medic Aris bldg. OP 


WALLA WALLA 
Ralston, Frank L... 120 EF. Bireh St. OALR 
WENATCHEE 


Claude K.. Widby-Hadley bldg. 


YAKIMA 
Thompson, James P. 


WEST VIRGINIA 


BECKLEY 


Peter, ... Beckley Hospital ALR 


BLUEFIELD 


First Nat'l] Bank bldg. OP 

CHARLESTON 

Armentrout, Lewis H... ......Medical Arts bidg. ALR 

Breisacher, Carl F........... 432 Medical Arts bldg. 

Chandler, Arthur C. ....1562 Virginia st. E., Z11 OP 

Holcombe, Virgil Eugene........Medical Arts ALR 

McLaughlin, Ralph 805 Atlas bldg. 

Reel, Frederick Clifton... $32 Medical Arts bidg., Z1 ALR 

Seletz, Abraham..............Medical Arts ALR 
CHARLES TOWN 

CLARKSBURG 

Thomas, Harry Vernon.............. Empire Bank bidg. 
ELKINS 

FAIRMONT 

..512 Walnut Ave. OALR 

Maxwell, Joseph Adams St. 

309 Cleveland av. ALR 
HUNTINGTON 

Beckner, Wm. Forrest......... West Virginia ALR 

Hoitash, Frederick J............. Box 1066 


ACADEMY 


Krimsky, Joseph : 2924 Winters Rd OALR 
Moore, T. W., 1229 First Huntington Nat’l Bk. Bidg., Z1 OP 


MARTINSBURG 
Hunt, Guy A B 127 N. D. Baker V. A. ¢ OP 


MORGANTOWN 
PARKERSBURG 


WELCH 


Schiefelbein, Harry T. . Stevens Clinic Hospital OP 


WHEELING 
Fawcett, Ivan Twelfth OALR 
Jones, Edmund Lloyd...... Wheeling Clinic OALR 
Joseph, Nime K..... ‘eas ..40-l4th st. ALR 


Zubak, Matthew F eee. 704-9 Central Union bldg. OALR 


APPLETON 


Smith, Rodger Browning 1218 N. Oneida St. ALR 
Zeiss, Edward J 103 W. ¢ ge OP 


ASHLAND 
Grigsby, Roll 0 


BELOIT 


Shearer, Harry Arthur............. 405 E. Grand avy ALR 


EAU CLAIRE 
Russell, Sidney Benteen.............. Midelfart Clinic OALR 
Tanner, James Wallace................ 131 Barstow ALR 
FOND LAC 
Cerny, Frank Joseph 160 Bischoff st. OP 
GREEN BAY 
Troup, Wilson J.... ad .....306 Cherry st. OALR 
JANESVILLE 


Pember, Aubrey H. 508 W. Milwaukee OALR 


KENOSHA 
Ashley, Richard Warner..............5711 8th Ave. OP 
Hartgraves, Hallie.................St. Mary’s Convent OP 
CROSSE 
Douglas, Frederick Alexander....... State Bank bldg. OALR 
State Bank bidg. OALR 


2 Miller g. OP 
WISCONSIN 
a 


DIREC 


WISCONSIN Continued 


MADISON 
Aageson, Carl W.... 
Brindley, Benjamin |}... 
Davis, 
Dimond, Waldo 
Duehr, Peter Alexander. 
Neff, Eugene.... 
Nesbit, Mark E. 
Nesbit, Wellwood 


Quisling, Rolf Andreas... 
Schubert, Clarence K.... 


MANITOWOC 
Andrews, M. P. 
Chapman, Vernon A 


May, 


Copps, Lyman Alden 


Bach, 
Blankstein, Samuel S., 
Brook, Jeffrey 
Carl, Evan Elsworth 
Fox, Meyer S. 
Grossman, Erwin E.... 
Grove, W. E 

Guerin, Leon Henry 
Haessler, F. Herbert... 
Heeb, Harry J 

Higgins, 

High, Howard Charles. 
Hitz, John 

Judge, Thomas Ambrose 
Light, George 


Cany 
Vannon, 


Martin, Hilmar George. . 
McCormick, Thomas F.... 


Molsberry, Jasper Merl 
Jack E. 
Schmidt, Herbert G.. 
Schoofs, Orlando P.. 
Sproule, Ralph P 
Straus, Gerhard D. 
Tolan, Thomas L... 
Treskow, Frank G.... 
Truitt, John William 
Waldeck, Edward A... . 
Warner, Raymond C. 
Wild, Joseph Peter 
Wynn, Sidney K. 


Mulsow, 


MONROE 
Kundert, 
Mings, 


Fred W.... 
Dwain Edward 


OSHKOSH 
Emrich, Paul Stanley 


RACINE 
Covell, Kermit Wendell 
Kadin, Maurice 


Frederick Allison. .. 


Edwin Clarence... 


1 South Pinckney st. OP 

304 W. Washington, Z° OP 
W. Washington av., Z3 OP 
701-710 Gay bldg. ALR 


...224 W. Washington av., Z3 OP 


224 W. Washington av., Z3 OP 


18 
2W 


Pinckney, Z3 ALR 
Gorham, 73 ALR 
Pinckney, Z3 OP 


8th OALR 
gan OALR 


826 § 


1861 Mict 


1703 Main OALR 


Marshfield C 


nic OALR 


324 E. Wisconsin av., Z2 ALR 


Bankers bldg, 208 E Wisc. av., Z2 OP 
.231 West Wisconsin av 


Z3 ALR 
536 W. Wisconsin av. Z3 ALR 
606 W. Wisconsin av., Z3 OP 
208 E. Wisconsin av., Z2 ALR 
238 Wisconsin av. 
$24 E. Wisconsin av, Z2 OALR 
324 E. Wisconsin Ave., Z2 ALR 
Wells Didg., Z2 OP 
212 W. Wisconsin av., 23 OALR 
...411 E. Mason, Z2 OALR 
24 E. Wisconsin ave., Z2 ALR 
411 Mason st., 
735 N. Water, Z2 ALR 
..Wells bldg., Z2 ALR 
..425 E. Wisconsin av., Z2 OP 
Shorecrest Hotel OALR 
411 Mason, OALR 
Wisconsin av., ALR 
208 Wisconsin OALR 
.425 E. Wisconsin Ave. ALR 
Wells bidg., Z2 ALR 
.«.411 E. Mason, Z2 ALR 
161 W. Wisconsin ALR 
238 Wisconsin av., OALR 
1684 N. Prospect Ave., Z2 OP 
161 W. Wisconsin Ave., Z3 ALR 
759 No. Milwaukee St., Z2 ALR 


....The Monroe Clinic ALR 
Monroe Clinic OP 


64 Mt. Vernon ALR 


SHEBOYGAN 
Neumann, 
Schott, 


William H 
Edward George 


STEVENS POINT 
Anderson, George H 
Dunn, Austin Gibbons 


WAUSAU 
Brick, Enoch B. 
Trumbo, James Keeley 
Wilson, Otis M 


WHITEHALL 
Simons, Neal 


WISCONSIN RAPIDS 
Barnet. Emmanuel 


Clinic OALR 
Clinic 


.. . Sheboygan 


Sheboygan 


1112, Strongs av. ALR 
111% Strongs av. ALR 


526 Third St. ALR 
. 0. Box 485 ALR 
502 3rd st. 


MacCornack Clinic ALR 


WYOMING 


CASPER 
James, George Russel! 
Nelson, John Russell 


CHEYENNE 
Newman, Erwin W 
Stump, Robert Byron 
Williams, Russell 1. 


SHERIDAN 


Veach, Oscar Lloyd 


HILO 


Crawford 


HONOLULU 


Corboy, Philip M 


Frazer, John Paul, Medical 


Lynam, Patrick J 
Moffat. Harold F 
Pang. Lup Quon 
Pinkerton, Forrest Joy 
Trexler, C. W.. 

Van Poole, G. McD. 
Wong, Robert Tuck 


Wyoming Nat’! Bank bldg. OP 
Wyoming Bank bldg. ALR 


ling 


1606 Capitol av. OP 
{08 Hynds bldg. OP 
422 Hynds bldg. ALR 


Whitney Trust bldg. OP 


TERRITORIES 
HAWAII 


139 Kinoole st. 


ung Bldg., Z9 OP 
Punchl owl, Z43 ALR 
15 Kalakaua Ave , Z19 ALR 
] 5 Kalakaua Ave., Z19 OP 
Vineyard St., Z39 ALR 
Young Hotel bldg., OALR 
..50 Dowsett av. ALR 
1147 Union St. OP 


PUERTO RICO 


RIO PIEDRAS 
Alonso, Miguel 


SAN JUAN 
Fernandez, Luis 
Fernandez, Ricardo F. 


15 Ponce de Leon ayv., 


Font, Juan H., P. 0. Bo 


Puerta de Tierra Station, Medical 


SANTURCE 
Munoz-MacCormick, Car! 


Pico, Jose Teodoro. . 


UTUADO 
Carrasquitlo, 


Honorio Fernando 


Box 703 ALR 


Box 2206, 


Box 2206 
5363, 
Arts bldg. ALR 


os Eduardo 
Monterrey 


Ponce de Le 


bldg., Park Terrace ALR 
n Ave., Box 7063 ALR 


Box 128 


214 W. Grand Ave. ALR 
2 
93 


ACADEMY 
CANADA Goldsmith, Perry G............. Medical Arts ALR 
Gollom, Joseph......... ......425 Bloor St. W., Z5 ALR 
ALBERTA Henry, George Arnold............Medical Arts bldg. ALR 
4 CALGARY Ireland, Percy E........ ' ..330 Medical Arts bldg. ALR 
Macrae, Harry Mitchell ............ Medical Arts 
BRITISH COLUMBIA McCart, Howard D......... 170 St. George st., ALR 
\ [ VANCOUVER McCulloch, John Clement. .Suite 830, Medical Arts Bldg. OP 
E Brown, W. Harold ........ 326 Medical-Dental bldg., OALR McCulloch, Robert J. P Cceccseces Medical Arts bidg., Z5 OALR 
Davies, Charles Edgar............. 925 West Georgia St. McEachern, Margaret Arts ALR 
Thacker, Edgar Seymour St. ALR McLeod, Angus 735, 170 ALR 
Morgan, Alonzo 170 St. George, 
Grieve, Harry Gordon.............315 bldg. OALR 170 St. George, ALR 
116 College st. ALR 
Medical Arts bidg., ALR 
174 St. George St., Z5 ALR 
170 St. George, ALR 
Wishart, David Edmund Arts ALR 
Ramsey, Robert M............1237 Wellington Crescent 
WELLAND 
NEW BRUNSWICK Main ALR 
ST. JOHN 
QUEBEC 
NOVA SCOTIA MONTREAL 
HALIFAX Ballon, David H......... 1022 Medical Arts ALR 
Schwartz, Hugh William............. Park ALR Duclos, Gaston Medical Arts bidg., ALR 
Freedman, Abraham 0. 1396 St. Catherine st. W. ALR I 
1414 Drummond ALR 
ONTARIO Hutchison, Keith 0........... 1509 Sherbrooke st. W.ALR 
GUELPH Johnston, Kenneth 1509 Sherbrooke st. 
Barnaby, Henry C. ................115 Woolwich St. ALR Lapointe, Jean.................300 Carre, St. Louls ALR 
1463 Bishop st., Apt. C-3 ALR 
Medical Arts bldg. OALR McAuley, Albert G........ 1301 Dorchester st. W., Z25 OP 
Rabinowitz, Paul........... Mountain Sanitarium ALR McNally, William Apartments ALR 
Nicholls, John Van Drummond St. 
McFarlane, Douglas ..............382 Queens ALR Medical Arts ALR 
OTTAWA Scharfe, Ernest Edward......1414 Drummond Z25 ALR 
Medical Arts bldg. OALR Steine, Ben Zion..... Medical Arts bldg. ALR 
Smart, Robert Edwin.............. Medical Arts bidg. Tremble, Edward..... 1390 Sherbrooke St. ALR 
Viger, Roland Joseph..... ....1414 Drummond 
SARNIA SASKATCHEWAN 
Biehn, Wellington St. OALR 
REGINA 
TORONTO Haughton. Thomas J ‘ 2125 llth Ave. ALR 
Alexander, Seeyman L........... Medical Arts ALR 
170 St. George, ASIA 
Burnham, Howard Medical Arts ALR 
578 Sherbourne OALR Rambo, Victor Clough 
170 St. George st. Christian Hospital via Bilaspur B.N. Ry. 
7 7 
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EUROPE 
AUSTRIA 
WIEN 
Lauber, Prof. Dr. Hans Gri 
CZECHOSLOVAKIA 
KROMERIZ 
Hulka, J. 
ENGLAND 
LEEDS 


Parsons, Sir John Herbert 


HOLLAND 
LEIDEN 
van der Hoeve, Prof. J Rijnsburg 
SWITZERLAND 
ZURICH 
Nager, Prof. F Freiest 
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Meads, Wigton Lane, Alwood 


DIRECTORY 


OALR 


y OP 


14 OALR 


30 OALR 


LATIN AMERICA 


ARGENTINA 
CORDOBA 
Zavalia, Alberto Urrets Abril 255 
BRAZIL 
SAO PAULO 
COSTA RICA 
SAN JOSE 
SALVADOR 
SAN SALVADOR 
Escapini, Humberto ....... OP 
MEXICO 
MEXICO, 
Tapia y Fernandez, Ricardo ..4a de Londr 7 ALR 
TRINIDAD 
PORT SPAIN 
Chan-Pong, Norman Ronald SS& Frederick St. OP 
URUGUAY 
MONTEVIDEO 
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